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Summary of findings

Overall summary

About the service
Maple Cottage is a residential care home providing the regulated activity of accommodation and personal 
care to up to 5 people. The service provides support to people who have a learning disability and/or are 
autistic. At the time of our inspection there were 5 people using the service. 

People's experience of the service and what we found:
We expect health and social care providers to guarantee people with a learning disability and autistic people
respect, equality, dignity, choices and independence and good access to local communities that most 
people take for granted. 'Right support, right care, right culture' is the guidance CQC follows to make 
assessment and judgements about services supporting people with a learning disability and autistic people 
and providers must have regard to it. 

Right Support
People were supported to have maximum choice and control of their lives and staff supported them in the 
least restrictive way possible and in their best interests; the polices and systems in the service supported this
practice. Staff did everything they could to avoid restraining people. People were able to personalise their 
rooms. Staff enabled people to access specialist health and social care support in the community. Staff 
supported people with their medicines to achieve the best possible health outcome.

Right Care
People received kind and compassionate care. Staff protected and respected people's privacy and dignity. 
They understood and responded to people's individual needs. Staff had training on how to recognise and 
report abuse and they knew how to apply this to their day-to-day work. The service had enough 
appropriately skilled staff to meet people's needs and to keep them safe. People could communicate with 
staff and understand information given to them because staff supported them consistently and understood 
their individual communication needs. People's care, treatment and support plans reflected their range of 
needs and the risks posed.

Right Culture
Governance arrangements were effective at service level but not at provider level. The registered manager 
had the skills, knowledge, and experience to perform their role and a clear understanding of people's needs 
but this oversight was lacking at provider level. The provider did not invest in staff by providing them with 
appropriate training to meet the needs of all people using the service. Staff turnover was very low, which 
supported people to receive consistent care from staff who knew them well. Staff ensured risks of a closed 
culture were minimised so that people received support based on transparency, respect, and inclusivity. The
registered manager and team leader were visible in the service, approachable and took a genuine interest in
what people, staff, family, and other professionals had to say. Staff felt respected, supported, and valued by 
the registered manager and team leader.
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For more details, please see the full report which is on the CQC website at www.cqc.org.uk

Rating at last inspection 
The last rating for this service was Good [Published January 2018] 

Why we inspected
The inspection was prompted in part due to concerns received about the use of unauthorised restraint at 
one of the provider's 'sister' services. A decision was made for us to inspect and examine those risks. 

We undertook a focused inspection to review the key questions of Safe, Effective and Well-Led only. For 
those key questions not inspected, we used the ratings awarded at the last inspection to calculate the 
overall rating. 

You can read the report from our last comprehensive inspection by selecting the 'all reports' link for Maple 
Cottage on our website at www.cqc.org.uk.

Enforcement 
We have identified breaches in relation to the management of risks, including those related to hot water 
outlets and the service's fire arrangements, and the provider's governance arrangements. We have made a 
recommendation about staff training. 

Please see the action we have told the provider to take at the end of this report.

Follow Up
We will meet with the provider following this report being published to discuss how they will make changes 
to ensure they improve their rating to at least good. We will also request an action plan from the provider to 
understand what they will do to improve the standards of quality and safety. We will work with the local 
authority to monitor progress. We will continue to monitor information we receive about the service, which 
will help inform when we next inspect.
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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? Requires Improvement  

The service was not always safe.

Details are in our safe findings below.

Is the service effective? Requires Improvement  

The service was not always effective.

Details are in our effective findings below.

Is the service well-led? Requires Improvement  

The service was not always well-led.

Details are in our well-led findings below.



5 Maple Cottage Inspection report 22 December 2023

 

Maple Cottage
Detailed findings

Background to this inspection
The inspection 
We carried out this inspection under Section 60 of the Health and Social Care Act 2008 (the Act) as part of 
our regulatory functions. We checked whether the provider was meeting the legal requirements and 
regulations associated with the Act. We looked at the overall quality of the service and provided a rating for 
the service under the Health and Social Care Act 2008.

Inspection team 
The inspection team consisted of 2 inspectors. A regulatory coordinator made telephone calls to people's 
relatives.

Service and service type 
Maple Cottage is a 'care home'. People in care homes receive accommodation and nursing and/or personal 
care as a single package under one contractual agreement dependent on their registration with us. Maple 
Cottage is a care home without nursing care. CQC regulates both the premises and the care provided, and 
both were looked at during this inspection. 

Registered Manager
This provider is required to have a registered manager to oversee the delivery of regulated activities at this 
location. A registered manager is a person who has registered with the Care Quality Commission to manage 
the service. Registered managers and providers are legally responsible for how the service is run, for the 
quality and safety of the care provided and compliance with regulations.

