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Summary of findings

Overall summary

About the service 
The Red House Care Home provides accommodation for people who require nursing or personal care. 
People may be older, living with dementia and may have physical disabilities. The care home is registered to
provide care for up to 60 people across two buildings. Each building provides accommodation over two 
floors. There were 47 people living at the service at the time of this inspection.

People's experience of using this service and what we found
The service was not well-led. The provider did not operate safe and effective governance systems which 
meant people were at risk of harm. The provider did not respond to their own quality assurance findings to 
promote safety and improve care. 

There were not enough staff to meet people's needs. People were not protected from harm and lessons 
were not learnt when things went wrong. Risks to people's safety were not appropriately assessed or 
reduced by staff, and oversight was not effective. Medicines processes were not safe, and staff failed to 
appropriately respond when a person displayed symptoms of an infection. 

People were at risk from dehydration and malnourishment. People experienced weight loss which was not 
effectively recognised and responded to by staff. Peoples needs had not been appropriately assessed and 
agreed health plans were not always followed. Staff had not received effective training to keep people safe, 
and staff supervision methods were not effective. 

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 were not always treated with dignity and respect by staff. Kind and considerate care was not always 
evident. 

People, or their relatives if appropriate, were not always supported to be involved in the care planning 
process. Care plans were not developed for people living with dementia. Responsive care planning did not 
take place for people who experienced deterioration. Social opportunities, engagement and activities were 
not regularly available for people who remained in their bedrooms.

However, people told us they were supported with their medicines and received pain relief when it was 
required. People said they were happy with the quality of the meals which were provided and told us staff 
were friendly and kind to them. 

For more details, please see the full report which is on the CQC website at www.cqc.org.uk
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Rating at last inspection
The last rating for this service was Good (report published 3 April 2019).
At this inspection we found the service had deteriorated and the rating has changed to Inadequate. 

Why we inspected 
The inspection was prompted in part due to concerns about safe care and treatment; safeguarding, staffing, 
nutrition and hydration, person-centred care, privacy and dignity and good governance. We had undertaken
an inspection at another of the provider's locations and found these breaches of regulations were present. 
Furthermore, we had received concerns that common themes may be present at this location. A decision 
was made for us to inspect and examine those risks. 

We found evidence during this inspection that people were at risk of harm from these concerns. Please see 
the safe, effective, caring, responsive and well-led sections of this full report.

Enforcement and Recommendations 
We have identified breaches in relation to safeguarding people from abuse; safe care and treatment; 
staffing; nutrition and hydration; person-centred care; dignity and respect and good governance 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 
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? Inadequate  

The service was not safe. 

Details are in our safe findings below.

Is the service effective? Inadequate  

The service was not effective. 

Details are in our effective findings below.

Is the service caring? Inadequate  

The service was not caring.

Details are in our caring findings below.

Is the service responsive? Inadequate  

The service was not responsive.

Details are in our responsive findings below.

Is the service well-led? Inadequate  

The service was not well-led.

Details are in our well-led findings below.
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The Red House Care Home
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.

As part of this inspection we looked at the infection control and prevention measures in place. This was 
conducted so we can understand the preparedness of the service in preventing or managing an infection 
outbreak, and to identify good practice we can share with other services.

Inspection team 
The inspection was carried out by two inspectors, a medicines specialist 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 Red House Care Home 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. The Red House Care Home is a care home with nursing care. CQC regulates both the premises and 
the care provided, and both were looked at during this inspection. 

Registered Manager
This service is required to have a registered manager. A registered manager is a person who has registered 
with the Care Quality Commission to manage the service. 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.

At the time of our inspection there was a registered manager in post, however, they had not managed the 
service since the beginning of July 2022.

Notice of inspection 
This inspection was unannounced. Inspection activity started on 3 August 2022 and ended on 5 September 
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2022. We visited the care home on 3 August 2022, 8 August 2022 and 10 August 2022.

What we did before the inspection 
We reviewed information we had received about the service since the last inspection. We sought feedback 
from the local authority and commissioners of 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 
During our visits we used observations to help us understand the experience of people who could not talk 
with us. We spoke with 11 people who used the service and 17 relatives. We received feedback from an 
external healthcare professional who had contact with the service and provided support to people.

We spoke with 23 members of staff. These included care staff, senior care staff, agency nurses, catering staff 
and administration staff. Furthermore, we also spoke with the deputy manager, an interim home manager, a
clinical support nurse, two regional directors, the managing director and the nominated individual. The 
nominated individual is responsible for supervising the management of the service on behalf of the provider.

