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Summary of findings

Overall summary

This unannounced inspection took place on 17 February 2016.

9 Victoria Square provides support and accommodation for up to six people who live with a learning 
disability. On the day of our inspection there were five people living at the home. 

The service had a registered manager. A registered manager is a person who has registered with the Care 
Quality Commission to manage the service. Like registered providers, they are 'registered persons'. 
Registered persons have legal responsibility for meeting the requirements in the Health and Social Care Act 
2008 and associated regulations about how the service is run.  The registered manager was unavailable on 
the day of the inspection.  The registered manager for the service is also the registered manager for another 
of the provider's services which is five minutes' walk away. The manager referred to throughout the report is 
a registered manager from another service belonging to the provider. They are managing the service at 
present. 

CQC is required to monitor the operation of the Mental Capacity Act (MCA) 2005 and Deprivation of Liberty 
Safeguards (DoLS) and to report on what we find. DoLS are in place to protect people where they do not 
have capacity to make decisions and where it is considered necessary to restrict their freedom in some way, 
usually to protect themselves or others. The manager reported that applications had been submitted to the 
local authority in relation to the people who lived at 9 Victoria Square where necessary, and these were 
pending.  There were times when decisions had been made regarding people's capacity without recording 
this. 

Risks associated with people's care had been identified, but these had not always been updated as people's 
needs and risks changed. Incidents and accidents were being logged.

Staffing levels were variable with between one and three staff on each shift. The current manager had been 
arranging training, as staff had not renewed their training before it expired and new staff had not always 
accessed the training that was needed to meet people's needs; for example epilepsy awareness. Procedures
in relation to recruitment of staff were followed ensuring people were kept safe.

People had developed good relationships with staff who were kind and caring in their approach. People 
were treated with dignity and respect. 
Paperwork associated with people's care was not always up to date. It was difficult to see where staff had 
included people in the development of the care plans. People were provided with activities but these were 
not always matched to meet individual preferences and consisted of routine such as going to the bank. 

There were clear procedures in place for safeguarding people at risk and staff were aware of their 
responsibilities and the procedures to follow in keeping people safe. 
People were provided with a choice of healthy food and drink ensuring their nutritional needs were met. 
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People's physical and emotional health was monitored and appropriate referrals to health professionals 
had been made.

A system of audit was in place however until recently it was not clear from records how these had been used 
to identify where improvements could be made. The manager was working with staff on this.

The provider Sanctuary Supported Living carried out a full audit of the home in January 2016. The provider 
had recognised in their audit that there had been a failure in systems and processes available to assess and 
monitor the quality of the service which would mitigate the risks relating to the health, safety and welfare of 
people. Their action plan and the management now in place sought to remedy this and we saw from the 
action plan and looking at records that a lot of work had been completed already. There was more to be 
done followed by the embedding of good practice and systems.

We found two breaches of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014. You 
can see what action we told the provider to take at the back of the full version of this report.
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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? Requires Improvement  

The service was not always safe.

Staffing levels were not always planned to take into account staff
skills to ensure they could meet the needs of people.

The management of medicines was safe.

Staff had been trained in the safeguarding of adults and 
incidents had been reported appropriately.

Risk assessments were included in care plans but these were not 
always amended as people's risks changed.

Recruitment procedures were followed to ensure the safety of 
people. 

Is the service effective? Requires Improvement  

The service was not always effective.

Staff received training but this was not always renewed in a 
timely fashion or given to new staff in a timely way.

Staff felt supported but had not received formal supervision on a 
frequent basis.

Staff did not always work within the principles of the Mental 
Capacity Act 2005.

People were protected from inadequate nutrition and hydration.

Is the service caring? Requires Improvement  

The service was not always caring.

People were treated with dignity and their privacy was respected.

Staff demonstrated a good understanding of people's needs and 
knew them well.

Is the service responsive? Requires Improvement  
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The service was not always responsive.

People's records were not always personalised and activities 
were not based on meeting people's individual needs.

People did not have information in a way that was meaningful to 
them; however they were able to express concerns to staff when 
they needed to.

Is the service well-led? Requires Improvement  

The service was not always well led. 

The registered manager had not been providing leadership on a 
full time basis for some time

The quality audit by the provider had identified the issues and 
there was an action plan in place to address these areas of 
concern. Concerns were being managed and changes actioned.
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Sanctuary Supported Living 
- 9 Victoria Square
Detailed findings

Background to this inspection
We carried out this inspection under Section 60 of the Health and Social Care Act 2008 as part of our 
regulatory functions. This inspection checked whether the provider was meeting the legal requirements and 
regulations associated with the Health and Social Care Act 2008, looked at the overall quality of the service, 
and provided a rating for the service under the Care Act 2014.

