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Summary of findings

Overall summary

About the service

Heatherdene Residential Care Home is a residential care home registered to provide personal care for 20
people aged 65 and over. At the time of the inspection 16 people lived at the home. The care home
accommodates 20 people in one adapted building.

Although the home was registered for older people, we found people with learning disabilities were also
living at the home. The service has not been registered and developed and designed in line with the
principles and values that underpin Registering the Right Support and other best practice guidance. This
ensures that people who use the service can live as full a life as possible and achieve the best possible
outcomes. The principles reflect the need for people with learning disabilities and/or autism to live
meaningful lives that include control, choice, and independence. People using the service did not always
receive planned and co-ordinated person-centred support that is appropriate and inclusive for them.

People's experience of using this service and what we found

The service was not well-led. The registered manager did not have appropriate oversight on the
management of the service to ensure safe and effective care was provided. Systems and processes for
managing risk were lacking and ineffective. Legal requirements were not always understood. We identified
multiple breaches of Regulations.

Although people and relatives told us people were safe, we found the service was not safe. Safety checks to
ensure the premises were suitably maintained had not been carried out in a timely manner. We could not be
assured people received their medicines safely, in line with good practice and legislation. We found infection
control processes in the home were inconsistent and did not always reflect good practice.

The service was not always effective. Consent to care and treatment was not always considered and
achieved. The registered provider did not always understand and apply the principles of the Mental Capacity
Act 2005. Signage was used around the home to promote independence, but this was not always accurate
and could contribute to people's confusion. Whilst there was some work taking place within the home to
improve living standards, communal areas were cluttered and in a poor state of repair.

People were not supported to have maximum choice and control of their lives and staff did not support
them in the least restrictive way possible and in their best interests; the policies and systems in the service
did not support this practice.

People and relatives told us staff were kind and caring. One person said, "This is a very kind place." Although
we received positive feedback about the kind and caring nature of staff, we found privacy and dignity were
not always considered. Care was not always person-centred for people who lived at the home. Language
used was not always respectful and in line with key concepts set out in Registering the Right Support. The
outcomes for people with learning disabilities did not fully reflect the principles and values of Registering
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the Right Support for the following reasons; People were not encouraged to live ordinary lives and were not
always encouraged to participate in meaningful activities to promote independence.

The service was sometimes responsive. The registered manager told us links had been developed with the
local community to combat isolation. We saw evidence activities sometimes took part, although we
observed no group activities taking part whilst we visited. The registered manager had a complaints process
for people to follow should they wished to complain. No one wished to raise any formal complaints as part
of the inspection.

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 18 March 2017.)

Why we inspected
This was a planned inspection based on the previous rating.

Enforcement

We have identified breaches in relation to person centred care, consent, safe care and treatment, good
governance, recruitment of staff and failure to notify the commission of significant incidents at this
inspection.

Full information about CQC's regulatory response to the more serious concerns found during inspections is
added to reports after any representations and appeals have been concluded.

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 work with the local authority to monitor
progress. We will return to visit as per our re-inspection programme. If we receive any concerning
information we may inspect sooner.

Special Measures:

The overall rating for this service is 'Inadequate' and the service is therefore in 'special measures'. This
means we will keep the service under review and, if we do not propose to cancel the provider's registration,
we will re-inspect within 6 months to check for significant improvements.

If the provider has not made enough improvement within this timeframe. And there is still a rating of
inadequate for any key question or overall rating, we will take action in line with our enforcement
procedures. This will mean we will begin the process of preventing the provider from operating this service.
This will usually lead to cancellation of their registration or to varying the conditions the 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.

Details are in our safe findings below.

Is the service effective?

The service was not always effective.

Details are in our effective findings below.

Is the service caring?

The service was not always caring.

Details are in our caring findings below.

Is the service responsive?

The service was not always responsive.

Details are in our responsive findings below.

Is the service well-led?

The service was not well-led.

