
1 Supporting Solutions Ltd Inspection report 03 February 2020

Supporting Solutions Limited

Supporting Solutions Ltd
Inspection report

The Bakehouse
Market Place, Crich
Matlock
DE4 5DD

Tel: 01773853107
Website: www.supportingsolutions.com

Date of inspection visit:
25 November 2019
28 November 2019
05 December 2019
09 December 2019

Date of publication:
03 February 2020

Overall rating for this service Inadequate  

Is the service safe? Inadequate     

Is the service effective? Inadequate     

Is the service caring? Requires Improvement     

Is the service responsive? Inadequate     

Is the service well-led? Inadequate     

Ratings



2 Supporting Solutions Ltd Inspection report 03 February 2020

Summary of findings

Overall summary

About the service 
Supporting Solutions Limited is registered as a domiciliary care agency providing the regulated activity 
'personal care' to people who live in their own homes in Crich and surrounding areas. At the time of the 
inspection visit there were 51 people using the service.

The service was providing different levels of support to 47 people. Not everyone who used the service 
received personal care. At the time of inspection 46 people were receiving personal care. CQC only inspects 
where people receive personal care. This is help with tasks related to personal hygiene and nutrition. Where 
they do we also consider any wider social care provided. 

People's experience of using this service and what we found
People did not receive safe care and were not protected against avoidable harm, abuse, neglect and 
discrimination due to inadequate staffing numbers. Risks assessments were not put in place in to reduce 
risks. People's medicines were not managed safely as related records were not checked for errors and 
omissions. Recruitment practices were not safe, as the provider did not ensure staff employed had adequate
references and safety clearances in place before commencing work with vulnerable people. 

We found some people were not supported to have choice or control over their lives and were not 
supported in the least restrictive way possible. We found a person had been restricted in their own home, 
which was against Deprivation of Liberty (DoLS) principles. Some staff received training that enabled them 
to have the skills and knowledge to provide effective care however there were shortfalls in staff training and 
some had not had induction training to fully prepare them for their roles. Staff supported people with their 
nutrition and hydration, however, care plans and risk assessments did not provide staff with clear guidance 
on the risk around the consistency of food and when it was safe to leave people with food and drinks. 

People who received care and support were not always fully respected or had dignified care. People and 
family members, when appropriate, had not actively been involved in developing their care and on most 
occasions had no care plan.

Brief information was in place to guide staff what care people required. However, this was not consistent 
and did not provide staff with people's full support needs or their preferences in how they wanted their care 
delivered. Complaints had not been recorded or responded to in such a way that we could ascertain if this 
had been done in a timely manner.  

The provider had not implemented the recommendations from the last inspection in 2016. This had resulted
in there being no reliable systems in place to continuously monitor the quality of the service. Though the 
management team were open and honest about the shortfalls in the service and were working with outside 
agencies to improve the care, they had not understood where systems were failing due to the absence of 
any regular monitoring of the systems and staff providing care. The provider failed to provide a culture that 
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was inclusive, or person centred. They continued to take on additional care packages that they and the staff 
were unable to cover adequately. Communication with the staff team was poor. Staff told us they felt 
pressured to take on extra care calls, which led to people being placed at risk. 

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. The last report was published 31 August 2016. 

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

We have found the provider needs to make improvements. You can see what action we have asked the 
provider to take at the end of this full report.

The overall rating for the service has changed from Good to Inadequate. This is based on the findings at this 
inspection. 

Enforcement 
We have identified breaches in relation to Regulation 9 (Person Centred Care), Regulation 10 (Privacy and 
Dignity), Regulation 11 (Need for Consent), Regulation 12 (Safe Care and Treatment), Regulation 13 (1) 
(Safeguarding Service Users from Abuse and Improper Treatment), Regulation 17 (Good Governance), 
Regulation 18 (Staffing), Regulation 19 (Fit and Proper Persons Employed) of the Health and Social Care Act 
2008 (Regulated Activities) Regulations 2014 at this inspection. 

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

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.

Follow up 
We will request an action plan from the provider to understand what they will do to improve the standards 
of quality and safety. We will work alongside the provider and 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.
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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? Requires Improvement  

The service was not always 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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Supporting Solutions Ltd
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 
This inspection was carried out by one inspector and one assistant inspector.