This inspection took place on 17 February 2016 and was unannounced, which meant the staff and provider 
did not know we would be visiting. One inspector carried out the inspection.

Before the inspection we reviewed previous inspection reports and looked at notifications sent to us by the 
provider. A notification is information about important events which the service is required to tell us about 
by law.

Some people living at 9 Victoria Square were unable to tell us in words how they felt about the home. We 
tried to ascertain their views by observing their behaviour and looking at records of how staff gathered this 
information. 

During our inspection we observed how staff interacted with people who used the service and supported 
them in the communal areas of the home. We looked in depth at the care records for two people and 
sampled the records for a further person. We looked at the medicines records and we viewed accident and 
incident records, staff recruitment and training and supervision records.  We reviewed a range of records 
relating to the management of the service such as complaints, quality audits and policies and procedures. 
We spoke with two people, three staff, the manager and the deputy manager.
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 Is the service safe?

Our findings  
The provider had carried out a five day audit in January 2016 and had identified several areas of concern 
regarding the safety of people in relation to infection control and health and safety. The garage, which was 
unlocked, was used to store clinical waste in bags and other things such as a soiled mattress. People using 
the service could access the clinical waste. Following the audit the manager has ensured the garage doors 
are locked and appropriate clinical waste containers were in place and was collected by a registered 
company. There had been furniture in the staff sleep in room that was broken or unusable. The manager 
had arranged for their removal. 

The manager could not demonstrate effectively how they identified the number of staff required on each 
shift to meet the needs of people. The provider's policy did not identify how staffing levels were determined. 
We found no dependency tool being used to assess the level of support people required, and the manager 
confirmed they did not use one. 

Agency staff were being employed to cover the equivalent of two full time staff hours whilst staff were being 
recruited. Staffing consisted of ten members of staff and these were rotated across this home and the one 
around the corner run by the same provider. This had led to an inconsistency in staff and may have 
contributed to staffing levels not being constant. We looked at the rotas and saw that the staffing at 9 
Victoria Square varied between one member of staff each shift to three during the day and one member of 
staff at night as a sleep in. 

The manager had started to review the needs of people at the service and began trials of an awake night 
staff in addition to the sleeping in night staff. The manager hoped that the review of needs would help 
calculate the staffing needed at the home. This started on the day of the inspection. The manager told us 
that they were concerned that people did not have access to appropriate support at night which placed 
them at risk. One example they gave was people wandering around and able to leave the service. Another 
example was people going into other people's rooms. A third example related to obtaining snacks at night. 
Due to one person being assessed as a choking risk all fruit was locked away at night in the staff sleep in 
room. Now four people had fruit in their room and everyone could access the kitchen at night and obtain 
soft snacks.

There was one person who had epilepsy at the home and the manager had arranged for staff to receive 
training in that area. At the time of the inspection four of the ten staff had attended training and the 
manager explained that more dates would be arranged for the remaining staff..

People's needs may not always be met by sufficient numbers of skilled and experienced staff. This was a 
breach of Regulation 18 of the Health and Social Care 2008 (Regulated Activities) Regulations 2014. 

People's care plans contained risk assessments; these included risk assessments of their health, daily living 
and activities. There were general risk assessments for the home and equipment used that were reviewed 
and updated. For example one member of staff had the role to check the environment. There was also a fire 

Requires Improvement
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safety plan for the home and staff were aware of the plan and were able to tell us the action they would take 
to protect people if the fire alarm went off. The quality audit carried out by the provider  carried out in 
January 2016 found  that people did not have personal emergency evacuation plans in their care records. 
We saw that these had been added.

Risk assessments had been completed and were held in people's folders. However, they had not always 
been updated to reflect people's changing behaviour and associated risks. For example one person had 
started to lock bathroom doors when people were in them and when empty to prevent entry and place 
objects in the way of others who could trip over them. This had been an issue for some time and the risk 
assessments had not been reassessed since June 2015 to see what action could be taken to increase the 
safety of others. The manager had made a referral to social services to review the needs of the person.

The provider had a policy and procedure for the receipt, storage and administration of medicines. Records 
showed the amount of medicines received into the home were recorded. People were prescribed medicines 
to be given when required (PRN) and there were clear protocols in place for their use.  All permanent staff 
involved with medicines completed training in the safe administration of medicines.  The manager had 
found that staff needed to update their training and four staff had attended an update on 10 February 2016 
and the manager was checking all staff training. A letter had been sent to the district nurse on the 10th 
February 2016 requesting training on how to give eye drops.

