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    ACH of London LLP 
   Melbury House 
 

Region:  South East 

Location address: Melbury House 

82 Albert Road 

Farnborough Park 

Farnborough 

GU14 6SL 

 

Type of service: Care home without nursing 

Date of publication: October 2011  

Overview of the service: Melbury House was a care home that provided 
accommodation for up to 22 people with a 
learning disability. The building was divided into 
two separate units, Carnegie and Thurston, and 
was surrounded by secure gardens.  The home 
was located in a residential area in 
Farnborough and was close to transport links 
and local shops.  
 
Subsequent to our visits, the provider applied to 
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voluntarily cancel the registration of this location 
and the home is now closed. 
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What we found overall 

 

We found that Melbury House was not meeting one or more 
essential standards. Improvements are required.  
 

 
 
The summary below describes why we carried out the review, what we found and 
any action required.  
 
Why we carried out this review  
 
We carried out this review in response to concerns that were identified regarding  the 
health, safety and welfare of service users living at the home. 
 
How we carried out this review 
 
We reviewed all the information we hold about this provider, carried out visits on 16 
and 23 August 2011, observed how people were being cared for, talked with people 
who use services, talked with staff, checked the provider’s records, and looked at 
records of people who use services.  
 
What people told us 
 
One person's relative told us that they were concerned about their relative’s care. 
They also said that staff did not follow the care plans and that they were not 
involved in developing their relative’s care plan. 
 
Another relative informed us that they were not happy with the staff at the home. 
They told us there were issues with staffing levels and the use of agency staff.  
 
They also told us that the phone was not answered quickly enough, and when it was 
answered, staff could not give any update on their relative. 
 
Another relative told us that their relative had deteriorated considerably in the care 
of the home, due to negligence, lack of staff training, and lack of order and structure.  
This person also told us that they had no confidence in anything the provider told 
them. 
 

Summary of our findings  
for the essential standards of quality and safety 
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What we found about the standards we reviewed and how well 
Melbury House was meeting them 
 
This review assessed whether Melbury House provided care to people that meets 
essential standards of quality and safety, respects their dignity and ensures their 
rights.  
 
This review focused on 5 regulations and key associated outcomes. We found the 
home was non compliant with 4 out of 5 outcomes. We had minor concerns with one 
outcome.   
 
 
Outcome 4: People should get safe and appropriate care that meets their needs 
and supports their rights 
The planning and delivery of care and treatment did not meet people’s individual 
needs nor ensured their welfare and safety.  As a result, people using the service 
were not protected against the risks of receiving care or treatment that was 
inappropriate or unsafe.   

 
We found that Melbury House was not compliant with this essential standard. 

 
Outcome 12: People should be cared for by staff who are properly qualified 
and able to do their job 
To ensure that people who use the service were protected from harm, the 
recruitment procedures at the home needed to be reviewed to ensure that all of the 
required information was obtained for all staff working at the home including agency 
staff. 
 
We found that Melbury House was not compliant with this essential standard 
 
 
Outcome 14: Staff should be properly trained and supervised, and have the 
chance to develop and improve their skills 
Staff at the home were not supported to enable them to give safe and effective care 
to people who used the service. 
 
We found that Melbury House was not compliant with this essential standard. 

 
Outcome 16: The service should have quality checking systems to manage 
risks and assure the health, welfare and safety of people who receive care 
The arrangements in place at the home to monitor the quality of service provided 
were ineffective. As a consequence people were not protected from the risk of harm 
to their health, safety and welfare.  
 
We found that Melbury House was not compliant with this essential standard. 

 

Outcome 20: The service must tell us about important events that affect 
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people’s wellbeing, health and safety 
People could not be confident that important events that affected their health, safety 
and welfare were reported appropriately or in a timely manner to the Care Quality 
Commission so that action could be taken. 
 
We found that Melbury House was not compliant with this essential standard. 

 
Action we have asked the service to take 
 
Subsequent to our visits, the provider applied to voluntarily cancel the registration of 
this location and it is now closed. 
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What we found  
for each essential standard of quality  
and safety we reviewed 
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The following pages detail our findings and our regulatory judgement for each 
essential standard and outcome that we reviewed, linked to specific regulated 
activities where appropriate.  
 
We will have reached one of the following judgements for each essential standard.   
 
Compliant means that people who use services are experiencing the outcomes 
relating to the essential standard. 
 