Details are in our well-Led findings below.
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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 Care Act 2014.

Inspection team

One inspector and one Expert by Experience visited the home to carry out the inspection. An Expert by
Experience is a person who has personal experience of using or caring for someone who uses this type of
care service.

Service and service type

Heatherdene Residential Care Home is a 'care home'. People in care homes receive accommodation and
nursing or personal care as single package under one contractual agreement. CQC regulates both the
premises and the care provided, and both were looked at during this inspection.

The service had a manager registered with the Care Quality Commission. This means that they and the
provider are legally responsible for how the service is run and for the quality and safety of the care provided.

Notice of inspection
This inspection was unannounced.

What we did before the inspection

Before the inspection we reviewed information we had received about the service since registration. This
included looking at information held on our database about the service for example, statutory notifications
completed by the registered provider.
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Due to technical problems, the provider was not able to complete a Provider Information Return. This is
information we require providers to send us to give some key information about the service, what the service
does well and improvements they plan to make. We took this into account when we inspected the service
and made the judgements in this report.

We sought feedback from the local authority contracts and commissioning teams, and Healthwatch.
Healthwatch is an independent consumer champion that gathers and represents the views of the public
about health and social care services in England. This information helps support our inspections. We used
all this information to plan our inspection.

During the inspection

We spoke with ten people who lived at the home and three relatives. We spoke with the registered manager,
the acting deputy manager, one carer and the cook. To gather information, we looked at a variety of records.
This included care records related to three people, 16 medicines administration records and three staff
records. We also looked at information related to the management of the service. These included audits,
quality assurance documents and team meeting minutes. We did this to ensure the management team had
oversight of the service and to ensure the service could be appropriately managed. We walked around the
home and carried out a visual inspection and observed care interactions between people and staff. We
spoke with one visiting professional.

After the inspection

We continued to communicate with the provider to corroborate our findings. We looked at training records,
staff rotas and policies and procedures. We liaised with the fire and rescue service, local authority
safeguarding team and contracts and commissioning team to share our findings.
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Inadequate @

Is the service safe?

Our findings

Safe - this means we looked for evidence that people were protected from abuse and avoidable harm.
At the last inspection this key question was rated as good. At this inspection this key question has now
deteriorated to inadequate. This meant people were not safe and were at risk of avoidable harm.

Assessing risk, safety monitoring and management

® People were exposed to risk of harm. Environmental risk had not been suitably assessed, monitored and
managed within the home. Routine safety checks within the premises had not been consistently carried out
in line with legislation and good practice. The registered manager could not provide us with evidence to
show the electrical wiring, lifting equipment and water safety had been checked by a competent person in
line with good practice guidance.

e Fire safety was not proactively addressed. We saw that portable heaters and electrical extension leads
were in use around the home. Both items can increase the risk of fire. Fire escape routes were sometimes
compromised which may hinder the time and speed in which people could be evacuated from the building.
We reviewed the fire risk assessment and saw none of these hazards had been clearly identified and
addressed.

e Individual risk was not always suitably addressed and managed. The registered manager had failed to
identify risks associated with specific medical conditions. When risks had been identified assessments were
not always fully completed.

We found no evidence that people had been harmed however, systems were either not in place or robust
enough to demonstrate safety was effectively managed. This placed people at 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.

Using medicines safely

e Medicines were not consistently managed. We could not be assured people received medicines safely in
line with good practice.

e Staff failed to maintain medicines administration records (MAR's) in line with good practice. Handwritten
MAR's had not been checked by a second person to ensure they were accurate. Records had not been
completed in line with good practice guidance in relation to variable dose medicines and the safe usage of
transdermal patches.

e Staff did not always have the information to tell them when someone may need medicine or how much to
give. Written guidance was not always in place for staff to follow.

e Storage of medicines was not always safe. Liquid medicines stored within the medicines trolley were not
always labelled with an opening date. One controlled drug had been booked onto the premises but was not
being stored in the controlled drugs cabinet in line with controlled drugs policy and statutory legislation.

e We looked at the registered providers medicines policy in relation to management of medicines and saw
this had not been consistently implemented.