Service and service type 
This service is a domiciliary care agency. It provides personal care to people living in their own homes. 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 announced, this was to ensure someone would be in the office to assist us with the 
inspection. 

Inspection activity started on 21 November 2019 where we phoned some people receiving a service from the
care agency. We visited the office location on 25 November and again on 8 December 2019 to speak with the
provider and look through records. We made phone calls to staff on 5 December 2019.

What we did before the inspection 
The provider was not asked to complete a provider information return prior to this inspection. 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 looked at other information received from the provider, 
such as statutory notifications about events the provider must notify us about. We also reviewed feedback 
from other professionals who work with the service. We took all the information into account when we 
inspected the service and making the judgements in this report.
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During the inspection
We reviewed the care records for six people using the service, and other records relating to the management
oversight of the service, such as staff training and medication records, staff rotas, incident recording and 
complaints.

Following the inspection
We asked for the provider to send us information. We received some information which has been used in the
report. 
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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 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.

Staffing and recruitment
● People were at risk of serious harm due to a failure of the provider to ensure staff were recruited safely. 
The provider did not have safe staff recruitment procedures in place. There was a policy and procedure on 
staff recruitment, but these were not followed. We viewed two staff recruitment files and neither had any 
employment references in place and one of them had no previous employment history. 
● We spoke with one staff member who told us they had not had a DBS clearance completed before they 
commenced work with people alone. We asked for additional information from the registered manager to 
demonstrate newly commenced staff were being accompanied by another permanent staff member to 
ensure people were safe. From evidence we found on the first day of the inspection, the date on the DBS 
disclosures was after their employment start date sometimes up to a month. This meant staff were 
potentially supporting people using the service, prior to sufficient DBS checks being in place, and so placed 
people who received a service at risk of harm.

The provider failed to ensure that staff were of good character, this placed people at risk of abuse and harm.
This was a breach of Regulation 19 (1) of the Health and Social Care Act 2008 (Regulated Activities) 
Regulations 2014.

● People were being placed at risk of unavoidable harm due to insufficient staffing levels.
● There were insufficient numbers of staff employed to support people's needs. Some people told us staff 
turned up late and staff told us they were rushing to get from one call to another and they had extra calls 
added due to staff shortages and unplanned staff sickness. One member of staff said, "There's not enough 
staff, it's a huge problem."
● The registered manager notified us during the inspection that three members of the staff team had gone 
off unwell. Before we returned on the second day of the inspection another member of staff had gone off 
unwell and one had resigned. The registered manager was aware that two other staff had resigned and were
working their notice period. This severely affected their ability to provide consistent and regular care to 
people. We asked the provider if they had considered using an agency to obtain more staff. However, they 
said there was a difficulty in accessing such staff as they were in such a rural area of Derbyshire. 
● We saw evidence in a daily record where a member of staff recorded they had to stop providing personal 
care to a person and leave the call to enable the staff to attend the following call. 
● Staff told us that the demands placed upon them had resulted in people not receiving care or care calls 
were being cut short. We saw that the provider did not have adequate monitoring in place to ensure all calls 
had taken place on or near the proposed start time.

The provider failed to ensure there were sufficient numbers of suitably qualified, competent staff. This 

Inadequate
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placed people at risk of harm. This was a breach of regulation 18(1) (Staffing) of the Health and Social Care 
Act 2008 (Regulated Activities) Regulations 2014.

Assessing risk, safety monitoring and management
● Risks associated with people's care and support had not been assessed prior to staff providing care. We 
looked at five people's care files none of which contained an assessment of the person's needs. This meant 
that the provider had not determined what needs people had, or if they had enough suitably trained staff in 
numbers and with the appropriate training to meet those needs. 
● There was a person who was at risk of choking. There was no risk assessment to inform staff the correct 
consistency of food the person required. 
The provider had failed to ensure assessments of people's care and treatment needs were completed. This 
placed people at risk of harm. This was a breach of Regulation 12 of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014.

Using medicines safely 
● When staff administered medicines, this was not done in a safe manner. 
● We found evidence of a medicine that had specific side effects. There was no information about this to 
alert staff to the changes that may have affected the person. There had been a staff administration error 
where a person was given two doses of the same medicine on the same day. This was reported to the GP 
and CQC, but it was not clear what the follow up actions were with the staff member concerned. 
● We saw where medication administration records (MAR) were not completed accurately where staff had 
missed signing for medicines. These had not been followed up with the staff concerned. 
● There was no analysis of MAR charts to investigate the reasons for missing signatures, to ascertain if 
people had been administered the medicines or there if staff had forgotten to sign the record.   

