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Summary of findings

Overall summary

About the service 
Chollacott House Nursing Home (hereafter referred to as Chollacott House) is a residential home that 
provides personal and nursing care for older people. Chollacott House accommodates 42 people in one 
adapted building. At the time of the inspection 29 people lived at the service. 

People's experience of using this service and what we found
People's care records were not always reflective of their care or health needs. We found aspects of people's 
care experience could be improved further. For example, some people were not treated in a manner that 
always promoted their dignity. Furthermore, people's social care needs were not being attended to and 
there were prolonged periods of time where people did not receive meaningful engagement with staff. 
People were supported by staff who understood how to recognise and escalate safeguarding concerns. 
There were adequate numbers of staff to support people with their care and health needs.  Staff had been 
recruited safely and received an induction and supervision. Staff followed good hygiene practices. 

People were supported to have maximum choice and control of their lives and staff supported them in the 
least restrictive way possible and in their best interests; the policies and systems in the service supported 
this practice.

Staff understood their roles and responsibilities.  Quality assurance systems were not always effectively used
to monitor and drive improvement. The service had partnerships with other agencies such as health and 
social care professionals to meet people's needs. 

For more details, please see the full report which is on the CQC website at www.cqc.org.uk

Rating at last inspection
The last rating for this service was good (Published 26 September 2017).

Why we inspected 
The inspection was prompted in part due to concerns received about the quality of the service provided to 
people.  As a result, we undertook a focused inspection to review the key questions of safe, caring, 
responsive and well-led only.

We looked at infection prevention and control measures under the Safe key question.  We look at this in all 
care home inspections even if no concerns or risks have been identified. This is to provide assurance that the
service can respond to COVID-19 and other infection outbreaks effectively. 

For those key questions not inspected, we used the ratings awarded at the last inspection to calculate the 
overall rating. 
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The overall rating for the service has changed from good to requires improvement based on the findings of 
this inspection. 

We have found evidence that the provider needs to make improvements. Please see the safe, caring, 
responsive and well led sections of this full report. 

You can see what action we have asked the provider to take at the end of this full report.

You can read the report from our last comprehensive inspection, by selecting the 'all reports' link for  
Chollacott House Nursing Home  on our website at www.cqc.org.uk.

Enforcement and Recommendations 
We are mindful of the impact of the COVID-19 pandemic on our regulatory function. This meant we took 
account of the exceptional circumstances arising as a result of the COVID-19 pandemic when considering 
what enforcement action was necessary and proportionate to keep people safe as a result of this inspection.
We will continue to monitor the service and will take further action if needed. 

We have identified breaches of regulation in respect of person -centred care and good governance at this 
inspection. 
We have also made three recommendations in relation to manging risk, medicines and respecting people's 
dignity and privacy at this inspection.

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 
continue to monitor information we receive about the service, which will help inform when we next inspect.



4 Chollacott House Nursing Home Inspection report 10 November 2022

The five questions we ask about services and what we found

We always ask the following five questions of services.

Is the service safe? Requires Improvement  

The service was not always safe.

Details are in our safe findings below.

Is the service caring? Requires Improvement  

The service was not always caring.

Details are in our caring findings below.

Is the service responsive? Requires Improvement  

The service was not always responsive.

Details are in our responsive findings below.

Is the service well-led? Requires Improvement  

The service was not always well-led.

Details are in our well-led findings below.
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Chollacott House Nursing 
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 one inspector, an assistant inspector, a specialist advisor who was a nurse
and an Expert by Experience, who had consent to phone and gain feedback on the care provided by the 
service from people's relatives. An Expert by Experience is a person who has personal experience of using or 
caring for someone who uses this type of care service.

Service and service type 
Chollacott House 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.
Chollacott House 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.
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At the time of our inspection there was a registered manager in post.

Notice of inspection 
This inspection was unannounced. 

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

During the inspection 
We spoke with the registered manager, 10 members of staff and one health care professional. We also spoke
with five people and 10 relatives. We reviewed a variety of documents. This included six care records and a 
selection of healthcare records including medication records, three staff recruitment and training files and a 
selection of audit and governance records. 



7 Chollacott House Nursing Home Inspection report 10 November 2022

 Is the service safe?