At the time of our inspection there was a registered manager in post. They were also the registered manager 
for another service owned by Maple Health UK Limited.  

Notice of inspection
The inspection was unannounced.  

What we did before the inspection 
We reviewed information we had received about the service since the last inspection. We sought feedback 
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from the Local Authority and professionals who work with the service. We used the information the provider 
sent us in the provider information return (PIR). This is information providers are required to send us 
annually with key information about their service, what they do well, and improvements they plan to make. 
We used all this information to plan our inspection.

During the inspection 
We spoke with 2 people who use the service about their experience of the care provided. Where people were 
unable to talk with us, we observed people's interactions with staff. We spoke with the registered manager, 
team leader and 3 members of staff. We reviewed 5 people's care files and 2 staff personnel files relating to 
their recruitment. We looked at the provider's arrangements for managing risks and medicines, staff training 
and supervision data. We also looked at the service's quality assurance arrangements, including the 
service's auditing arrangements and the provider's oversight of the service.

Following our visit to Maple Cottage we spoke with 2 people's relatives about their experience of the service 
for their family member.
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 Is the service safe?

Our findings  
Safe – this means we looked for evidence that people were protected from abuse and avoidable harm.  

At our last inspection we rated this key question Good. At this inspection the rating has changed to Requires 
Improvement. This meant some aspects of the service were not always safe and there was limited assurance
about safety. There was an increased risk that people could be harmed.  

Assessing risk, safety monitoring and management 
• Not all of the provider's fire arrangements were safe. Information relating to Personal Emergency 
Evacuation Plans [PEEPs] for people using the service were not accurate or up to date. For example, the care
plan for 1 person recorded they had a sensory impairment which could impact on their ability to evacuate 
safely. This information was not recorded within their PEEP. 
• The PEEP's lacked sufficient detail relating to people's anxious and distressed behaviours and the impact 
this may have when supporting each person to safely leave the building in the event of a fire emergency. No 
information was recorded of the potential impact of sedative medicines on people or that people's 1 to 1 
staffing allocation during the day was significantly reduced at night. The PEEP is a bespoke plan for people 
who may have difficulties evacuating to a place of safety without support or assistance from others.
• Since June 2021, only 4 fire drills had been undertaken but these had not been conducted with night staff. 
The provider did not ensure there were sufficient fire marshals on duty at each shift to evacuate people 
safely in case of a fire emergency. The registered manager confirmed 2 staff were to receive fire marshal 
training in November 2023, but this still meant not all shifts would have a trained fire marshal on duty on 
each shift.   
• Hot water at various hot water outlets were tested at regular intervals to ensure the temperature of the hot 
water remained within safe limits and recommended guidelines. However, records showed the hot water 
[unmixed] temperature within the laundry area was consistently below 60°centigrade. We were not assured 
water was stored above 60° centigrade and therefore would prevent the growth of harmful organisms, such 
as Legionella bacteria in the hot water system. The registered manager confirmed a tradesperson had been 
booked to address this issue. 

Although no one was harmed, systems were either not in place or robust enough to manage and mitigate 
risks relating to hot water outlets and the service's fire arrangements. This placed people at potential risk of 
harm. This was a breach of Regulation 12 [Safe care and treatment] of the Health and Social Care Act 2008 
[Regulated Activities] Regulations 2014.

• Risks to people's safety and wellbeing were assessed and recorded in relation to the care and support they 
received. People's care records identified how risks to people's safety and wellbeing were to be reduced and
the actions required by staff to keep people safe. Staff were aware of the risks posed to people's wellbeing 
and how to manage them. For example, risks were identified where people required support to access the 
kitchen, where they were at risk of absconding from the service and the risks posed relating to specific 
healthcare conditions.  
• Information identified people who could become anxious and distressed; and potential factors which 

Requires Improvement
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could cause them to express those feelings in a way which might be unsafe to themselves or others. Robust 
risk management strategies were in place to enable staff to support the person's safely and to improve the 
person's quality of life without restricting their freedom and liberty. Staff demonstrated a good 
understanding and knowledge of the risk management strategies in place, to ensure theirs and others safety
and wellbeing. 

Learning lessons when things go wrong 
• The provider did not always learn lessons when things had gone wrong. There was a lack of urgency by the 
provider to address recommendations from external organisations and other issues in a timely manner.
• Visits to Maple Cottage by the provider had failed to identify where improvements were needed as 
highlighted during this inspection.    