A minor concern means that people who use services are safe but are not always 
experiencing the outcomes relating to this essential standard. 
 
A moderate concern means that people who use services are safe but are not 
always experiencing the outcomes relating to this essential standard and there is an 
impact on their health and wellbeing because of this. 
 
A major concern means that people who use services are not experiencing the 
outcomes relating to this essential standard and are not protected from unsafe or 
inappropriate care, treatment and support. 
 
Where we identify compliance, no further action is taken. Where we have concerns, 
the most appropriate action is taken to ensure that the necessary improvements are 
made. Where there are a number of concerns, we may look at them together to 
decide the level of action to take.  
 
More information about each of the outcomes can be found in the Guidance about 
compliance: Essential standards of quality and safety. 
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Outcome 4: 
Care and welfare of people who use services 
 
 
 
What the outcome says 
 
This is what people who use services should expect. 
 
People who use services: 
 Experience effective, safe and appropriate care, treatment and support that meets 

their needs and protects their rights. 
 
 
 
What we found 
 

Our judgement 

There are major concerns with outcome 4: Care and welfare of people who use 
services  

 

Our findings 

 
What people who use the service experienced and told us 
One person's relative told us that they were concerned about their relative’s care. 
They also said that staff did not follow the care plans, and that they were not 
involved in developing their relative’s care plan. 
 
Another person told us that their relative had deteriorated considerably whilst living 
in the home, due to negligence, lack of staff training, and lack of order and structure.
 
 
Other evidence 
Social and health care professionals told us that they had concerns about how 
prospective residents were assessed prior to admission to the home. They also 
raised concerns in respect of poor care planning.  
 
During our visits, we asked the manager and Director of Care about the home’s 
admission procedure. We were informed by the Director of Care that a full 
assessment of a prospective resident’s needs would be undertaken by one of the 
provider’s placement managers.  He also told us that the home manager would 
also be fully involved in the assessment.  
We looked at the pre-admission assessment for one person, which was dated 20 
May 2010.  The pre-admission assessment was detailed in content and covered 
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general health and wellbeing, medicines, personal care, sleep patterns, mobility, 
independent living skills, accommodation, leisure activities and occupation, 
relationships, communication, religious and cultural requirements, finance, 
challenging behaviours and triggers. A number of needs were identified in this 
assessment, and it was signed by one of the provider’s placement managers. 
There was, however, no reference to the manager at the home being involved in 
the assessment at all. 
 
We found that this resident did not move into the home until the end of October 
2010, five months after the original assessment. We could find no further evidence 
to indicate that a further assessment of needs had been undertaken prior to this 
resident's admission to the home.  This was despite the initial assessment clearly 
stating that this person had considerable challenging behaviours.  
 
We looked at this resident's care plan and found that, whilst care plans were in 
place for some of the needs identified in the care needs assessments, care plans 
were not in place for other identified needs. These included ‘as required’ 
medicines, sleep, independent living skills, weight gain, leisure activities and 
occupation and finance.  Risk assessments were in place for two areas of concern 
in respect of their challenging behaviours, whilst accessing the community. 
However, there was no evidence to indicate who had undertaken the risk 
assessment or when the risk assessment was completed.  One of the risk 
assessments had been revised but, again, there was no date or staff signature; the 
document just had the word ‘revised’ written on it.   
 
At our visit on 23 August 2011, we found that care plans were in the process of 
being rewritten and a number had been completed. The care plans were well 
documented and provided the reader with information as to the residents’ needs. 
However none of the plans we looked at had been signed by the residents, nor 
their relatives/advocates, nor had they been signed by a representative from the 
home.  
 
We looked at the care records for one resident and noted that this resident had 
undergone a medical procedure in January 2011, with a recommendation that this 
procedure was followed up in two weeks. We were unable to find any evidence that 
the medical procedure had been followed up. This issue was brought to the 
attention of the staff, including the Director of Care. They told us they were not 
aware that this resident had undergone a medical procedure at all. The senior 
member of staff on duty followed this up with the person's General Practitioner 
(GP) on the day of our visit, following us bringing this to their attention.   
 