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

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

Assessing risk, safety monitoring and management
● All staff had access to and used an electronic care records system which meant people's information 
could be updated and retrieved at any time. However, some records were not complete around people's 
specific health requirements and did not always record the actions which had been taken to maintain a 
person's safety. 
● Although clinical staff understood and were aware of risks associated with people's specific health needs 
and kept them under review, some records lacked detailed for example, around catheter care and 
Percutaneous Endoscopic Gastrostomy (PEG). This is a tube inserted through the skin and the stomach wall.
However, records were updated before the end of the inspection.
● We saw one person have a meal placed in front of them while asleep in bed, staff did not awaken to eat.  
We noted the person remained asleep; the meal remained in front of them for a further ten minutes and was
cold. There was a risk this person would not eat this meal.  We raised this with the clinical lead who said they
would investigate the issue.
● We discussed this with the clinical lead during the inspection who took immediate action to rectify the 
concerns raised. 
● Where additional monitoring of a person's heath had been identified as an action, it was unclear from 
records what action had, or was being taken to mitigate further risks to keep people safe. For example, one 
person had fallen, their assessment required staff to check their well- being at regular intervals to ensure 
they remained well. However, daily records did not evidence that staff were recording these checks, or what 
the outcome of these checks were. This meant the registered manager and staff could not evaluate 
approaches used to reduce the risk of further harm.

Recommendation: We recommend the provider review their systems in place, making sure records are 
reflective of checks undertaken.

● Environmental risk assessments were in place and health and safety checks were completed which 
included maintenance of equipment and building checks.
● Personal Emergency Evacuation Plans (PEEPS) were in place which described people's individual risks 
such as their mobility. This provided assurance that people's individual risks were known, assessed and 
managed effectively in the event of an emergency such as a fire.

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 

Requires Improvement
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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 Mental Capacity Act (MCA). In care homes, and some hospitals, this is 
usually through MCA application procedures called the Deprivation of Liberty Safeguards (DoLS).

● People were asked for their consent and staff involved them in decisions about their care and treatment 
and how it should be delivered. Staff acted in accordance with their wishes.
● We found the service was working within the principles of the MCA and if needed, appropriate legal 
authorisations were in place to deprive a person of their liberty. 

Using medicines safely 
● Medicine Administration Records (MAR) showed people mostly received their medicines as prescribed. 
However, one person's antibiotic was not always evenly spaced out. We found no evidence of harm and this 
was discussed with clinical staff during the inspection to ensure these types of medicine are given in line 
with the prescribing instructions.  
● Staff were knowledgeable about people's medicines and use. However, 'as and when' (PRN) required 
medicine protocols were not always in place. A PRN protocol is needed to ensure safe administration of 
these medicines. The provider took action to address this following our feedback.
● The provider had systems in place for receipt, storage, administration and disposal of medicines and there
were audits in place to identify any concerns.

Recommendation: We recommended the provider consider current guidance on administering medicines 
and act to update their practice.

Staffing and recruitment
● People and their relatives told us there were adequate numbers of staff to meet people's nursing and care 
needs. One person said, "I am happy here but do spend a lot of time in my room on my own." A relative 
commented, "Staff check on [person] every couple of hours." 
● We observed staff were busy and often not available in communal areas as they were completing care 
tasks in people's rooms. We saw people were attended to quickly when they needed support and the service
was calm although staff were busy throughout their shift.
● Most of the staff told us staffing levels were adequate to meet peoples' needs.  There were occasions 
where the registered manager had to source agency staff to support staffing levels where needed. 
● Staff received training which included training in all key areas such as moving and handling, infection 
control and safeguarding. Staff told us the training was good and they felt well supported in their role. 
● Staff had been recruited safely. Checks were completed for new staff before they started to work at the 
service. This included employment history, references from previous employers and Disclosure and Barring 
(DBS) checks. DBS checks provide information including details about convictions and cautions held on the 
Police National Computer. The information helps employers make safer recruitment decisions.  

Systems and processes to safeguard people from the risk of abuse
● People told us they felt safe. One person said, "I feel safe here."
● People were protected from the risk of potential abuse and avoidable harm by staff who had received 
training and recognised the different types of abuse.
● The provider had systems in place to protect people from harm or abuse. One member of staff explained, 
"I would quickly go to the manager if I witnessed anything." Another staff member said, "I would report 
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[concern] to the deputy or the manager and they would sort it out."
● Safeguarding concerns were appropriately reported to the local authority safeguarding team and the 
registered manager worked with them to ensure any issues were properly addressed.

Preventing and controlling infection
● We were assured that the provider was preventing visitors from catching and spreading infections.
● We were assured that the provider was supporting people living at the service to minimise the spread of 
infection.
● We were assured that the provider was admitting people safely to the service.
● We were assured that the provider was using PPE effectively and safely.
● We were assured that the provider was responding effectively to risks and signs of infection.
● We were assured that the provider was promoting safety through the layout and hygiene practices of the 
premises.
● We were assured that the provider was making sure infection outbreaks can be effectively prevented or 
managed.
● We were assured that the provider's infection prevention and control policy was up to date. 

Visiting in care homes 
●The service facilitated visiting in line with national guidance.

Learning lessons when things go wrong
● Accident and incidents were recorded and monitored to reduce the risk of re-occurrence. 
●The registered manager was keen to act on feedback from the inspection in order to make further 
improvements to the service.
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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 requires 
improvement. This meant people did not always feel well-supported, cared for or treated with dignity and 
respect.