The provider had failed to ensure people's medicines were administered safely. This placed people at risk of 
harm. This was a breach of Regulation 12 of the Health and Social Care Act 2008 (Regulated Activities) 
Regulations 2014.

Systems and processes to safeguard people from the risk of abuse
● People were protected from the risk of abuse.
● Staff had received safeguarding training and were aware when and where to report any concerns to. They 
were aware of which outside agencies to report to if they felt concerns had not been dealt with by 
management. We spoke with the provider, who told us staff would be retrained and reminded of 
safeguarding procedures immediately.
● We spoke with people who used the service who told us they felt safe with the staff who visited them. 
● The registered manager said a system was in place to inform staff when things had gone wrong, though 
had no written evidence to back this up.

Preventing and controlling infection
● Staff told us, and records showed, they received infection control training.
● The provider ensured personal protective equipment (PPE), such as aprons and gloves, were available to 
staff to use when they supported people with personal care.

Learning lessons when things go wrong
● The registered manager said that any accidents and incidents would be recorded, analysed and reviewed 
to identify measures that may be required to reduce the risk of further incidents. 



9 Supporting Solutions Ltd Inspection report 03 February 2020

 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 had 
deteriorated to Inadequate. This meant there were widespread and significant shortfalls in people's care, 
support and outcomes.

Staff support: induction, training, skills and experience
● Staff were not adequately trained to ensure people were cared for safely.
● Systems in place to record staff training were disorganised and did not always convey the up to date and 
relevant information required. We asked the registered manager to send us information which would 
confirm newly commenced staff were provided with a thorough introduction by shadowing permanent staff.
The information was sent and demonstrated that five of the staff had not completed induction training and 
other staff had yet to complete other training courses. We spoke to the provider about this who agreed the 
systems in place were not well organised, and they would strive to bring all training up to date. 
● The provider did not have direct access to training equipment and used people who were receiving a 
service and the equipment they used, to train staff. This is inappropriate as staff must be familiar and 
confident with any equipment they are using   
● Staff we spoke with mostly felt that the training provided was not thorough and had not fully prepared 
them for their roles. Some staff had gone through an induction process when they were first employed. 
However, one staff member said, "I had three days of shadowing and was then sent out alone on calls." This 
was not an adequate introduction to provide new staff with a basic knowledge of people's individual needs 
and the care people required.
● Staff were not provided with regular one to one supervision, nor were their working practices overseen by 
management staff. This meant that the provider could not ensure that staff were adhering to their training 
and providing safe care for people. 

The provider failed to ensure staff followed an induction programme, or that staff received appropriate 
periodic supervision. This was a breach of Regulation 18 (1) of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014.

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. 

Inadequate
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Where people may need to be deprived of their liberty in order to receive care and treatment in their own 
homes, the DoLS cannot be used. Instead, an application can be made to the Court of Protection who can 
authorise deprivations of liberty.

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, and found they were not.
● The service was not working in line with the MCA. One person was being deprived of their liberty without 
appropriate legal authority. 
● We found the staff had made a record that the person objected to being reclined as they were unable to 
mobilise out of their electric lounge chair. Staff were instructed by the provider to recline the chair far 
enough to stop the person getting out of their chair. The provider believed this was a legal restriction as it 
had been authorised by social work staff from the local authority. 
● Some of the staff we spoke with were aware of the MCA and DoLS. Staff told us about the signs where 
people were being abused one member of staff said, "If they [people] were quiet, out of character, jumpy, 
down, if it was physical there might be bruising that's not connected to anything like a fall. I would 
immediately speak to the on call or manager." However, other staff were unaware of the terms MCA and 
DoLS, and could not recall training about these subjects. We spoke with the registered manager who said 
they would follow this up with staff and ensure all were re-trained 

The provider failed to ensure current legislation and guidance was followed. This was a breach of Regulation
13 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014.

● Staff were prompted to ensure people had given their consent to receive care from them before carrying 
out care and support tasks. This was written into some people's 'support requirements' which was a 
document used in place of a fully detailed care plan. However, we looked at one persons care plan which 
referred to them having a mental capacity assessment and best interests decision, but there was no 
evidence of these in the persons care file. That meant staff had no legal way of providing care if the person 
continually declined the care that was offered. 