We also observed a care plan dated 27 February 2011 which stated that this 
resident had shown signs of being wheat-intolerant and that investigations were 
ongoing. The assessment stated that this resident was managing a wheat-free diet 
and that it was important that this was maintained. We looked at this resident’s 
dietary intake chart and it recorded they were having toast, cereals and sausage 
rolls. Clearly, staff were not following the instructions in the assessment. We also 
looked at this resident's weight chart, which stated that 'weights are to be carried 
out on a monthly basis'. The resident's last recorded weight was 5 stone and was 
recorded on 14 April 2011. No further weights had been recorded. 
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We looked at the care plan for another resident. The care plan stated that they 
were prone to fluid retention and had a daily fluid restriction of 1.5 litres.  
Instructions were issued to staff to ensure that all fluid intake was recorded. We 
saw on 23 August 2011 that the fluid intake charts had not been completed fully 
and did not show how much fluid this resident had taken, therefore the monitoring 
in place was ineffective. The recording in their food intake charts was also lacking 
in detail and it was not possible to ascertain what they had eaten.   
 
We looked at a risk assessment and incident form in respect of this resident. The 
risk assessment, dated 3 August 2011, stated that this resident required two to one 
support whilst out in the community. The incident form detailed an incident 
involving the resident whilst out in the community and referred to a second resident 
being involved. The incident report showed that two members of staff had 
accompanied the residents out on the visit. Clearly the resident who required two to 
one support was not provided with the correct amount of support whilst accessing 
the community.   
 
We looked at another resident's records, which showed us that they had put on 
weight and that their weight was being monitored. We looked at the weight records 
and they showed considerable changes in weight.  On 17 January 2011, they 
weighed 12 stones 11 pounds, on 7 March 2011 13 stones, on 8 April 2011 14 
stones, and on 15 April 2011 12.5 stones. The records showed that there was a 
considerable amount of weight loss recorded between 8 April and 15 April 2011. 
There was no evidence to suggest that this issue had been discussed or followed 
up, nor any consideration given to the accuracy of the weights.  We also noted that 
this resident's fluid intake was being monitored, however there was no reason 
documented for this.  The records showed us that monitoring had been done on 17 
August, 20 August and only one entry on 21 August 2011. The monitoring was 
inconsistent, and was not being checked.   
 
During this review, we were provided with risk assessments in respect of a number 
of residents. The risk assessment was a general risk assessment relating to the 
residents’ diagnoses. The possible outcomes, hazards or dangers on all of the risk 
assessments were the same and were recorded as 'If not supported adequately by 
staff this would have a negative effect on the health safety and wellbeing of the 
individuals supporting him and co-habiting the same environment as him'. The risk 
assessments were not specific nor detailed enough in respect of each of the 
residents, and did not identify individual areas of risk for each resident. 
Consequently, staff would not be aware of all of the risks posed to residents and as 
such people and others would be at risk of harm to their health, safety and welfare.     
 
In view of the major concerns identified in this outcome area, the Care 
Quality Commission served a Warning Notice on the Registered Provider on 
7 September 2011. 

 
Our judgement 
The planning and delivery of care and treatment did not meet people’s individual 
needs nor ensured their welfare and safety.  As a result, people using the service 
were not protected against the risks of receiving care or treatment that was 
inappropriate or unsafe.   
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We found that Melbury House was not compliant with this essential standard. 
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Outcome 12: 
Requirements relating to workers 
 
 
 
What the outcome says 
 
This is what people who use services should expect. 
 
People who use services: 
 Are safe and their health and welfare needs are met by staff who are fit, 

appropriately qualified and are physically and mentally able to do their job. 
 
 
 
What we found 
 

Our judgement 

There are minor concerns with outcome 12: Requirements relating to workers  

 

Our findings 

 
What people who use the service experienced and told us 
We did not seek the views of people who used the service about requirements 
relating to workers so cannot report what the people using the service said. 

 
Other evidence 
We looked at the records for the staff working at the home.  
 
We saw the records of six agency staff employed to work at the home. These 
records did not show sufficient information to provide the home with evidence that 
the agency member of staff was a fit person to work at the home. There were dates 
of Criminal Record checks in place, however no further information had been 
provided to the home. We spoke with the manager and Director of Care regarding 
this.  They told us that they did not think it was necessary to check up on the 
information provided by the agency.  
 
We looked at 2 staff recruitment files and found that they did not contain a full 
employment history in accordance with Health and Social Care Act 2008 
Regulation 21. We noted that the application form provided by the home to the 
prospective employee had only requested 10 years employment history. We spoke 
with the Director of Care regarding this.  
 
All of the other information required in accordance with Schedule 3 was available in 
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the staff records. 