Respecting and promoting people's privacy, dignity and independence
● Although people's care and health needs were well supported, we could not always be assured that 
interactions with people were always meaningful. This was because at times care appeared to be task 
orientated. This meant staff were continuously focused on their next duty and did not have time to spend 
quality time with people and deliver individualised care and support.
● Whilst people were happy with the care and support they received from staff, we found people's 
experiences of care could be improved .  For example, we found the mealtime experience could be improved
further. People were not always asked what meal they would like or what meal they were having. People 
told us they were not given a choice if they did not want what was on offer.  We also noticed staff did not 
have the opportunity to sit for the length of time that people needed to encourage them to eat.
● Although people preferred to have their bedroom doors left open for companionship, visitors could see 
people lying in bed, resting or sleeping in chairs and some people had equipment exposed such as catheter 
bags. 
● This did not provide assurances that staff were always supportive or respectful of people's privacy and 
dignity. We fed back our observations to the registered manager. They told us this would be addressed and 
acted upon to improve people's care. 

Recommendation: We recommend the provider seek advice and guidance to ensure people's right to 
privacy, dignity and respect is upheld and actively promoted at all times.

● People were supported to promote their independence. Where appropriate, people were encouraged to 
undertake some aspects of their care themselves. One member of staff told us, "I ask [people] if they want to 
wash themselves." Another staff member said, "I always offer a person a selection of clothes so they can 
choose one of the options."
● Information about people was stored securely and meetings where people's care needs were discussed, 
were held in offices to ensure their privacy was maintained.

Ensuring people are well treated and supported; respecting equality and diversity; Supporting people to 
express their views and be involved in making decisions about their care
● People were happy with the staff who supported them and said they were kind and caring. People 
explained staff did not rush them and described what they were doing when providing care. Comments 
included, "Staff are caring and compassionate", "The staff are nice" and "The staff seem kind and treat 
[person] with respect".

Requires Improvement
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● People were familiar with staff and staff knew people well. We observed interactions between people and 
staff which were warm and genuine.
● We observed people being involved in daily decisions about how they would like to receive their care. 
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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 requires 
improvement. This meant people's needs were not always met.

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; Planning personalised
care to ensure people have choice and control and to meet their needs and preferences
● The majority of people spent their time in their bedrooms. There was an activities coordinator in post, 
however, this one person was unable to meet the social needs of all the people living here.  People spent 
prolonged periods of time without access to activity or interaction.  Care staff were busy supporting people 
with their daily care needs so did not have the time or opportunity to spend with people for meaningful 
engagement. One relative commented, "They don't seem to encourage [people] to make the most of the life 
they have left, they just keep them comfortable." 
● We discussed this with the registered manager who said a number of people living at the service were 
quite frail and it was people's preferred choice to stay mainly in their room.
● Whilst we noted this and observed the enthusiasm of the activities co-ordinator to involve people with 
meaningful activities of their choice, we were not assured the current arrangements in place supported 
people to engage in meaningful activities and/or avoid social isolation.
● Throughout our inspection most people's bedroom doors were left wide open. Although some people told
us they preferred this 'as an opportunity to see what's going on,' and as a form of social interaction. We 
observed there was limited opportunity for people to engage with staff and meaningful social activity 
● The lounge areas were infrequently used during our inspection visit. People not encouraged or supported 
to enjoy the communal space which would have afforded them to opportunity to interact with others and 
potential create friendships. We saw occasions where people were sat in the lounge areas of the home for 
long periods of time without any social interaction with or from staff. 
We observed people were able to receive visits from people who were important to them now there was 
easing of restrictions on visitors due to the Covid-19 pandemic.
● Care records had been moved to an electronic care planning system. The system allowed staff and the 
management team to monitor care delivery.
● We saw although people's needs were assessed care records did not always contain enough detail or 
personalised information about people in order for person-centred care plans to be developed.
● People's care records were not always holistic and did not contain information which reflected their 
current needs and preferences. This meant there was a lack of information for staff to refer to and increased 
the risk that people might not always be supported in a way that met their choice. 

People were not provided with individualised care that met their needs.  This was a breach of Regulation 9 
of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014.

● Despite the absence of detailed documentation, people told us staff respected their choices  

Requires Improvement
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about how they wanted to receive their care and how their health needs were met. For example, some 
people's relatives supported them with their meals or care.
● People were involved in their care planning as much as they could be. Relative's confirmed they felt 
involved in the care planning process. One relative commented, "I was involved in [person's] care plan and 
life story information, they also do annual reviews to and we take part in this." 