Systems and processes to safeguard people from the risk of abuse and avoidable harm
• People were safeguarded from abuse and avoidable harm. A person who lived at the service told us they 
felt safe living at Maple Cottage. Relatives confirmed they had no concerns about their family member's 
safety.   
• Incidents and safeguarding concerns were robustly examined and investigated by the registered manager 
to monitor themes and trends and to ensure lessons were learned. However, not all incidents of concern 
had been raised with the Local Authority or Care Quality Commission. A discussion was held with the 
registered manager, and they confirmed these would be raised retrospectively.
• Staff demonstrated an understanding and awareness of the different types of abuse, how to respond 
appropriately where abuse was suspected and how to escalate concerns about a person's safety to the 
management team and external agencies, such as the Local Authority and Care Quality Commission.    

Staffing and recruitment 
• The provider ensured there were sufficient numbers of staff available to support people safely and in line 
with their current care and support needs. This included where people were allocated 1 to 1 or 2 to 1 staff for
specific hours throughout the day and night. During the inspection we found staffing levels were appropriate
to support people with both 'in-house' and community-based activities. A relative told us, "Staff are regular 
and have been there for years. There is a nice atmosphere with staff." 
• The provider operated safe recruitment processes. Appropriate checks were completed before a new 
member of staff started working at the service. This included an application form, written references, proof 
of identification and Disclosure and Barring Service [DBS] checks. DBS checks provide information including 
details about convictions and cautions held on the Police National Computer. The information helps 
employers make safer recruitment decisions.

Using medicines safely  
• People were supported to receive their medicines safely.
• Accurate medicine records were maintained, and Medication Administration Records [MAR] demonstrated 
people received their medicines as they should and in line with the prescriber's instructions.
• Appropriate arrangements were in place to ensure people were not subjected to excessive and 
inappropriate use of medicines and were supported in line with the principles of STOMP (stopping over-
medication of people with a learning disability, autism, or both).
• The medication rounds were evenly spaced out throughout the day to ensure people did not receive their 
medicine too close together or too late. Observation of staff practice showed staff undertook this task with 
dignity and respect for the people being supported. 
• Staff who administered medicines were trained and had their competency assessed to ensure they 
remained competent to undertake this task safely. However, staff who check other's competencies had not 
received a higher level of medicines management training or completed a 'train the trainer' course. This was 
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discussed with the registered manager, who said they would make the necessary improvements following 
discussion with the provider.  

Preventing and controlling infection 
• People were protected from the risk of infection as staff were following safe infection prevention and 
control practices. 
• We were assured the provider was supporting people living at the service to minimise the spread of 
infection.
• We were assured the provider was using PPE effectively and safely. Staff confirmed they had enough 
supplies of PPE at all times. Staff were observed to put on, take off and dispose of used PPE in line with 
guidance.
• We were assured the provider was responding effectively to risks and signs of infection.
• We were assured the provider was promoting safety through the layout and hygiene practices of the 
premises. The service was seen to be visibly clean and where appropriate people were supported to 
complete some household chores with staff help and encouragement. 

Visiting in Care Homes
• People were able to receive visitors without restrictions in line with best practice guidance. 
• People were supported and encouraged to have visits and overnight stays with family members.
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 Is the service effective?

Our findings  
Effective – this means we looked for evidence that people's care, treatment and support achieved good 
outcomes and promoted a good quality of life, based on best available evidence.  

At our last inspection we rated this key question Good. At this inspection the rating has changed to Requires 
Improvement. This meant the effectiveness of people's care, treatment and support did not always achieve 
good outcomes or was inconsistent.

Staff support: induction, training, skills, and experience
• The provider did not always make sure staff had the skills, knowledge, and experience to deliver effective 
care and support. Although staff had received eLearning training relating to learning disability and autism, 
the provider had not ensured all staff employed at Maple Cottage had completed the Oliver McGowan 
training on Learning Disability and Autism. This legal requirement was introduced on 1 July 2022, requiring 
all registered social care providers to ensure staff received this specific training.  
• Although no people using the service had required physical restraint to be used by staff when exhibiting 
anxiety, distress or behaviours that challenged others, the provider had not supported staff to receive 
'practical' training in physical restraint. This was despite individual care plans containing written and 
pictorial guidance for staff on the use of physical restraint to be used as a last resort. The registered manager
confirmed this training was now scheduled for staff following the Care Quality Commissions intervention, for
November and December 2023. 
• Staff training information provided showed not all training was in date and refresher training in some key 
areas was required. For example, 'practical' moving and handling, diabetes and appointed first aid. Staff had
completed training relating to the administration of a specific medicine to be given in an emergency to aid 
and stop seizures. However, staff's competency for the use of this medicine had not been assessed to ensure
staff were competent and their practice safe.