The provider's quality assessment in January 2016 had found Paracetamol being kept in the staff sleep in 
room. This had now been removed by the manager and all medicines checked for people to see that they 
had prescribed and homely medicines available.  A weekly medicine record gap monitoring sheet was in 
place and we were told any issues were addressed at team meetings or at staff one to one meetings.  Where 
topical medicines had been prescribed we saw a body map to show where to apply them.

We saw that staff had recently (10 February 2016) received training from the district nurse on how to give eye
drops. Until recently the medicines for both 9 Victoria Square and the provider's other home around the 
corner were delivered to 9 Victoria Square. They were now delivered to the homes separately.

Staff had a good knowledge of the types of abuse and what action they should take if they suspected any 
abuse was happening. Staff could describe the procedures they would follow and who they would contact if 
they had any concerns regarding the welfare of people.

Safeguarding concerns were raised and reported by management to the local authority and the Care Quality
Commission (CQC) had been notified of these concerns. The manager gave examples of recent incidents of 
concerning behaviour of one person and the service was working with health and social care professionals 
to explore options of support available for the person. 

9 Victoria Square has the same registered manager as the provider's other home around the corner and all 
ten staff were rostered across both homes, all recruitment files for staff were kept at 9 Victoria Square. We 
therefore looked at staff files on the day of this inspection knowing we were to inspect the home around the 
corner shortly after. We looked at three staff files. The recruitment records for staff contained all the 
necessary checks and references to ensure people were kept safe. Staff did not work as a member of the 
duty rota until checks with the Disclosure and Barring Service (DBS) had been received. The DBS helps 
employers make safer recruitment decisions and helps prevent unsuitable people from working with people 
who use care and support services.

A member of staff told us they were new only having been at the home for a year. They told us about their 
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induction and the training they had received. They told us that the training recently had been "Great." The 
audit by the provider in January 2016 had highlighted issues with staff training, recruitment and induction. 
We looked at three staff files and all contained the information needed to show that recruitment was safe. 
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 Is the service effective?

Our findings  
The provider's policy on supervision stated that staff should have five supervisions and one appraisal per 
year. One member of staff confirmed they had supervision and had their dates for the coming year "We 
usually hit date or around it." The three staff records showed one person had not received any supervision. 
They had started work in October 2015 and had been signed off as completing day one and week one 
induction. However, for the 26 areas of mandatory induction training, only six areas had been dated but not 
signed as achieved. For a second member of staff they had started work in January 2015 and had received 
two supervisions last year and one in February 2016. For a third member of staff they had received two 
supervisions in February 2015, one in each month of September, October and December 2015 and one in 
January 2016. This meant that staff supervision and support did not meet the provider's policy however, the 
manager and deputy manager had planned supervisions with all staff this year.

We saw that training had been identified as an issue in the Provider's audit in January 2016. The manager 
had arranged training in key areas all staff. A member of staff told us that recent training had been 
"excellent" and they had attended lots of face to face training in recent weeks. They usually had online 
training which they said was good as a refresher. They said they felt more confident having had training.

A second member of staff said "I enjoyed the training the last two days and I feel I would benefit from 
training on how to write reports; I want to be good at my job".

We could see that there had been training recently and in addition to the training the staff received on the 
day of inspection (epilepsy) they had also been on a diabetes course.

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. There was evidence to show that capacity had been looked at recently and there was a plan to 
involve everyone in their care plans. The manager was aware people's needs and had made referrals to 
social services and had amended the care plans to reflect people's needs and abilities and the next stage 
was to involve people.

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. The application procedures for this in care homes and hospitals are 
called the Deprivation of Liberty Safeguards (DoLS). We checked whether the service was working within the 
principles of the MCA, and whether any conditions on authorisations to deprive a person of their liberty were
being met. Applications to deprive people of their liberty had been made to the local authority responsible 
for making these decisions. 

The manager had reviewed all the care plans and they found signatures in place from the people consenting
to their care plans and activities. However, they did not feel assured that everyone had a full understanding 

Requires Improvement
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of what they were signing for. The new care plans introduced recently were created in conjunction with 
people and were based on their communication style. We saw they had chosen pictures that meant 
something to them. This meant that staff could now enable the people to communicate their feelings and to
make choices.

The manager told us that staff had not always considered the issue of restricting people, for example locking
the sleep in room door and removing the fruit from the kitchen to that room to prevent people from 
accessing it at night. The manager has addressed this and part of the management review was a trial of a 
wake member of staff to see what support people needed at night.

