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Summary of findings

Overall summary

We undertook an announced inspection of Avant (Hillingdon) Healthcare Services Limited on 1, 2, 3, 4 and 8 
August 2017. We told the provider two days before our visit that we would be coming because the location 
provides a domiciliary care service for people in their own homes and staff might be out visiting people and 
we wanted to be sure someone would be available to assist with the inspection. 

Avant (Hillingdon) Healthcare Services Limited provides a range of services to adults in their own home 
including personal care in the London Borough of Hillingdon. At the time of our inspection approximately 90
people were receiving personal care in their home. The care had either been funded by their local authority 
or people were paying for their own care.  

At the time of the inspection the service did not have a registered manager was in post. A branch manager 
had been appointed for the service and would be applying as the 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 provider had a process in place for the recording of incidents and accidents but information relating to 
any actions taken had not been noted in the relevant paperwork.  The care plans and risk assessments had 
not been reviewed and updated if required following the incident.

Risk assessments were not developed to ensure specific risks related to each person were identified and 
guidance was not provided as to how to reduce identified risks. 

Care workers used a telephone based system to record their arrival and departure times to monitor the visits
but some care workers did not have travel times included in their rota for some visits and therefore did not 
always arrive or leave on time.

Care plans described the tasks required during each visit but did not identify how the person wished their 
care to be provided.

The provider had a range of audits in place but some of them did not provide appropriate information to 
enable them to identify any issues with the service and take action to make improvement. 

Records relating to care and people using the service did not provide an accurate and complete picture of 
their support needs.

The provider had a process in place for the administration of medicines but at the time of the inspection this
was not in line with guidance from the National Institute for Health and Care Excellence.
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The provider had an effective recruitment process in place. Care workers had received training identified by 
the provider as mandatory to ensure they were providing appropriate and effective care for the person using
the service as well as regular supervision with their line manager and annual appraisal.   

The provider had procedures in place in relation to the Mental Capacity Act 2005. The process in place to 
assess a person's capacity to make decisions relating to their care was being reviewed by the provider. 

Care plans identified if the person required support from the care worker to prepare and/or eat their meal. 

The provider would contact the relevant healthcare professional and the person's relatives if they identified 
a change in their health. 

People felt the care workers were kind and caring as well as respecting their privacy and dignity when they 
provided support. 

The care plan identified the person's religious and cultural needs as well as their preference in the gender for
their care worker.  

The provider had a complaints process in place and people receiving support from the service or relatives of 
people using the service knew how to raise a concern if they needed to.

The governance arrangements in place were not effective as they did not provide information identifying 
areas requiring improvement. There were positive comments from people using the service and staff when 
asked if they thought the service was well-led. There were equally many negative comments, which meant 
they did not think the service was always well-led. This meant a consistent quality of service was not being 
provided for all the people using the service. 

We found a number of breaches of The Health and Social Care Act 2008 (Regulated Activities) Regulations 
2014. These breaches relate to person-centred care (Regulation 9), safe care and treatment of people using 
the service (Regulation 12), good governance of the service (Regulation 17) and staffing (Regulation 18). 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  

Some aspects of the service were not safe.

Risk assessments were not always developed to ensure where 
specific risks related to each person were identified, guidance 
was provided as to how to reduce any possible associated risks. 

The provider did not always deploy care workers appropriately to
ensure people received visits at the time agreed with them and 
for the care workers to stay the full length of the visits.  

The provider had a process in place in relation to the 
administration of medicines which was not in line with guidance 
from the National Institute for Health and Care Excellence.

The provider had systems in place for the recording and 
investigation of incidents and accidents.

The provider had systems in place to protect people using the 
service. All care workers had completed safeguarding adults 
training.

The provider had a recruitment process in place and the number 
of care workers required to provide appropriate care for a person
was based on the assessment of the person's needs.

Is the service effective? Requires Improvement  

The service was effective.

Care workers had received the necessary training, supervision 
and appraisals they required to deliver care safely and to an 
appropriate standard. 