We had frequent contact with the interim manager, the clinical support nurse, two regional directors and the
managing director during this inspection. We will refer to them as the provider's representatives throughout 
this report. 

We reviewed a range of records during the inspection, this included recruitment documentation for two 
staff, agency staff proforma's and induction records. We also reviewed care records for seven people and 
viewed medicine and supplementary records for multiple people during the inspection. We also asked the 
provider's representatives to send us different records so we could review these away from the care home. 
These records included care plans, risk assessments, monitoring documentation, staff rotas, staff training 
and supervision records. Additionally, we requested some policies and other records relating to the 
management and oversight of the service. 

We held video calls with some of the provider's representatives and the nominated individual in addition to 
our visits to the care home.
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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 
Inadequate. This meant people were not safe and were at risk of avoidable harm.

Systems and processes to safeguard people from the risk of abuse; Learning lessons when things go wrong
● Systems and processes were not robust to protect people from abuse. Staff had completed safeguarding 
training, however, incidents where potential abuse occurred, such as unexplained skin tears and bruising, 
were not reviewed, recognised and reported correctly.
● The provider and their staff failed to identify and appropriately respond to neglectful practice. For 
example, one person was administered two different types of blood thinning medicines when they should 
have received one. This had placed the person at increased risk of bleeding and poor outcomes. 
● Another person had experienced significant unexplained bruising which was not reported to management
for 10-days. We requested this person's records and found our request prompted the completion of an 
incident report and investigation. This meant the person's injury had not been formally reported and 
reviewed for a total of 16 days after staff first saw it. The provider's representatives concluded the bruising 
had likely been the result of inappropriate and unsafe manual handling practice by staff. The delay in action,
reporting and reviewing of this incident meant other people had also been at risk of receiving unsafe care 
during that time. 
● The provider did not review and monitor staff practice to ensure lessons were learnt when things went 
wrong. One person experienced an injury when staff left them alone in their bedroom in a wheelchair. The 
incident was reviewed, and staff were told the person should not be left in their wheelchair "unattended". 
However, we found another occurrence later took place, and the person again experienced an injury after 
being left in their wheelchair alone in their bedroom. 
● We had substantial concerns which related to the providers oversight of the service and staff practice. We 
were not confident the provider acted promptly to ensure lessons were learnt and people's safety was 
promoted. We completed four safeguarding alerts to the local authority to share our concerns for multiple 
people during the inspection timeframe. 

Systems and oversight were not robust to protect people from potential abuse. People were at risk of harm 
and responsive timely action. The provider did not act promptly to concerns to ensure lessons were learnt. 
This was a breach of regulation 13 (Safeguarding service users from abuse and improper treatment) of the 
Health and Social Care Act 2008 (Regulated Activities) Regulations 2014.

Assessing risk, safety monitoring and management; Using medicines safely
● People were at risk of weight loss, and dehydration, due to ineffective risk assessment and inadequate 
response to concerns. We found many people had lost weight in the months prior to our inspection, 
however, responsive action was not evidenced, and people were at risk of further weight loss. For example, 
staff had failed to follow care plan instructions to refer one person back to health professional services if 
they lost a specific amount of weight. 