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.  
● People's communication needs were considered as part of the assessment and care planning process.
● Where communication needs had been identified information was available for staff to follow to ensure 
people received information in a way they would understand.
● Staff were able to explain to us how they supported people to communicate their choices and decisions 
and knew people's individual communication methods.  For example, one member of staff explained how 
one person blinked their eyes to consent to care. Another person used picture cards to communicate with 
staff. 

Improving care quality in response to complaints or concerns
● Processes were in place to enable people and family members to raise any concerns. 
● Relatives told us they were comfortable speaking to the registered manager or the nurse in charge. 
Relatives comments included, "I would approach the manager if I had any concerns," "We have no 
complaints at all, no matter what we have asked they always respond," and "I know how to raise any 
concerns, I can email or call at any time, staff seem to respond in a timely manner."
● The provider had a complaints policy that included information about how to make a complaint and what
people could expect to happen if they raised a concern.

End of life care and support 
● At the time of our inspection, no one at the service was receiving end of life care. 
● People's wishes and preferences for end of life care were considered as part of the care planning process.
● The registered manager and staff understood which health and care professionals to contact and who 
needed to be involved to support people who were nearing the end of their lives or when their health 
declined.
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 Is the service well-led?

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

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

Managers and staff being clear about their roles, and understanding quality performance, risks and 
regulatory requirements; Continuous learning and improving care
● Although there were quality assurance processes in place, we found instances where people's care 
records had not been accurately maintained. Staff were not provided with up to date guidance on how to 
manage some risks to people's health and some care records did not accurately reflect people's current 
need.
● Whilst we found no evidence people had been impacted by this, governance processes were not 
sufficiently robust to demonstrate risks to people were effectively managed. This also meant the provider 
could not be assured people's care records reflected their ongoing needs and risks, or to confirm staff were 
meeting them appropriately.
● Although accidents and incidents were documented, follow up actions were not always recorded. 
Governance processes had failed to provide effective oversight to identify shortfalls relating to monitoring a 
person's well -being following a fall.
● The provider's systems for monitoring people's experience of daily care had not been utilised effectively. 
There were instances we observed where people were left for pro-longed periods of time, lack of social 
contact and poor meal-time experiences which had not been identified by the services own quality 
assurance systems.

Robust systems and processes were not in place to demonstrate the provider had effective oversight of the 
service. This was a breach of Regulation 17 (Good governance) of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014.

● In other areas such as the environment, infection control, recruitment and training; systems were in place 
to support the quality of care that people received.
● The provider had a range of updated policies and procedures in place for staff to refer to such as infection 
control and safeguarding.
● The provider was aware of their responsibility to report specific events such as safeguarding or serious 
injury that occurred at the service through CQC statutory notifications.
● There was a clear management structure in place and staff told us they felt supported by the management
team and understood their roles and responsibilities. 

Promoting a positive culture that is person-centred, open, inclusive and empowering, which achieves good 
outcomes for people; How the provider understands and acts on the duty of candour, which is their legal 

Requires Improvement
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responsibility to be open and honest with people when something goes wrong 
● The registered manager and provider understood the duty of candour, which is their legal duty to be open 
and honest with people when something goes wrong. 
● The Management team and staff were open and honest throughout the inspection and responded 
immediately to any issues raised.

Engaging and involving people using the service, the public and staff, fully considering their equality 
characteristics
● People, relatives and staff were complementary about the management team and said they were 
approachable and friendly. 
●The registered manager and their staff team engaged with people, relatives and staff in a variety of ways to 
provide information about the service and gather views. For example, surveys.
● People and their relatives told us they were consulted with and involved in discussions about their care. 
One relative said, "The manager is pro-active in any questions asked." Another relative commented, "The 
manager always makes herself available, if she is not there, she will call us back."
● Staff told us communication within the service was good. Comments included, "The communication is 
perfect between staff and management. The management are fantastic." And, "I think it is well -managed, 
the management are very friendly, and I feel if I had any issues, I could go to them."
● Staff confirmed they had regular handovers, supervisions and team meetings where information was 
shared, and staff were kept up to date with changes in the service and people's care. One member of staff 
said, "I have supervisions with [registered manager] but I can go to her at any-time."

Working in partnership with others
● Staff worked in partnership with other agencies or healthcare professionals in response to people's 
changing needs. This enabled people's health care needs to be continually assessed to ensure they received
appropriate treatment and support. 
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The table below shows where regulations were not being met and we have asked the provider to send us a 
report that says what action they are going to take.We will check that this action is taken by the provider.

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

Regulation 9 HSCA RA Regulations 2014 Person-
centred care

People were not provided with person centred 
care.

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

Regulation 17 HSCA RA Regulations 2014 Good 
governance

The provider had not ensured systems were 
effective and robust to provide oversight and 
demonstrate the quality and safety of the 
service.

Action we have told the provider to take

This section is primarily information for the provider