 
Our judgement 
To ensure that people who used the service were protected from harm, the 
recruitment procedures at the home needed to be reviewed to ensure that all of the 
required information was obtained for all staff working at the home including agency 

staff. 

 

We found areas of non-compliance with this essential standard. 
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Outcome 14: 
Supporting workers 
 
 
 
What the outcome says 
 
This is what people who use services should expect. 
 
People who use services: 
 Are safe and their health and welfare needs are met by competent staff. 
 
 
What we found 
 

Our judgement 

There are major concerns  with outcome 14: Supporting workers  

 

Our findings 

During our visit to the home on 16 August 2011, we observed an incident involving 
a resident living there. This resident had become very distressed and was trying to 
exit the building. A number of staff were observed intervening in this incident, and 
included, the manager, the Director of Care, senior support care workers and care 
support workers. We observed that the resident was standing at the front exit door, 
which was locked. They were trapped between the staff and their means of exit for 
a period of time, and as a result became more distressed as the incident went on. 
Eventually the resident exited the building and spent time in the grounds. The 
incident lasted for 40 minutes. We observed that none of the staff, including the 
manager and Director of Care, had the ability to manage and de-escalate the 
situation.  
 
We spoke with the manager and Director of Care in respect of our concerns as to 
how the incident was managed. They both agreed that the incident had been badly 
managed.   
 
During our visit to the home on 23 August 2011, we looked at an incident form 
regarding one resident, dated 13 August 2011. This incident was about a 
community activity being undertaken by two residents accompanied by two care 
workers. The record showed that staff had difficulty managing the challenging 
behaviours of one of the residents whilst out in the community, furthermore the 
record showed it took four hours before they managed to get the residents back to 
the home. Neither of the staff involved in this incident had undertaken training in 
managing challenging behaviours. 
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During our visits, we spoke with managers and staff about staff induction and 
training provided at the home. The managers informed us that the Skills for Care 
common induction standards were not used at the home. We were shown a new 
induction programme that was in the process of being drawn up.  
 
Staff referred to their induction as being shown around the home, shown the fire 
and emergency procedures and people’s care records. 
 
We spoke with a number of staff regarding their training. Three of them informed us 
that they had not undertaken any training in respect of managing challenging 
behaviours. One of these people was an agency member of staff.  
 
We looked at the records kept by the home for six of the agency staff they were 
using. The records showed us that only two of these staff had any training in 
managing challenging behaviours. One of the agency staff in question told us that 
they had already been working at the home for a period of one month.  
 
As part of this review, we were provided with records of staff numbers and staff 
training. According to these records, the home employed 27 members of staff, not 
including agency staff. The training records showed us, that out of the 27 staff : 
 
• Twelve staff had not undertaken training in managing challenging   behaviours. 
• Twelve staff had not undertaken food safety training.  
• Twelve staff had not undertaken infection control training.  
• Twelve staff had not undertaken safeguarding training. 
• Thirteen staff had not undertaken first aid training. 
• Fifteen staff had not undertaken fire safety training. 
• Six staff had not undertaken moving and handling training 
• Six staff had not undertaken health and safety training. 
• Twenty one staff had not undertaken COSHH training. 
• Ten staff had not undertaken Epilepsy Buccal Midazolam training. 
• Twenty four staff had not undertaken Mental Capacity Act and Deprivation of 
Liberty Safeguards training. 
• Three of the night staff had only received training in respect of Epilepsy and 
Buccal Midazolam.  
 
We spoke with staff about the level of support they were given to do their jobs. 
They told us that senior staff and managers were always available, but they were 
very busy.  
 
They also told us that they had one to one supervision meetings with senior staff. 
However, only one of them could recall their last meeting. They informed us that 
the previous manager had met with them in April 2011.  
 
In view of the major concerns identified in this outcome area, the Care 
Quality Commission served a Warning Notice on the Registered Provider on 
7 September 2011. 
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Outcome 16: 
Assessing and monitoring the quality of service 
provision 
 
 
 
What the outcome says 
 
This is what people who use services should expect. 
 
People who use services: 
 Benefit from safe quality care, treatment and support, due to effective decision 

making and the management of risks to their health, welfare and safety. 
 