Meal times were relaxed and not rushed and where appropriate people were encouraged to help with the 
process.  Meals for one person had been adjusted as they were at risk of choking for example fruit yoghurts 
instead of apples and oranges. Everyone had free choice of meals that were available and they were 
encouraged to eat a balanced healthy diet. We saw some people being supported to make a fried egg 
sandwich for their tea.

People had health support plans. These were detailed folders which included all of a person's medical 
history and detailed all the professionals who had already been involved in supporting the person with their 
health. For example, we found that speech and language therapists had been involved with people's care 
and their advice and guidance had been incorporated into people's care plans for staff to follow. Staff 
confirmed people regularly accessed healthcare services and confirmed regular check-ups with the GP and 
the dentist took place. 
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 Is the service caring?

Our findings  
Not all of the people who used the service were able to tell us about the care and support they received due 
to their complex needs. People that were able to communicate told us that staff treated them "nicely." We 
saw people approach staff with confidence and we noted interactions between staff and people who used 
the service that were warm and caring. We heard laughter and chat between staff and people who used the 
service. One person told us they had a good relationship with the staff and felt they looked after them well.

The staff and management were knowledgeable about people's individual needs which meant that they 
were able to support people in a way that made them feel safe, valued and cared for. Staff members were 
courteous and polite and treated people in a dignified manner throughout the course of our inspection visit.
If people required support with personal care, they were supported discreetly back to their rooms to receive 
the necessary care in private.

Staff were patient with people; for example, one person repeated what was said to them and took time to 
absorb information. They were ready at 4pm to be collected by a relative who was expected after 6pm. Staff 
told them what the time was and when the relative would be arriving, they also asked if they wanted to call 
them to make sure they were coming. This continued for some time and staff remained patient. 
Observations demonstrated people felt at ease and comfortable with members of staff.  

Staff knew the needs of people they were supporting and gave us examples of how they knew the likes and 
dislikes of people they supported. They responded to people differently dependent upon their needs and 
personalities. Some people were encouraged to be as independent as possible. We observed people being 
supported to make choices about their meals and how they wanted to spend their time. However, these 
choices were limited for those that needed staff support. The manager told us they felt this was due to 
staffing levels and staff 'not thinking outside the box'. Care plans did not show what activities and  pastimes 
people liked and activities were based on routine things like the local Wednesday club, the local café and 
the bank. People who were more independent or who had family support went out for lunch and to the 
pictures.

The manager had found that people were not actively involved in making decisions about their care and 
treatment. Where reviews of peoples care plans had taken place, there was no evidence people had been 
included in these reviews. Staff told us it was difficult to engage and involve people in relation to their 
support plans. However, the manager had rewritten the care plans and they now included pictures as well 
as words to describe what the person can do and what help they needed. For example one person struggled 
to get into the laundry due its size and their mobility aid but they were happy to fold their own clothes when 
dry.

There had been little attempt to gain people's views and involve them in the decisions on the running of the 
home. The manager told us more time would be spent involving people and establishing their views.

Requires Improvement
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 Is the service responsive?

Our findings  
It was clear some people's needs had changed in certain areas of their care provision, where the support 
plan had not been updated. The manager had put new care plans in place including a health passport.  A 
member of staff told us "There have been improvements for people living at the service with access to the 
kitchen for food and drink whenever they want it".

The manager had told us that they had discussed with people about having a small fridge in their rooms for 
their own food items. One person we spoke with confirmed this and said they would have to "Ask mum and 
dad – you know what parents are like."

There was a keyworker system at the home, a keyworker is a member of staff allocated to the person to offer
one to one time and ensure they have things they need, as well as having a more in depth knowledge of the 
person. However, one member of staff told us they were a keyworker for someone in the provider's other 
home around the corner but they had not been on the rota to work there for the last two weeks.

The manager had started assessing people's needs and due to concerns, had made referrals to social 
service's needs, capacity and financial affairs departments. They were concerned that the home was not the 
right placement for some people and that staffing needed to be addressed during the day and night. On the 
day of our inspection a trial had begun with a wake member of staff as well as sleep in to assess people's 
support needs at night. The manager realised that actions had been taken to lessen the risk of one person 
who was a choking risk to the detriment of others.  For example removing fruit to the sleep in room and the 
door had been locked. This decision had been made without information on what happened at night, as the
one member of staff at night was a sleep in.

Activities were not personalised and did not reflect people's preferences in terms of social activities. 
Recordings of daily activities showed there were few individual activities, which were people's choice. The 
manager was aware of this and stated she would be working to find individual activities which each person 
enjoyed. 
The service had a minibus which they shared with the home around the corner. However, there were not 
always drivers and no plan on how the minibus could be used to meet individual activities across both 
services without compromising someone's request. It was used to take everyone to the bank on the same 
day.