We found no evidence that people had been harmed however, systems were either not in place or robust
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enough to demonstrate safety was effectively managed. This placed people at 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.

Preventing and controlling infection

e Some areas in the home were not clean. Chairs and carpets in communal areas were stained and dirty.
Equipment within the bathrooms were not always suitably cleaned and were stained. Bathroom flooring
had raised, wallpaper was peeling from a bathroom wall and plaster work was chipped in places. All these
factors inhibit suitable cleaning from taking place.

e \We were not provided with any up to date audits to show infection prevention control processes were
being carried out in a timely manner. An environmental audit had taken place in July 2019. This had
identified that the infection prevention audit was still required. In addition, a member of the management
team confirmed cleaning checks on equipment such as slings had not taken place for two months.

e Processes for managing and addressing infection prevention and control were inconsistent. The providers
infection prevention control policy did not refer to good practice guidance.

We found no evidence that people had been harmed however, systems were either not in place or robust
enough to demonstrate infection control processes were effectively managed. This placed people at 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.

Staffing and recruitment

e Recruitment checks were not consistently implemented to ensure only fit and proper persons were
employed.

e We selected three employment records to review. However, the registered manager was unable to locate
one of the files we requested. They said this had gone missing and wasn't therefore available for us to check.
e We reviewed three staff files and saw checks were not robust and sufficient to ensure staff recruited were
of good character and had the correct skills required. Gaps in employment and reasons for leaving
employment had not always been explored and recorded within the staff record. Additionally, references
had not always been routinely sought from previous employers.

We found no evidence that people had been harmed however, systems were either not in place or robust
enough to demonstrate safe recruitment was effectively managed. This placed people at risk of harm. This
was a breach of regulation 19 (Fit and Proper Persons) of the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014.

e People and relatives said they were happy with staffing levels. People told us staff responded quickly to
call bells and said they didn't have to wait.
e We saw evidence of staffing levels being reviewed when people's needs had changed.

Systems and processes to safeguard people from the risk of abuse

® Processes to safeguard people from the risk of abuse, were not consistently followed.

e People who lived at the home told us they felt safe. One person said, "It's a happy place."

e During the inspection we identified several incidents where people had been exposed to harm.

e The registered manager had not followed the provider's policy and reported all safeguarding concerns to
the local authority.

We recommend the registered provider seeks advice and guidance to ensure safeguarding protocols are
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established and in line with good practice.

Learning lessons when things go wrong

e The registered manager kept a record of all accidents and incidents which occurred within the home.
Following the inspection visit, we were provided with information to show analysis of falls had taken place.
e We spoke with the registered manager about learning from unexpected incidents. They were able to give
us examples of when they had reflected on incidents and made changes to prevent the incidents from re-
occurring. However, we could not be assured lessons were learned within the service. This is reported on
further within the well-led section of this report.
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Requires Improvement @

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 the last inspection this key question was rated as good. At this inspection this key question has now
deteriorated to requires improvement. This meant the effectiveness of people's care, treatment and support
did not always achieve good outcomes or was inconsistent.

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 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. In care homes, and some hospitals, this is usually through MCA
application procedures called the Deprivation of Liberty Safeguards (DoLS). We checked whether the service
was working within the principles of the MCA and whether any conditions on authorisations to deprive a
person of their liberty had the appropriate legal authority and were being met.

e Processes for achieving consent were unclear and inconsistent. We reviewed three care records and
identified concerns in relation to consent.

e The registered manager did not fully understand the principles of the MCA. The registered manager failed
to understand their role in assessing capacity. When people lacked capacity, we saw no evidence of mental
capacity assessments being undertaken and best interest decisions taking place.

e The registered manager had not followed processes to ensure people were only deprived of their liberty
lawfully. Although applications had been made to the supervisory body, we noted some people were
subject to restrictions which had not been included within the DoLS application.