 
 
What we found 
 

Our judgement 

There are major concerns with outcome 16: Assessing and monitoring the quality 
of service provision  

 

Our findings 

 
What people who use the service experienced and told us 
One relative told us that they had no confidence in anything the provider told them 
 
Other evidence 
Social Services told us they were concerned about a number of issues regarding 
the care and welfare of residents at Melbury House. They referred to a 
considerable number of incidents at the home dating from 25 October 2010, which 
resulted in a number of safeguarding alerts being made. 
 
On 23 August 2011, we looked at the records of the visits made by a manager on 
behalf of the registered provider to the home to monitor the provision of care and 
the quality of service people received.  
 
We looked at reports dated 22 October 2010, 11 November 2010, 25 January 
2011, 25 February 2011, 18 March 2011, 27 April 2011, 24 May 2011 and June 
2011.  
 
The report of the visit of 22 October 2010 stated that there were no concerns or 
protection issues, despite three incidents being reported to Social Services.  The 
November 2010 report did not refer to any issues or concerns at all.   



 

  Page 17 of 23 

 
The January 2011 visit report referred to a safeguarding meeting, but there was no 
reference to this in the action points, nor was there a reference to an incident in 
which the police had been called.  
 
The February 2011 report made reference to a further safeguarding incident 
regarding medicines and a subsequent investigation. Despite this, there was no 
evidence in the report to indicate that this person had looked at medication as part 
of their visit, nor had medicines management been recorded in the action points. 
There was no mention made regarding a further incident involving the police.  
 
The report for March 2011 recorded that the person undertaking the visit had 
looked at medicines and an action point was put in place. Nothing was recorded in 
respect of any of the incidents that had taken place since the previous visit. 
 
The April 2011 report did not record that the action point regarding medicines had 
been followed up, nor did it record further incidents when the police were called. 
 
None of the reports we saw documented any discussion in respect of the other 
numerous incidents being reported to the Commission and other organisations. Nor 
did the reports identify any of the ongoing concerns regarding the service.  
 
We found that there were no processes in place to analyse incidents, such as the 
number of challenges presented to the service, to establish cause and to put action 
plans in place to minimise the risks. 
 
We spoke with the Director of Care about the reports we had looked at. We told 
him that we had noted that all of the visits, apart from the March 2011 visit, had 
been undertaken by the same person. It was clear from the information in these 
reports that the arrangements in place to monitor the care, safety and welfare at 
the home were ineffective.  
 
The Director of Care told us that the company had fallen short in this respect and 
that monitoring had not been as good as it should have been.   
 
We saw that there was a list of dates in respect of residents’ meetings, however 
when we asked the Director of Care for the minutes of these meetings, he told us 
that he doubted that the meetings had taken place.  
 
We found no other evidence to indicate that people’s views had been sought as 
part of the quality monitoring at the home.  
 
Following the visits, we met with the Managing Director. He told us that the senior 
management team had not been aware of the seriousness of the concerns at the 
home because issues had not been escalated appropriately. 
 
In view of the major concerns identified in this outcome area, the Care 
Quality Commission served a Warning Notice on the Registered Provider on 
7 September 2011. 
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Our judgement 
The arrangements in place at the home to monitor the quality of service provided 
were ineffective. As a consequence, people were not protected from the risk of 
harm to their health, safety and welfare.  
 
We found that Melbury House was not compliant with this essential standard. 
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Outcome 20: Notification of other incidents 
 
 
 
What the outcome says 
 
This is what people who use services should expect. 
 
People who use services can be confident that: 

 Important events that affect their welfare, health and safety are reported to the 
Care Quality Commission so that, where needed, action can be taken. 

 
 
What we found 
 

Our judgement 

There are major concerns with outcome 20: Notifications of other incidents. 

 

 

Our findings 

 
What people who use the service experienced and told us 
We did not seek the views of persons who used the home about the home’s 
notifications so cannot report what the people using the service said. 
 
Other evidence 
During safeguarding meetings, social and health care professionals informed us 
about a number of incidents that the home had notified them about. Many of these 
incidents had then been referred under the local authority safeguarding 
procedures. 
 
Whilst undertaking this review of compliance, we looked at all the information we 
held regarding notifications made by the home to the Care Quality Commission. 
We analysed the information that the home had sent to us, and we also looked at 
the information we were given by the Local Authority, during safeguarding 
meetings, in respect of events which fell within the definition of incidents that the 
Care Quality Commission should be notified about. We found there were 34 
incidents for which the Care Quality Commission should have been notified in the 
period between 25 October 2010 and 27 August 2011. Of these, we had received 
notifications for 22 of the 34 incidents.  This means that the home had not told us 
about 12 of these incidents. 
 