Inadequate



8 The Red House Care Home Inspection report 24 October 2022

● People were not effectively reviewed and supported with fluid intake. Where people's records indicated 
they had not met their daily fluid intake target, no responsive action was recorded as taken. During, and in 
the weeks prior to our inspection timeframe, the United Kingdom was experiencing a heatwave. We found 
people did not have support, assessment and monitoring to keep them safe. One person had required 
assistance from the emergency services due to dehydration, and we found other people were also at risk 
due to inadequate support.
● People were at risk of pressure sores and skin deterioration. On all three of our inspection visits there were
concerns surrounding pressure relieving mattresses. We found staff did not respond when alarms sounded 
to identify faults with equipment. We found mattress settings were not always correctly set for the person's 
weight, and records completed by staff did not evidence meaningful checks took place.
● Furthermore, we were not confident repositioning records were a factual reflection of the support 
provided to people. For example, we reviewed one person's records, which evidenced they were 58 minutes 
overdue for staff support with repositioning. This concerned us as the person had a pressure sore. We later 
reviewed the same person, and their records, and found an entry had been documented for a time prior to 
our initial review. This entry had not been present on our initial review and did not reflect the person's 
position at that recorded time.
● People were at risk of falls. Risk reducing measures were not always implemented and people did not 
always receive adequate support and oversight from staff. We found a high number of falls had occurred at 
the service, and incident and accident forms did not always evidence a timely and thorough review took 
place. For example, we found incident reviews did not always consider if a person's risk reducing equipment 
had been in place and working, or whether the person had received the support and safety checks required. 
● Relatives shared concerns with us. One relative told us their family member had been without their falls 
alarm mat for months as it was "being repaired." Another relative said their family member sustained an 
injury following a fall when they mobilised without their walking frame. They told us staff had not been 
present in the communal lounge which meant their family member had not received the required 
supervision and reminder to use their walking aid.
● Medicines oversight was not safe. One person was unable to have their pain relief as it had run out. 
Another person was unable to have their antibiotic medicine as it could not be located and was thought to 
have been discarded by staff. 
● People were at risk of poor health outcomes due to ineffective procedures when medicines were received 
at the care home. An unexpected blood thinning medicine was received for one person. Staff did not review 
this, and the person was administered two different blood thinning medicines for two consecutive days. This
error was identified by CQC's medicines specialist and had not been identified through the providers own 
processes. 
● Medicines administration was not safe. We observed a member of staff disturb a nurse who was preparing 
medicines for administration. This was not due to an emergency; it was to talk about their weekend. This did
not evidence medicine administration was a protected duty to promote safety and staff concentration.

Assessments had not been completed, or were not robust, to mitigate risks to people's health and well-
being. Systems and processes were not in place to ensure the safe management, oversight and 
administration of medicines. This was a breach of regulation 12 (Safe care and treatment) of the Health and 
Social Care Act 2008 (Regulated Activities) Regulations 2014.

● Some people told us they received good support with their medicines. One person said, "My medicines are
explained to me, including [medicine] that I am now on after a fall a month ago." Another person told us 
they received pain relief as needed. 

Staffing and recruitment
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● Safe staffing levels were not robustly assessed, or reviewed, which placed people at risk of harm. There 
was not enough staff to meet people's needs. During the inspection timeframe we found concerns relating 
to staff availability, for example, to support people with hydration and nutrition, and their personal care. The
provider's representatives told us safe staffing levels were determined using their 'clinical risk register'. We 
found the clinical risk register was not reflective of the needs of people, and despite reviews taking place, we
found continued inconsistencies throughout the inspection timeframe. 
● Staff deployment was not safe. We found at least 14 people were left in communal areas with no staff 
presence during a staff meeting. Some people were resting in bed and we saw other people enter their 
bedrooms and disturb them. There were no staff available to supervise and support these people. We 
requested staff deployment be reviewed during the meeting due to our concerns.
● Furthermore, safe staffing procedures were not in place to ensure people were supported during staff 
changes. For example, day staff left the service at the end of their shift, and no procedures were in place to 
first ensure night staff had arrived. Three agency night staff were 20 minutes late for their shift, and effective 
contingency plans were not in place. We were told whilst handovers took place, a member of staff from the 
previous shift would remain for 15 minutes to provide support to people. This arrangement was not 
reflected in our observations, nor the staff rotas we reviewed. 
● We received mixed feedback about staffing levels. For example, one staff member told us, "There are 
staffing pressures. Staffing is not enough for the dependency of the residents and the checks and support 
needed. A lot of people require hoisting, it can be difficult." Another staff member said, "Staffing levels are 
better. [Shifts are] covered by regular agency staff who have been here forever and are really good and 
friendly." A further staff member told us staffing levels were "poor" but said the agency staff who worked at 
the service were "fantastic." 
● Relatives also had mixed views about staffing levels. One relative told us, "They do seem short of staff 
sometimes, and staff have said that to us as well." A further relative said, "I think there is enough staff."
● We observed people waited for support, and their needs were not always identified and met in a timely 
manner. 

Robust systems were not in place to calculate and review staffing requirements at the care home. There 
were not enough staff to meet people's needs. This was a breach of regulation 18(1) (Staffing) of the Health 
and Social Care Act 2008 (Regulated Activities) Regulations 2014.

● During the inspection timeframe the provider's representatives reviewed and updated the clinical risk 
register, and staffing levels were increased during the day and overnight. However, we found there were 
continued inaccuracies when the clinical risk register was reviewed, and we therefore could not be confident
staffing levels were appropriate. 
● The provider undertook specific checks when recruiting staff. This included Disclosure and Barring Service 
(DBS) checks. DBS checks provide information including details about convictions and cautions held on the 
Police National Computer. This information helps employers make safer recruitment decisions.