We found no evidence that people had been harmed however, systems were either not in place or robust
enough to demonstrate consent was consistently sought. This was a breach of regulation 11 (Consent) of
the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014.

Staff support: induction, training, skills and experience

e Staff did not express any concerns about the amount of training provided. However, we found staff had
not received appropriate training to enable them to effectively support people.

e Training records identified that support staff had not been provided with any specific training to enable
them to support people with learning disabilities and behaviours which challenged the service. We asked a
member of staff if they had been provided with any training to support them to manage challenging
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behaviour. They confirmed they had not.
e Two professionals we spoke with both said there was a need to develop staff training.

We found no evidence that people had been harmed however, systems were either not in place or robust
enough to demonstrate staff received the required training to enable them to carry out their role. This was a
breach of regulation 18 (Staffing) of the Health and Social Care Act 2008 (Regulated Activities) Regulations
2014.

e Staff were supported by a structured induction and supervision process.

Adapting service, design, decoration to meet people's needs

e Rooms were personalised by each person to make them homely. The registered provider was in the
process of refurbishing bedrooms within the home. People were encouraged to be involved in the
decoration of their own bedrooms.

e The standard of decoration around the home was inconsistent and remedial work was required to the
lounge, hall carpets and sash windows. We were not provided with full assurance that improvements were
planned within all these areas.

® Areas within the home were cluttered and could contribute to injuries from falls.

e Signage around the building was inaccurate which could contribute to people's confusion. For example,
we noted a sign on a door indicating a dining area. The door wentinto a hall and a person's bedroom. An
activities board indicated a church service was taking place on the morning of our inspection visit. This did
not take place. The registered manager said it only occurred every three weeks, however the board did not
reflect this.

We recommend the registered manager seeks and implements good practice guidance in relation to the
usage of signage around the home.

Assessing people's needs and choices; delivering care in line with standards, guidance and the law; Staff
working with other agencies to provide consistent, effective, timely care; Supporting people to live healthier
lives, access healthcare services and support

® Peoples needs were assessed prior to receiving a service.

e We saw evidence of multi-disciplinary working to support people to access healthcare services and live
healthier lives.

e The registered manager told us they were proud of relationships they had developed to ensure people
received consistent effective, timely care.

Supporting people to eat and drink enough to maintain a balanced diet

® People were supported to maintain a balanced diet. When people had dietary needs, records were
maintained to show all foods eaten.

® People told us they were involved in choosing foods. We observed people contributing to the shopping
list.

e We received no negative feedback about the quality and quantity of food provided at the home. One
person praised the flexibility of staff and told us staff were very accommodating in making meals and snacks
when requested.
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Requires Improvement @

Is the service caring?

Our findings

Caring - this means we looked for evidence that the service involved people and treated them with
compassion, kindness, dignity and respect.

At the last inspection this key question was rated as good. At this inspection this key question has now
deteriorated to requires improvement. This meant people were not always well supported and treated with
dignity and respect.

Respecting and promoting people's privacy, dignity and independence

e Privacy, dignity and independence was not always respected. Although staff told us there was a focus on
dignity, we observed an incident which could have impacted on a person's dignity. We observed a staff
member publicly telling a person that they would get their medicines to help them with going to the toilet.
e Staff did not always consider people's right to privacy.

We recommend the registered manager seeks and implements good practice to ensure privacy and dignity
are promoted at all times.

Ensuring people are well treated and supported; respecting equality and diversity

® People were not always well-treated and supported. The home environment was not always appropriately
maintained to enhance people's wellbeing and safety.

e Staff responses to managing situations which sometimes challenged staff were not always person-
centred. For example, we overheard a member of staff telling a person to stop showing off.

e People and relatives told us they were well treated by staff. They repeatedly told us staff were kind and
caring. Feedback included, "[Staff are] very thoughtful and quite amusing, it's a happy place" and "they 'are
very cheerful and chat to you". Also, "if you need them they are there like a shot".