We recommend the provider seeks advice and guidance to ensure all staff are provided with appropriate 
training in a timely manner.   

• All newly employed staff received a robust induction, including completion of the Care Certificate. The 
'Care Certificate' is a set of standards that social care and health workers should adhere to in their daily 
working life.
• Staff received formal supervision at regular intervals. Staff told us they felt supported and valued by the 
registered manager and team leader. Comments included, "I get a lot of support from the registered 
manager, I am never scared to ask for help. I always feel supported" and, "I can talk to [name of registered 
manager] and I am able to share and raise personal issues. The manager and team leader are very 
supportive."   

Assessing people's needs and choices; delivering care in line with standards, guidance and the law
• People's needs were assessed prior to their admission to the service. Care and support were delivered in 
line with current standards to achieve effective outcomes. 

Requires Improvement
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Supporting people to eat and drink enough to maintain a balanced diet 
• People were supported to eat and drink enough to maintain a balanced diet. Information showed people 
received a varied diet throughout the day to meet their needs. Efforts were made by staff to ensure people 
received a balanced diet, combining healthy eating and treats.
• People were supported by staff to go food shopping twice a week. Where appropriate they were also 
encouraged and supported to participate with food preparation.         
• The dining experience for people was positive. Meals were well presented, considering people's individual 
food and dining preferences. People were not rushed to eat their meal and where possible people were 
encouraged to eat as independently as possible. A relative told us, "The food is nutritious and [family 
member] enjoys it and has a healthy appetite. They are supported to make their own lunch and encouraged 
to do home baking." Another relative told us, "[Name of family member] helps make the tea and biscuits 
during the day for others."    
• Where people were at risk of poor nutrition, their weight was monitored at regular intervals and 
appropriate healthcare professionals, such as dietician and Speech and Language Therapy Team [SALT] 
were consulted for advice and support.

Staff working with other agencies to provide consistent, effective, timely care; Supporting people to live 
healthier lives, access healthcare services and support
• The provider ensured the service worked effectively within and across organisations to deliver effective 
care, support, and treatment. People were supported to live healthier lives, access healthcare services and 
support as needed.
• People's healthcare needs were met, and they received appropriate support from staff to maintain their 
health. Records demonstrated people were supported to attend medical appointments, for example, to the 
GP, hospital, consultant psychiatrist and other healthcare services. Relatives confirmed they were kept up to
date about their family member's healthcare needs, appointments, and outcomes. 
• Each person had a hospital passport. If people are admitted to hospital this document is used to provide 
hospital staff with important information about the person. 

Adapting service, design, decoration to meet people's needs 
• People's individual needs were met by the adaption, design, and decoration of the premises.
• People's diverse needs were respected as their bedrooms were personalised to reflect their own interests 
and preferences. People's bedrooms were decorated in a colour of their choice and with their personal 
possessions around them.
• People had access to comfortable communal facilities, comprising of a large lounge, separate dining area 
and conservatory. Staff told us 1 person especially liked to sit in the conservatory. We found this to be 
accurate as the person was observed throughout the day to enjoy using this space.     

Ensuring consent to care and treatment in line with law and guidance
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 MCA 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 with appropriate legal authority. In
care homes, and some hospitals, this is usually through MCA application procedures called the Deprivation 
of Liberty Safeguarding (DoLS)

• Staff had a good knowledge and understanding of MCA and Deprivation of Liberty Safeguards [DoLS]. 
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• Staff ensured consent was always sought and people were involved in making decisions about their care so
that their rights were upheld.
• Information available showed that each person who used the service had had their capacity to make 
decisions assessed. However, where best interest decisions were made, information relating to who had 
been involved and consulted in the decision making process was not recorded. This was discussed with the 
registered manager, who said they would make the necessary improvements.
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 Is the service well-led?

Our findings  
Well-led – this means we looked for evidence that service leadership, management and governance assured 
high-quality, person-centred care; supported learning and innovation; and promoted an open, fair culture. 

At our last inspection we rated this key question Good. At this inspection the rating has changed to Requires 
Improvement. This meant the service management and leadership was inconsistent. Leaders and the 
culture they created did not always support the delivery of high-quality, person-centred care.