Preventing and controlling infection
● We were not assured that the provider was preventing visitors from catching and spreading infections. The
requirements of rapid COVID-19 testing changed during the timeframe of our inspection. However, on one 
occasion when we visited the care home staff did not check our rapid COVID-19 test result. This was at a 
time when it was required in line with government guidance and the providers own procedures. We were 
told by staff they had not checked professional visitor rapid COVID-19 test results "for months." 
● We were not assured that the provider was supporting people living at the service to minimise the spread 
of infection. One person had symptoms of an infection on their return from hospital. Staff communication 
was ineffective, and information had not been handed over to protect other people from potential infection.
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● We were therefore not assured that the provider was responding effectively to risks and signs of infection 
as no infection control procedures had been implemented nor considered. 
● We were also therefore not assured that the provider was making sure infection outbreaks can be 
effectively prevented or managed.
● We were also not assured that the provider was admitting people safely to the service.

We found no evidence people had come to harm; however, infection control processes were not robust. This
was a further breach of regulation 12 (Safe care and treatment) of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014.

● We were assured that the provider was using PPE effectively and safely.
● We were assured that the provider was promoting safety through the layout and hygiene practices of the 
premises.
● We were assured that the provider's infection prevention and control policy was up to date. 
● We were assured the provider was facilitating visits for people living in the home in accordance with the 
current guidance.
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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 
Inadequate. This meant there were widespread and significant shortfalls in people's care, support and 
outcomes.

Supporting people to eat and drink enough to maintain a balanced diet
● People were at risk of malnutrition and dehydration due to inadequate provision and support. There was 
not enough staff to support people with their nutritional and hydration needs. Oversight was not effective, 
and risks to people were not acknowledged. People had not received robust assessments, and when weight 
loss occurred, this were not shared with the kitchen staff to ensure their awareness for additional support to 
be provided. 
● People had unexplained weight loss and we shared our concerns with the provider's representatives who, 
in response, requested 10 additional people received fortified meals and snacks whilst reviews and dietician 
referrals took place. We observed staff question why those who did not appear underweight needed this 
support. This did not demonstrate staff had awareness or understanding people may present as a healthy 
weight but be malnourished. Furthermore, this evidenced a lack of concern for unexplained weight loss. 
● The provider did not have effective processes to offer and assist people to receive snacks and nutritional 
intake between their evening meal at 5pm and breakfast the next day.
● Staffing levels did not promote regular and appropriate timed provisions of snacks and nutritional 
supplements. Staff told us drink and food provisions between meals could be late, and this impacted upon 
people's appetite and meant they did not eat their meals. 
● Furthermore, staff told us the drink and snack trolley round was sometimes not completed and not 
everyone was offered a snack and drink. We observed this to be the case on one of our inspection visits. This 
further identified concern for ensuring people received suitable nutrition and hydration intake to support 
their health.
● Fluid charts evidenced people were not robustly monitored and supported to ensure their intake was 
enough to keep them comfortable and hydrated. For example, we found one person had a recorded daily 
intake of 120mls to the time of 4pm. Staff had not recognised the person had not drunk very much and 
needed encouragement to drink more. Another person was receiving treatment for an infection, their fluid 
intake record had not been completed correctly and could not be relied upon. The record indicated the 
person had drank much more than they had and meant staff were not encouraging them to increase their 
fluid intake. 
● On the first day of our inspection there was a time delay of approximately 1 hour and 30 minutes for some 
people to receive their lunch time meal. The cook had attended training during the morning and no 
consideration had taken place for the impact this caused to people and their nutritional intake. We 
observed people became restless whilst waiting for their meal and they considered leaving the dining room 
without eating. People in their bedrooms did not know when their meal would arrive.
● Relatives expressed concern for the support provided to their family members with eating. One relative 

Inadequate
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said, "[Person] is on a normal diet but is unable to chew, we don't know what encouragement [person] gets 
to drink and eat enough." Another relative told us they were concerned how people with dementia were 
helped to select the right meal. The relative said their family member received a diet of a normal 
consistency, however, they were unable to chew their food. The relative further told us of an occasion when 
their family member was unable to chew the meal provided to them, and described the meal as "like 
cardboard." A replacement meal was provided, however, the relative said they were sure a replacement 
would not have been given had they not been there. 

We were not assured people were supported to eat and drink adequate amounts to promote their health 
and well-being. Intake records were not reviewed, and responsive action to concerns was limited. This was a
breach of regulation 14 (Meeting nutritional and hydration needs) of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014. 