® One person who lived at the home commented on the commitment and dedication. They said, "Staff work
hard with [person] to try to understand their language and to try and communicate with them."

e During the inspection visit we observed some positive, gentle interactions with people. We observed staff
being patient when supporting some people. We overheard staff using terms of endearment which were
welcomed positively by people. Staff spoke fondly of people they cared for. One staff member told us they
bought a gift for the home every Christmas to benefit the people who lived there.

Supporting people to express their views and be involved in making decisions about their care

e People told us they were able to express their views and be involved in making decisions about their care.
Residents meetings had taken place and people had been invited to have a say in how the home was
managed.

12 Heatherdene Residential Care Home Inspection report 10 October 2019



Requires Improvement @

Is the service responsive?

Our findings
Responsive - this means we looked for evidence that the service met people's needs.

At the last inspection this key question was rated as good. At this inspection this key question has now
deteriorated to requires improvement. This meant people's needs were not always met.

Planning personalised care to ensure people have choice and control and to meet their needs and
preferences

e There was not always a focus on providing support that promoted inclusion, choice, participation and
equality of opportunity. Choice and control were not always managed in a person-centred way. Key
concepts of positive behavioural support had not been considered within care records when people
displayed behaviours which challenged the service.

e One person sometimes displayed behaviours which challenged the service. The registered provider had
identified specific triggers to this behaviour. Although triggers had been identified, staff responses were not
always appropriate to ensure triggers were avoided where possible. Additionally, there was no information
within the persons care record to show which diversion techniques worked and how staff were expected to
de-escalate the situation. We saw there had been several incidents where the person's behaviours had
escalated, which had impacted upon people and staff.

e Care plans did not always identify how to meet people's needs in a personalised way. Two people
experienced a specific medical condition which required staff oversight. There was no individualised
information within the care record informing staff as to how this medical condition presented and how it
was to be safely managed.

e People's preferences and needs were not always communicated to ensure people received person-
centred care. One person was receiving their meal in a blended format. Instructions about the person's
needs were unclear. The person confirmed they did not need their food blending and did not want it given in
this format.

e Language used when providing care was not always positive and did not embrace the key concepts of
Registering the Right Support.

This was a breach of regulation 9 (Person centred care) of the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014 as people did not consistently receive care and support which was personalised
and focussed upon choice and control.

End of life care and support

e End of life care was considered. Care records included a section to address peoples end of life wishes. The
acting deputy manager said these were only completed when people felt comfortable to do so. We reviewed
one completed record and saw there was comprehensive information about the persons end of life care.

Supporting people to develop and maintain relationships to avoid social isolation; support to follow

interests and to take partin activities that are socially and culturally relevant to them
e Community links had been developed to combat isolation. The home had taken partin an Oswestry in
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Bloom competition and representatives from different churches visited the home.

e We saw evidence of people being supported to attend community activities. One person was supported to
go shopping on the day of the inspection.

e The registered manager told us activities were available for people who lived at the home. This included
personalised activities including arts and crafts and sewing. We noted there was an activities board on
display showing three different activities for each day. However, we saw no organised activities taking part
on each day of our visit.

® People were encouraged to maintain relationships with people who were important to them. Visitors were
encouraged to visit the home. One person told us they were planning to visit family at Christmas and staff
were helping them to organise this.

e We spoke with the registered manager about providing support to people with learning disabilities in line
with registering the right support. The registered manager was not aware of registering the right support but
said they were confident people were supported to take part in activities within their community in line with
guidance. However, during our inspection visit, we saw this person was not always provided with
appropriate stimulation to meet their needs daily.