The provider failed to ensure all the documents pertaining to people's consent were included in care files. 
This was a breach of Regulation 11 (1) 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
● People's needs had not been assessed to ensure the service was able to provide the right support for 
them. The provider had a 'supporting requirement' document in some files, but these were not 
comprehensive or fully detailed. That meant we could not be assured that staff who provided care for 
people were doing so safely and taking account of all their needs wishes and aspirations. 

The provider failed to fully assess people's needs to ensure delivery of care was consistent and safe. This 
was a breach of Regulation 9 (1) of the Health and Social Care Act 2008 (Regulated Activities) Regulations 
2014.

Supporting people to eat and drink enough to maintain a balanced diet 
● People were not offered a diet consistent with their individual needs. We saw where a person had a 
prescribed diet from a healthcare professional to ensure the risk of choking was reduced. We found 
inconsistencies in the records where staff were not consistent with the meals they provided. We also found 
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that some staff provided meals and left them with the person, which meant they could not ensure people 
were safe to be left with food and drinks. Care plans were not accurate and did not instruct staff how meals 
should be prepared; nor were people's preferences fully explored.

Staff working with other agencies to provide consistent, effective, timely care, supporting people to live 
healthier lives, access healthcare services and support
● The service was working with other agencies to improve the care provision and provide effective care and 
support. These included health and social care professionals that were involved in people's care. We saw 
that all required health and medical information, about any essential care they might require, was being 
updated and would now be kept in people's files.
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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 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, cared for or 
treated with dignity and respect.

Ensuring people are well treated and supported; respecting equality and diversity; Respecting and 
promoting people's privacy, dignity and independence
● People were not always treated with respect. 
● Staff were aware how they would protect people's privacy and gave examples such as closing doors, 
blinds and curtains when assisting with personal care. However, we found evidence that staff did not 
respect one person's privacy or dignity, where they were left in a state of undress.  
● Some people and relatives told us their dignity was not respected. Where they had specified the gender of 
their carers this was not respected, which resulted in them declining personal care. 

The provider failed to ensure staff upheld people's privacy and dignity. This was a breach of Regulation 10 of
the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014.

● Some people told us they had good relationships with the staff supporting them, and the staff reflected 
their diversity and ethnicity.
● Some people and relatives stated that the actions of staff had promoted their independence. 
● People's information was stored securely within the office, and all staff were aware of keeping people's 
personal information secure.

Supporting people to express their views and be involved in making decisions about their care
● The provider had been operating the service since July 2011. At the time of this inspection they had not 
undertaken any quality assurance surveys to establish if people were happy with the service. The provider 
told us they frequently met with people and relatives when undertaking care calls, but there was no 
recorded evidence that people's views had been sought.
● Where care records included information about people's care, neither the people or family members, 
when appropriate, had not been involved in developing planned care. We spoke with the registered 
manager who stated that following the inspection people were to be consulted about their care plan and 
development decisions would then be entered. 

Requires Improvement
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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 the last inspection this key question was rated as Good. At this inspection this key question has now 
deteriorated 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; 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
● The provider had systematically failed to ensure personalised care was planned and delivered taking 
people's choice into consideration. We reviewed seven people's care files and six of those did not contain a 
detailed care plan. On some occasions there was a 'support requirements' document in the file. This 
informed staff of some people's basic care and support needs. However, this was a one-page document and
did not cover all people's individual support needs or preferences. Only one of these documents 
demonstrated the person had been included in the planning of their care. However, we were not assured the
person was listened too, and their needs were disregarded. One member of staff said, "We get a 'heads-up' 
email, but it's often limited for example, 'Antibiotics', there's no detail in the texts." 
● Care plans were not personalised. For example, where people required to be assisted with their mobility, 
there was no plan to inform staff how people's preferred needs should be met. In one person's plan there 
were no details on how to preserve their skin integrity, even though they were immobile and depended on 
staff for all transfers. 
● People's choices of the preferred gender of the staff who assisted them was not always taken into 
consideration. We asked the registered manager about this who said due to the staff shortages they were 
unable to meet everyone's specific needs.  

The provider failed to everything reasonably practicable to make sure people received person-centred care. 
This was a breach of Regulation 9 (1) (Person Centred care) of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014.