● Some people told us they were happy with the quality of the meals they received. One person said, "I like 
the food, there is always something I like." We saw staff showed people plates of food in the dining room to 
help them make informed choices. 

Staff support: induction, training, skills and experience
● Staff had not completed the training required to undertake their roles and keep people safe. We found 
agency staff induction was not a thorough process, and staff appraisals had not been completed in line with 
the providers policy.
● The provider's representatives told us agency nurses received induction when first working at the service, 
and medicine competencies were completed. However, we found one agency nurse at the location had not 
completed an induction and had regularly worked at the care home. The provider had not received 
information from the agency about this agency nurse which meant they could not be sure of their skills, 
qualifications or experience. Furthermore, no medicines competency had been completed, and the nurse 
had been involved in a medicine error during our inspection.  
● The provider failed to monitor and appropriately address training shortfalls. For example, we found only 
76.8% of staff were compliant in nutrition and hydration training, and food safety compliance was 75.8%. 
Whilst other training courses also required completion, we found significant concerns in relation to nutrition
and hydration which demonstrated staff had not completed effective training. 
● Staff appraisals had not been completed annually in line with the providers policy. The provider's 
representatives told us of their 58 staff employed, 41 were overdue an appraisal, 31 of which had not 
received an appraisal during their employment. This meant staff did not have annual opportunity to reflect 
on their employment, learning needs and personal development in line with the providers procedure. 

We found robust systems were not in place to ensure staff support, training, skill and experience. This placed
people at risk of harm. This was a breach of regulation 18(2) (Staffing) of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014.

Assessing people's needs and choices; delivering care in line with standards, guidance and the law; 
Supporting people to live healthier lives, access healthcare services and support; Staff working with other 
agencies to provide consistent, effective, timely care
● People's needs were assessed prior to them living at the care home. However, we found effective and 
timely reviews to support people's health did not take place, and oversight was ineffective. 
● For example, we found care plans and risk assessments were not always reflective of people's 
circumstances, and some people's risk tools, used to assist with risk assessment processes, were not 
correctly completed and calculated. This meant people were not robustly assessed for risk reducing 
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measures to be fully explored and implemented. Furthermore, conflicting information was present within 
people's records which did not evidence staff completed thorough reviews. 
● People's changing needs, and support requirements, were not always recognised due to the ineffective 
assessments undertaken. This resulted in weight loss not being appropriately recognised. We found timely 
referrals to health professionals did not take place. For example, one person had met the specified weight 
loss criteria in June 2021, however, a referral did not take place until April 2022 and the person had 
experienced further weight loss. Another person had significant weight loss within a short timeframe, and 
despite their weight being recorded by staff, we found a referral to the dietician was delayed. Interim 
measures to support the person to increase their nutritional intake did not take place. 

People had not received effective and appropriate assessments. Furthermore, responsive timely action was 
not taken to refer people to specialist healthcare services. This was a breach of regulation 9 (Person-centred 
care) of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014.

Adapting service, design, decoration to meet people's needs 
● The provider had failed to complete appropriate health and safety environmental checks. We found areas 
of the service required decoration, and damage to walls and doors had not been acted upon. The providers 
policy stated six monthly health and safety audits should be undertaken, however, an audit had not been 
completed since June 2020. 
● The provider's representatives did review the environment during our inspection timeframe and told us an
extensive refurbishment would be undertaken. Furthermore, the provider's representatives said people 
would be consulted to ensure their inclusion in decoration plans.

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 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, whether appropriate legal 
authorisations were in place when needed to deprive a person of their liberty, and whether any conditions 
relating to those authorisations were being met.

● The provider's systems to assess and review people's mental capacity and decision-making abilities had 
not always been followed. One person had incomplete best interest and capacity assessments for wound 
care and support with medicines. This meant they had not received an assessment to determine if they had 
the capacity to make decisions surrounding their care and support needs. 
● We found capacity and best interest assessments had not always been completed at a supportive time of 
day, or with enough time taken between each assessment. For example, one person had an assessment 
recorded as taking place at 10pm. Another person had assessments with only a five-minute timeframe 
recorded between them. This did not evidence people were always given appropriate time and support to 
consider the information provided to them as part of the assessment process. 