We looked at the notifications we had received, and the length of time between the 
date of incidents, and the notification of the incident being received at the Care 
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Quality Commission. We found that nine had not been sent to the Commission 
without delay. We deem without delay to mean as soon as possible and within 24 
hours of the incident occurring at the latest.   
 
During the visit on the 16th August 2011, we spoke with the Director of Care. He 
informed us that five members of staff had been signed off sick due to injuries 
sustained at the home. We informed him that we had not been notified about this.    
 
We spoke with the Director of Care again, during our visit to the home on 23 
August 2011. We told him that CQC had still not been notified about the five staff 
being off sick due to injuries sustained at the home. No notifications have been 
received. 
 
In view of the major concerns identified in this outcome area, the Care 
Quality Commission served a Warning Notice on the Registered Provider on 
7 September 2011. 

 
Our judgement 
People could not be confident that important events that affected their health, 
safety and welfare were reported appropriately or in a timely manner to the Care 
Quality Commission so that action could be taken. 
 
We found that Melbury House was not compliant with this essential standard. 
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Improvement actions  
The table below shows where improvements should be made so that the service provider 
maintains compliance with the essential standards of quality and safety.  
 

The table below shows where improvements should be made so that the service 
provider maintains compliance with the essential standards of quality and safety. 

 

Regulated activity Regulation Outcome 

21 12 Requirements relating 
to workers. 

Accommodation for persons 
who require nursing or 
personal care.  

 Why we have concerns: To ensure that people who 
use the service are protected from harm the 
recruitment procedures needed to be reviewed to 
ensure that all of the required information was 
obtained for all staff working at the home including 
agency staff.  
 
We found that there were areas of non- compliance 
with this essential standard. 

 
 
 

   

 

As the home is now closed we have not asked the provider to send CQC a report about 
how they are going to maintain compliance with these essential standards. 
 

 

Action  
we have asked the provider to take 
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What is a review of compliance? 
 
 
By law, providers of certain adult social care and health care services have a legal 
responsibility to make sure they are meeting essential standards of quality and safety. 
These are the standards everyone should be able to expect when they receive care.  
 
The Care Quality Commission (CQC) has written guidance about what people who 
use services should experience when providers are meeting essential standards, 
called Guidance about compliance: Essential standards of quality and safety. 
 
CQC licenses services if they meet essential standards and will constantly monitor 
whether they continue to do so. We formally review services when we receive 
information that is of concern and as a result decide we need to check whether a 
service is still meeting one or more of the essential standards. We also formally review 
them at least every two years to check whether a service is meeting all of the essential 
standards in each of their locations. Our reviews include checking all available 
information and intelligence we hold about a provider. We may seek further 
information by contacting people who use services, public representative groups and 
organisations such as other regulators. We may also ask for further information from 
the provider and carry out a visit with direct observations of care. 
 
When making our judgements about whether services are meeting essential 
standards, we decide whether we need to take further regulatory action. This might 
include discussions with the provider about how they could improve.  We only use this 
approach where issues can be resolved quickly, easily and where there is no 
immediate risk of serious harm to people. 
 
Where we have concerns that providers are not meeting essential standards, or where 
we judge that they are not going to keep meeting them, we may also set improvement 
actions or compliance actions, or take enforcement action: 
 
Improvement actions: These are actions a provider should take so that they 
maintain continuous compliance with essential standards.  Where a provider is 
complying with essential standards, but we are concerned that they will not be able to 
maintain this, we ask them to send us a report describing the improvements they will 
make to enable them to do so. 
 
Compliance actions: These are actions a provider must take so that they achieve 
compliance with the essential standards.  Where a provider is not meeting the 
essential standards but people are not at immediate risk of serious harm, we ask them 
to send us a report that says what they will do to make sure they comply.  We monitor 
the implementation of action plans in these reports and, if necessary, take further 
action to make sure that essential standards are met. 
 
Enforcement action: These are actions we take using the criminal and/or civil 
procedures in the Health and Adult Social Care Act 2008 and relevant regulations.  
These enforcement powers are set out in the law and mean that we can take swift, 
targeted action where services are failing people. 
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Information for the reader 
 

Document purpose Review of compliance report 

Author Care Quality Commission 
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