Meeting people's communication needs

Since 2016 onwards all organisations that provide publicly funded adult social care are legally required to
follow the Accessible Information Standard (AIS). The standard was introduced to make sure people are
given information in a way they can understand. The standard applies to all people with a disability,
impairment or sensory loss and in some circumstances to their carers.

® The registered manager was aware of the accessible information standard. They said they had access to
pictures and symbols which could be used to promote communication should they be required

Improving care quality in response to complaints or concerns

e The registered provider had a complaints policy and procedure for managing any complaints. This was on
display in a communal area. The registered manager said they had not received any formal complaints since
the last inspection.

® Three people raised some minor concerns with us during the inspection. These were not formal
complaints and were fed back to the registered manager, so action could be taken.
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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 the last inspection this key question was rated as requires improvement. At this inspection this key
question has now deteriorated to inadequate. This meant there were widespread and significant shortfalls
in service leadership. Leaders and the culture they created did not assure the delivery of high-quality care.

Managers and staff being clear about their roles, and understanding quality performance, risks and
regulatory requirements

e The registered manager did not always understand their responsibilities and regulatory requirements.

® The registered manager demonstrated a significant lack of understanding around risk management.

e The registered manager had failed to carry out and sustain effective auditing systems to monitor the
quality of the care being delivered.

e Documentation and was not always complete, accurate and up to date. Care records were missing key
points of information which were important to promote safe and effective care. Risk assessments were not
always completed to assess and manage risk.

e Records were not always readily available.

We found no evidence that people had been harmed however, systems were either not in place or robust
enough to demonstrate the service was effectively managed. This was a breach of regulation 17 (Good
governance) of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014.

e \We reviewed significant incidents which had taken place at the home since the last inspection. The
registered manager had failed to notify the Commission without delay of two serious injuries, four
safeguarding concerns and three notifications to confirm the service had been granted approval to deprive
three people of their liberty.

e We discussed the importance of reporting specific incidents with the registered manager. They were not
fully aware of their responsibilities. We asked them to submit two recent incidents which had resulted in
serious injuries. We did not receive these notifications in a timely manner as requested.

This was a breach of regulation. Full information about CQC's regulatory response to this is added to reports
after any representations and appeals have been concluded.

Promoting a positive culture that is person-centred, open, inclusive and empowering, which achieves good
outcomes for people; Continuous learning and improving care

e The registered manager failed to ensure they consistently promoted a person centred, high quality care
service.

e Records maintained by the registered provider were not always maintained in line with the principles of
Registering the Right Support. Records were not always person-centred and did not value the person as an
individual with human rights.
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e Heatherdene Residential Care Home has been inspected eight times since 2012 and has failed to meet the
required standard at six of the eight inspections. Within these six inspections we found repeated breaches
regarding staff training, infection prevention control, safety of premises, consent and good governance. This
demonstrated lessons were not always learned and improvements were not always implemented and
maintained to improve care.

We found no evidence that people had been harmed however, systems were either not in place or robust
enough to demonstrate the registered manager had assessed, monitored and improved the service. This
was a breach of Regulation 17 of the Health and Social Care Act 2008 (Regulated Activities) Regulations
2014.

Engaging and involving people using the service, the public and staff, fully considering their equality
characteristics; Working in partnership with others

e We looked at how the registered provider engaged with the public. Information upon the website was not
always a true reflection of the service.

e Staff meetings were held on a regular basis to give all staff members the opportunity to feedback on the
service. Staff we spoke with were confident they could contribute to staff meetings and said they often saw
changes implemented after discussions at team meetings. They told us the registered manager was
approachable and fair.

e People were supported to undertake surveys about the service. We saw the results of these were mainly
positive and no one had any suggestions as to how care could be improved.

e We saw evidence of partnership working. The registered manager had worked to develop relationships
with professionals and the public.

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

e The registered manager discussed a situation with us when things had gone wrong. The registered
manager was aware of the duty of candour and their legal responsibility to be open and honest.
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