14 The Red House Care Home Inspection report 24 October 2022

● A DoLS application and authorisation tracker was available which allowed staff to monitor authorisations 
in place, and those which had been applied for.
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 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 our last inspection we rated this key question Good. At this inspection the rating has changed to 
Inadequate. This meant people were not treated with compassions and there were breaches of dignity; staff 
caring attitudes had significant shortfalls. 

Ensuring people are well treated and supported; respecting equality and diversity; Respecting and 
promoting people's privacy, dignity and independence; Supporting people to express their views and be 
involved in making decisions about their care
● People were not always treated well and supported with their needs. We found people did not always 
receive the respect, privacy and dignity which was due to them.
● Staff did not always consider people's privacy. We observed staff did not always knock on people's 
bedroom doors before entering. Furthermore, we observed staff entered people's bedrooms to speak with 
other staff and did not always acknowledge the person the bedroom belonged to. 
● Another person was receiving personal care from staff when a member of staff briefly knocked on their 
bedroom door and walked straight in. This did not show respect for the person nor did it evidence dignified 
care. We also observed a person walking without their mobility aid, staff approached them, placed their 
walking frame in front of them and said, "Here, use this," the staff member then walked away. 
● People were not always treated with compassion and consideration. On one of our visits we found loud 
music was playing at 7am and staff were talking around the nurse's station about their tasks for the day 
ahead. People's bedroom doors were open, and this did not promote a dignified and respectful 
environment.
● People were not always supported to make daily decisions about their care. One person was cared for in 
bed and told us they would like to spend time in communal areas. We viewed their records which stated the 
person wished to be cared for in bed. There was no evidence to demonstrate how this was reviewed with the
person. 
● Staff did not always provide personalised support and reassurance. We observed one person coughing 
and asked staff if the person needed assistance. The staff member handed the person some paper towels 
from a bathroom and left the room. Furthermore, we found people were not always provided with prior 
communication and reassurance before being assisted to move in their wheelchairs. 
● Staff spoke about their duties without consideration for the privacy and dignity of people. We found some 
staff were task focused which showed little consideration for people. For example, we heard staff say, 
"Declined, declined, declined. Well, I have done my side!" when reviewing people's support records. 
Furthermore, we heard staff read a written request to encourage people with their fluid intake, and they 
said, "Please push fluids? Well that is okay, but what about my break?"
● Staff did not always speak about people in a respectful way. For example, we heard one member of staff 
communicating with other staff in a corridor, they said, "I am great, only two more people to do personal 
care on!"

Inadequate
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We found robust systems, supervision and management observational checks were either ineffective or not 
in place. This placed people at risk of receiving care which was neither respectful nor dignified. This was a 
breach of regulation 10 (Dignity and respect) of the Health and Social Care Act 2008 (Regulated Activities) 
Regulations 2014.

● On the first day of our inspection one person's birthday had gone unnoticed and was not celebrated. We 
brought this to the attention of staff in the late afternoon as this did not demonstrate a personalised 
approach to care. However, we found other people's birthdays had been celebrated and one relative 
praised staff for their efforts to celebrate occasions during the pandemic. The provider's representatives 
reviewed people's birthdays and ensured these were shared with relevant staff departments at the care 
home. 
● Despite our findings, and observations, people and their relatives told us of positive care experiences they 
did have. For example, one person said, "The carers are kind and look in on me a lot." Another person said, "I
am well looked after." 
● Relatives told us, "[Person] is very settled, the carers are fantastic." Another relative said, "The staff are 
friendly." A further relative said, "[Person] is looked after well and is always clean."
● One person's relative told us they had requested only female staff assisted their family member with 
personal care. They told us this took place.
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 Is the service responsive?

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

At our last inspection we rated this key question Good. At this inspection the rating has changed to 
Inadequate. This meant services were not planned or delivered in ways that met people's needs.