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 said they had not yet had to create any documentation for people who required 
documents to communicated to them in any alternative format.

Improving care quality in response to complaints or concerns
● A complaints policy and procedure was in place. However, this was a one-page document and was not 
circulated to people when they joined the service. 

Inadequate



14 Supporting Solutions Ltd Inspection report 03 February 2020

● The registered manager said people had made complaints in the past and these had been dealt with 
satisfactorily. However, they had not made any records of these, so we could not be assured they were dealt 
with in a timely manner and in line with their policy and procedure.  
We recommend that all communications are considered and where necessary recorded as complaints. 

End of life care and support
● The current group of people being supported did not have any end of life care needs. Files that we viewed 
had some information on their final wishes. The registered manager said people's wishes would be recorded
and followed up at the appropriate time.  
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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
● At our last inspection in 2016 we recommended the registered manager developed a quality assurance 
process which included a robust recording system for care reviews, staff supervisions, staff training and 
auditing of records and processes. That would have enabled analysis of data and information which would 
then feed into a service development plan. This had not been commenced. 
● People were at serious risk of harm due to a failure of the provider to develop systems and processes that 
were established and operated effectively to ensure compliance with regulations. During our inspection we 
found no evidence of any quality assurance checks having been developed or undertaken. That meant there
was no review of the service that would assess, monitor and mitigate the risks relating to the health and 
safety of people. We were informed that periodic spot checks of staff were being carried out, but there were 
no written records to evidence the date or composition of the checks. 
● The provider had policies and procedures in place which could guide the practice of the organisation. 
However, these had not been reviewed or updated and were not detailed enough to ensure staff were 
provided with consistent information. 
● The absence of clear processes to assess and monitor the performance of the service meant the provider 
had seriously restricted their ability to learn from previous incidents and to focus on key themes for 
improvement. The provider told us about the impact of having to provide care calls themselves and how this
had not given them the time to scrutinise the performance of the service and provide them with the 
oversight they required to make improvements. 

The provider failed to implement systems and processes to assess, monitor and mitigate risk of avoidable 
harm to people. This was a breach of Regulation 17 (1) (Good Governance) of the Health and Social Care Act 
2008 (Regulated Activities) Regulations 2014.

● The registered manager told us at one point they were working 70 hours a week covering care calls. They 
said this had compounded the governance issues, where their time in the office was very limited. With the 
assistance of the local authority the registered manager now has time to develop all areas of governance 
and increase the safety of people being cared for and supervision of the staff providing the care and support.

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

Inadequate
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● The provider had been largely unsuccessful at providing a culture that was inclusive or person centred. 
The registered manager continued to take on additional care packages that they and the staff were unable 
to cover adequately.
● Staff working at the service told us the provider did not communicate well with them. Many staff had 
concerns around their treatment as employees and did not feel the provider respected them enough to 
communicate these issues openly and honestly. Many staff were frustrated with the provider, and felt they 
were being forced to work additional hours to provide care and to support to people.
● The provider told us that they had attempted to communicate changes to care packages with staff via text
message. This had not been successful and management within the service had failed to ensure people's 
safety.
● The provider recognised the failures which had taken place and told us they were taking immediate action
to make improvements. This resulted in working with the local and health authorities who funded some of 
the people's care. However, the registered manager could not demonstrate an in-depth knowledge and 
understanding of the people they were supporting, or what their needs were.

Engaging and involving people using the service, the public and staff, fully considering their equality 
characteristics
● People had not been provided with opportunities to share their views and feedback about the service 
informally or directly with staff or through feedback forms. This resulted in the provider being limited in how 
they developed the service. 

Continuous learning and improving care
● There was an absence of any audits taking place on documents produced by the provider or their staff. 
There was no documented evidence of spot checks on staff taking place to ensure staff provided a good 
service. 

Working in partnership with others
● The provider and care staff had commenced working in partnership with other professionals and 
agencies, such as health services and local authorities to ensure that people received the care and support 
they needed.

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 had started to recognise the risks within the service and where action was required to 
improve.  
● The provider understood the regulatory requirements such as notifying CQC of certain incidents.
● The rating from the previous inspection were displayed at the agencies office.
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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
Personal care Regulation 10 HSCA RA Regulations 2014 Dignity 

and respect

People's privacy and dignity was not 
recognised.

Action we have told the provider to take

This section is primarily information for the provider