The provider had carried out a 'Fundamental Standards of Quality and Safety' audit over five days in 
January 2016. Several areas of concern were identified for example safety of the home and people living 
there, the environment, staffing and auditing. There was an action plan which the manager was responding 
to and adding to as the need arose. All the issues raised here have been included in the action plan.

Requires Improvement
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 Is the service well-led?

Our findings  
The registered manager for this service had not been working in the service for approximately ten weeks, 
and their time was split between this home and another of the provider's homes around the corner.  The 
provider had requested another of their registered managers to oversee both 9 Victoria Square and their 
home round the corner. 

The manager told us they were aware of the issues we identified during the inspection. They advised they 
were recruiting more staff to create a stable team, which they assured us would improve the quality of 
service provided to people. They advised us they felt there was some work to do to bring the staff team 
together and build up trust so staff would feel able to share their concerns or ideas for improvement with 
management.

A member of staff told us "I have been in this role for eight years but I feel I have only actually been doing my 
job for four weeks "The improvements have been "fantastic. I think the care plans are good and I am now 
involved in recruitment and I can challenge staff on poor practice".

A second member of staff felt changes in last few weeks were "frustrating" as they did not think they had 
been told why the changes had occurred. Although they did recall being told by the provider at a staff 
meeting that care was "institutional" which they categorically denied.

A third member of staff told us the changes were "positive" and they were extremely "optimistic".

The manager described some staff as "not thinking outside the box". One example of "not thinking outside 
the box" was that although people were encouraged to choose meals for the coming week the shopping 
was done by staff, and they did not go with people at the home. All foods were delivered to 9 Victoria Square
not to the two individual homes.

We were sent a copy of the Fundamental Standards of Quality and Safety' audit which was completed in 
January 2016 by a member of staff from the provider's quality assurance team. This looked at set areas 
including, all records pertaining to the people using the service, management of medicines, safeguarding, 
cleanliness and infection control, health & safety and environment and all records pertaining to staff. 

The end of the audit included an action plan, which gave timescales of when identified gaps needed to be 
completed. For example people's records to be person centred and up to date and written in a way they 
could understand and staff training and records to be updated.  The staff records we looked at were up to 
date and they had an index of what documents should be in there. We saw for example that some contracts 
had been signed in January 2016. Another example was of the personal evacuation plans (PEEP) which had 
been missing from each person's care plan record were now in place. The care plans had been personalised,
all records had been updated and written in way that was personal to the person.

Annual surveys with people, relatives and staff had not been undertaken to establish their views on the 

Requires Improvement
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quality of the service provided. Incidents and accidents were logged however; there was no overall analysis 
of this information. This meant it was not possible to establish if there were any patterns emerging or for 
there to be any learning from these events.

Record keeping in the service needed to improve. This had been identified in regards to the records of 
people in relation to support plans, risk assessments, health plans, activity planners and positive behaviour 
support plans. Records also needed to be improved in relation to the Mental Capacity Act and regarding 
complaints and incidents and accidents.

The provider had recognised in their audit that there had been a failure in systems and processes available 
to assess and monitor the quality of the service which would mitigate the risks relating to the health, safety 
and welfare of people. Their action plan and the management now in place sought to remedy this and we 
saw from the action plan and looking at records that a lot of work had been completed already. There was 
more to be done followed by the embedding of good practice and systems. The home is in a period of 
transition and the manager is working with staff to change the culture of the home.

There was a lack of systems and processes to monitor, evaluate and improve the quality and health and 
safety of the service.  This was a breach of Regulation 17 of the Health and Social Care 2008 (Regulated 
Activities) Regulations 2014. 
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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 did not take formal enforcement action at this 
stage. We will check that this action is taken by the provider.

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

Regulation 17 HSCA RA Regulations 2014 Good 
governance

Regulation 17(1)(a)(b(e) 

There was a lack of systems and processes to 
monitor, evaluate and improve the quality and 
health and safety of the service. 

This was a breach of Regulation 17 of the 
Health and Social Care 2008 (Regulated 
Activities) Regulations 2014. 

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

Regulation 18 HSCA RA Regulations 2014 Staffing

Regulation 18 (1) (2) (a)

People's needs were not always met by 
consistent numbers of competent, skilled and 
experienced staff. 

All staff had not received appropriate training 
or supervision to enable them to carry out their 
duties safely.   

This was a breach of Regulation 18 of the 
Health and Social Care 2008 (Regulated 
Activities) Regulations 2014. 

Action we have told the provider to take

This section is primarily information for the provider