Planning personalised care to ensure people have choice and control and to meet their needs and 
preferences; End of life care and support 
● People, and their relatives, if appropriate, were not always involved in the care planning process. This 
meant people's preferences and opinions were not regularly sought, and care plans were not always 
reflective of their needs and preferences. 
● People with a diagnosis of dementia did not have a care plan in place for this health condition. The 
provider's representatives told us this was to reduce a focus on the condition, and to consider the person as 
a "whole". We found this approach did not promote a person-centred approach to care, as the person's 
individualised needs had not been assessed, and their specific type of dementia had not been clearly 
identified to provide guidance to staff. 
● Staff told us they did not have time to access and read care plans. This meant they were not always 
confident regarding the changing needs of people. One member of staff told us, "No, we don't have time to 
sit and read [the care plans], we are busy. I sometimes try to read them during my break."
● Relatives told us they did not always receive updates on the changing needs of their family member. One 
relative said they had previously been advised they would be involved in the care planning process, 
however, received no further contact. One person and their relative said they had not been involved in their 
care planning since the person moved into the care home. 
● Care plans were not up to date and were being reviewed by the providers clinical support team during our 
inspection timeframe. Despite this being the case, we found people, and their relatives, had not been 
provided with an opportunity to be part of this process. Furthermore, we found regular staff were also not 
included which meant there were missed opportunities for them to develop their practice. 
● The provider had an end of life care policy available, and staff had received end of life training. However, 
we found improvements were required to recognise expected health deterioration and ensure responsive 
care planning took place. 
● One person's health deteriorated during the inspection timeframe and a further decline was medically 
expected. However, care plans had not been developed in recognition of this and to guide staff in how to 
meet the person's needs and wishes. We spoke with the provider's representatives and they told us specific 
care plans were not implemented unless a person was in the final days of life. This did not demonstrate 
responsive care planning took place to ensure people's needs and wishes were continuously reviewed and 
explored. 

We found people, and their relatives, were not always involved in planning care which met their needs and 
preferences. This was a breach of regulation 9 (Person-centred care) of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014.

Inadequate
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● People had 'remembering together' booklets. These booklets contained people's life history and were 
completed by relatives with/ for people to aid reminisce and conversation. We found some very detailed 
booklets had been completed, however, these were held in care plans which were not regularly accessed by 
staff. We spoke with the provider's representatives during the inspection and recommended they make 
these more accessible to encourage opportunities to 'remember together'. During the inspection timeframe 
staff made copies of these booklets to place in people's bedrooms.  
● People had allocated key workers and support carers allocated to them. This was to assist with building 
relationships and to assist with communications. Of the relatives we spoke to, one relative told us, "We live a
distance away so can't visit often but [keyworker] rings us every month with an update, and if anything 
happens, they contact us straightaway."
● We found people's bedrooms were personalised and reflected their preferences. 

Supporting people to develop and maintain relationships to avoid social isolation; support to follow 
interests and to take part in activities that are socially and culturally relevant to them 
● People were supported to take part in activities and follow their interests, however, the activities schedule 
and support provided did not meet the needs of all people. We found activities did not always take place as 
scheduled. 
● People who were unable to attend communal activities experienced periods of time without social 
interaction, and often the engagement they did receive from staff was task based. Weekly activity 
programmes were available at the care home; however, we found the one to one activities provided to 
people in their bedrooms only took place one morning per week.
● Scheduled activities did not always take place. On our third inspection visit a general staff meeting was 
held in the afternoon which the well-being staff attended. This meant the planned activity of 'bread making' 
was not provided, people had been left without engagement and many were seen to fall asleep in their 
chairs. This did not demonstrate to us social support and activities were a priority at the care home.
● When communal activities did take place, those able to attend told us they enjoyed them. People 
engaged with each other and we observed staff supported them with activities such as bingo, arts and crafts
and using an electronic activities table. 

Improving care quality in response to complaints or concerns
● The provider had a complaints procedure, however, we found concerns were not always appropriately 
acknowledged for responsive action to be taken. For example, one person's relative wrote to staff to advise 
them of action they had taken in response to a concern they had for their family member. Staff had not 
acted upon this letter and we found it filed it within the person's care plan. 
● People and relatives told us they knew how to raise a concern or complaint, and these were 
acknowledged by staff with responses provided. 

Meeting people's communication needs 
Since 2016 all organisations that provide publicly funded adult social care are legally required to follow the 
Accessible Information Standard.  The Accessible Information Standard tells organisations what they have 
to do to help ensure people with a disability or sensory loss, and in some circumstances, their carers, get 
information in a way they can understand it. It also says that people should get the support they need in 
relation to communication.  
● The provider had systems in place to ensure documentation was available in different formats to support 
people's communication needs. 
● Care plans and 'resident profiles' contained information about people's communication needs to guide 
staff on the support they required. However, feedback from relatives did not always suggest due care was 
taken with their relatives' communication aids. For example, one relative told us, "Two sets of hearing aids 
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and a pair of glasses with [person's] name on them have gone missing."
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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 
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.