Promoting a positive culture that is person-centred, open, inclusive, and empowering, which achieves good 
outcomes for people; Continuous learning and improving care
• The provider's arrangements did not effectively monitor the quality of care provided to drive improvements
and there was a lack of effective oversight by them of Maple Cottage. 
• The provider held meetings with their registered managers. However, minutes of these meetings were not 
shared with the registered managers in a timely way and actions highlighted were not routinely followed up 
and addressed. For example, the meeting minutes for July 2023 stated the provider would "look into" the 
managers within the organisation receiving supervision. To date the registered manager had not received 
formal supervision since being employed at the service or an annual appraisal of their overall performance. 
Meeting minutes were only forwarded to the registered managers as a result of our inspections completed 
to all of the provider's services.          
• The provider's arrangements to keep people safe from the potential risk of harm were not always effective. 
For example, ensuring all staff employed at the service had completed all required training, including 
making sure there were sufficient fire marshals and designated first aiders on each shift. The provider and 
directors of the service had not ensured steps were taken at the earliest opportunity to make required 
improvements for the safety of people living at the service. This relates to following up on the actions 
required from the service's fire risk assessment completed in August 2023. 

The provider did not have sufficient oversight of what was happening at the service or to make required 
improvements in a timely way. This was a breach of Regulation 17 [Good governance] of the Health and 
Social Care Act 2008 [Regulated Activities] Regulations 2014.

• Despite the above, there was a positive and open culture at the service. The registered manager and staff 
put people's needs and wishes at the heart of everything they did. The registered manager and staff team 
ensured the care provided to people using the service was person-centred, open, inclusive, and focused on 
their individual care and support needs.
• The registered manager monitored the experience of people being supported through their internal 
auditing processes. This information was used to help the management team to drive improvement, 
including the monitoring of trends and lessons learned each month. 
• Suitable arrangements were in place to examine and analyse key data relating to falls, accident and 
incidents, weight monitoring, infections, and pressure area care.
• Relatives were positive about how the service was managed. Comments included, "Maple Cottage provides
perfect care", "The staff understand [family member] very well", "I am happy with the quality of the care 

Requires Improvement
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provided" and, "[Family member] is very happy at the home." Relatives told us they would recommend the 
service to others.   

How the provider understands and acts on the duty of candour, which is their legal responsibility to be open
and honest with people when something goes wrong
• The registered manager understood their responsibilities under the duty of candour and their 
responsibility to be open and honest about any incident which caused or placed people at risk of harm or 
where concerns were raised. Systems were in place to investigate incidents, accidents, and complaints. 

Managers and staff being clear about their roles, and understanding quality performance, risks and 
regulatory requirements 
• Although we had no concerns about the care and support people received, staff were not aware of the 
'Right support, right care and right culture' terminology which should underpin their day to day working 
practices. An assurance was provided by the registered manager that this would be addressed going 
forward. 
• The registered manager understood the importance of their role and responsibilities. They managed both 
Maple Cottage and another of the provider's services, dividing their time equally between both services. 
Managing both services did not have a detrimental impact on the quality of care and support provided for 
people using the service.     
• The registered manager demonstrated a commitment to providing good care for people using the service, 
providing support to staff employed within the service and ensuring compliance with regulatory 
requirements was understood, achieved and improvements made when things went wrong.
• Relatives were complimentary regarding how Maple Cottage was managed and run. Comments included, 
"Excellent management, the registered manager and team leader are usually available. They telephone and 
are incredibly helpful" and, "The management team are very good."            

Engaging and involving people using the service, the public and staff, fully considering their equality 
characteristics
• People and staff were involved in the running of the service and fully understood and considered people's 
protected characteristics. The views of people using the service had been sought in December 2022, using a 
simple language and pictorial format. The views of visiting professionals and staff had also been obtained in 
June and September 2023. All comments recorded were positive. 
• Relatives told us communication with the service was good. Comments included, "I am informed of 
everything that goes on, there is good communication with the service" and, "I receive a newsletter and get 
regular verbal feedback about [family member] needs or any changes happening at the service."  
• Staff meetings were held each month to give the management team and staff the opportunity to express 
their views and opinions on the day-to-day running of the service.
• Newsletters were compiled providing information to people, relatives, and staff about what was happening
at the service.     

Working in partnership with others
• The provider worked in partnership with others, for example, the Local Authority, healthcare professionals 
and services to support care provision.
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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
Accommodation for persons who require nursing or 
personal care

Regulation 12 HSCA RA Regulations 2014 Safe 
care and treatment

Although no one was harmed, systems were 
either not in place or robust enough to manage 
and mitigate risks relating to hot water outlets 
and the service's fire arrangements. This placed
people at potential risk of harm.

Regulation 12(1)

Regulated activity Regulation
Accommodation for persons who require nursing or 
personal care

Regulation 17 HSCA RA Regulations 2014 Good 
governance

The provider did not have sufficient oversight of
what was happening at the service or to make 
required improvements in a timely way.

Regulation 17(1)(2)

Action we have told the provider to take

This section is primarily information for the provider