Promoting a positive culture that is person-centred, open, inclusive and empowering, which achieves good 
outcomes for people; Managers and staff being clear about their roles, and understanding quality 
performance, risks and regulatory requirements; Continuous learning and improving care; Working in 
partnership with others
● The findings of this inspection did not evidence people experienced positive outcomes, and they were not 
protected by the providers governance systems. People's needs were not always correctly assessed, 
recognised and responded to. We found appropriate reviews of staffing levels had not taken place which 
impacted on safety and the care people received. 
● The provider's governance systems were ineffective, and people were at risk of harm. For example, the 
provider's own quality review in January 2022 highlighted a concern people were not receiving enough food 
and fluids to meet their needs. It also identified people had experienced weight loss. The provider's 
representatives, and the nominated individual, told us action was not taken following this quality review, 
this meant risks to people remained, and we found people continued to experience weight loss. This did not 
demonstrate a commitment to safeguarding and responding to concerns, nor dedication to continuous 
learning and improving care. 
● Furthermore, monthly medicine audits had consistently failed at the service since April 2022. This meant 
effective action was not taken to ensure staff practice improved and to promote safety. We also found the 
provider had not completed six monthly health and safety audits in line with their own policy. The last 
recorded audit had been completed in June 2020.  
● Effective systems were not in place for safe and appropriate storage of people's records, and some records
we requested could not be located for our review. 
● Oversight, analysis and procedures were not robust. Safe working systems were not clear, nor embedded 
in practice. We found failures in many areas, which included: nutrition and hydration provision to people; 
appropriate risk identification and response; care planning; accident and incident reviews; safeguarding 
processes; medicines management; and staffing. 
● The provider had not worked in partnership and effectively communicated with external organisations. 
For example, they had failed to make referrals to the local authority safeguarding team and external 
healthcare professionals. This put people at risk of harm and poor care.
● We carried out an inspection at another of the provider's local care homes during June to September 
2022. During that inspection we found similar themes and issues which did not demonstrate the provider 
undertook prompt reviews of their other service locations to ensure effective action was taken and lessons 
were learnt. 
● At this inspection we found breaches of regulation relating to safe care and treatment; staffing; 

Inadequate
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safeguarding service users from abuse and improper treatment; meeting nutritional and hydration needs; 
person-centred care; privacy and dignity; and good governance. These widespread failings did not 
demonstrate to us the provider had effective and safe oversight of the service they provided, nor did it 
demonstrate an understanding of regulatory requirements for the safe care of people.

The provider had failed to consistently assess, monitor and mitigate risks to people's health, safety and 
welfare. The provider had also failed to improve the quality of the service through their own governance 
systems and processes. This was a breach of regulation 17 (Good governance) of the Health and Social Care 
Act 2008 (Regulated Activities) Regulations 2014.

● The registered manager was not present at the care home during the inspection timeframe and they had 
not managed the service since the beginning of July 2022. The provider had made interim management 
arrangements for support to be available at the care home. This included an interim manager, and a clinical 
support nurse. Both representatives were experienced registered managers who were employed at two of 
the providers other registered locations. Furthermore, during the inspection timeframe we also noted 
additional management support was present at weekends.
● Staff told us they found the interim manager and clinical support nurse were approachable and 
supportive. Furthermore, staff told us they felt able to approach the interim management team should they 
have concerns.

Engaging and involving people using the service, the public and staff, fully considering their equality 
characteristics
● People, relatives and staff told us they had not been formally approached for their feedback or insight of 
the service provided. The provider's representatives said they were developing a new feedback system to 
ensure this was sought. 
● During the inspection we found a resident and relative meeting had taken place, however, these meetings 
had not been a regular provision prior to our inspection. People and their relatives told us they were 
unaware of the current management arrangements at the care home. One person said, "I've not seen the 
manager and I don't know if there are resident meetings." One relative told us they had met the interim 
manager, but this was when they made a complaint and they had been unaware of any changes prior to 
this.
● Relatives commented they often faced difficulties contacting the service by telephone. One relative told 
us, "The manager does get back to me if I leave a message. However, it can be difficult to get through 
sometimes." Another relative said, "It can be difficult to get through on the phone, even in normal hours."
● Staff told us they had opportunities to attend staff meetings, however, said these were not always at 
accessible times for their work patterns. The provider used an electronic staff messaging system, however, 
staff told us they did not always read the messages as they sometimes felt overwhelmed by the quantity 
received. The provider's representatives told us they would review the volume of messages sent to staff to 
improve the effectiveness of the system. 

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 provider's representatives were aware of their responsibilities to be open and transparent. 
Throughout the inspection process our findings were reviewed, acknowledged and several areas were acted 
upon without delay.