The provider had procedures in place in relation to the Mental 
Capacity Act 2005. The process in place to assess a person's 
capacity did not reflect the principles of the Act. 

If the person's health changed the provider would ensure the 
relevant healthcare professional was contacted.

Care plans identified if the person required support from the care
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worker to prepare/eat meals and care workers recorded how 
they supported the person in the record of each visit.

Is the service caring? Good  

The service was caring.

Care plans identified the person's cultural and religious needs as 
well as their preferences for gender of the care worker.

People we spoke with felt the care workers were caring and 
treated them with dignity and respect while providing care.

Is the service responsive? Requires Improvement  

Some aspects of the service were not responsive.

Care plans described the tasks required during each visit but 
these were not individualised enough to identify how the person 
wished their care to be provided.

An assessment of a person's support needs was carried out 
before home care started to ensure the person's care needs 
could be met.

The provider had a complaints process in place and people knew
what to do if they wished to raise any concerns.

Is the service well-led? Requires Improvement  

Some aspects of the service were not well-led.

Records relating to the care of people using the service did not 
always  provide an accurate and complete picture of their 
support needs as information was not consistently recorded.

The provider had a range of audits in place but some of these did
not provide appropriate information to identify areas of the 
service requiring improvement so these could be addressed. 

There were positive and negative comments from people using 
the service when asked if they thought the service was well-led. 
This meant a consistent quality of service was not being provided
for all the people using the service.
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Avant (Hillingdon) 
Healthcare Services Limited
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 was planned to check whether the provider is meeting the legal 
requirements and regulations associated with the Health and Social Care Act 2008, to look at the overall 
quality of the service, and to provide a rating for the service under the Care Act 2014.

This inspection took place on the 1, 2, 3, 4 and 8 August 2017 and was announced. The provider was given 48
hours' notice because the location provides a domiciliary care service and we needed to be sure that 
someone would be available. 

One inspector undertook the inspection and an expert-by-experience carried out telephone interviews of 
people who used the service and relatives. An expert-by-experience is a person who has personal experience
of using or caring for someone who has used this type of care service. The expert-by-experience at this 
inspection had personal experience of caring for older people.  

Prior to the inspection we reviewed the notifications we had received from the service, records of 
safeguarding alerts and previous inspection reports. Registered providers need to send notifications to the 
CQC about certain changes, events and incidents that affect the service or the people who use it.

During the inspection we spoke with the operations manager, managing director, a non-executive director 
and the human resources and training manager. We reviewed the care records for six people using the 
service, the employment folders for five care workers, training records for all staff and records relating to the 
management of the service. We also contacted by telephone 10 people who used the service and six 
relatives. We sent emails for feedback to 25 care workers and received comments from two.
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 Is the service safe?

Our findings  
We asked people if the care workers arrived at their homes on time and if the care workers were going to 
arrive late if they contacted the person to let them know. People told us there were issues with a lack of 
continuity of timing of the visits and the care workers who attended especially at the weekends. Some 
people told us they had raised these issues with the provider and there had been improvements over the 
previous year. Two people told us about recent missed visits at a weekend which they had contacted the 
office about. One relative said "The agency was apologetic."   

People commented "If they are late they call" and "'The staff come too early or late." Comments from 
relatives included "I know Sundays are a problem the regular girl is off, she works hard and is entitled to 
that. The one that covers has a decent bus ride; I know I used to work over her area, for the last Sundays she 
has not arrived. The agency know about it" and "Sometimes they a bit late, there's usually an excuse, I had a 
little word with them, it's got better, they are supposed to ring but they don't ." We also asked people and 
relatives if the care workers who visited them stayed for the agreed length of time. People felt their care 
workers often stayed longer and helped them with extra tasks if asked.

During the inspection we reviewed the records for the electronic call monitoring system (ECMS). This system 
was used by care workers to record their arrival and departure time for each visit. We looked at the time 
sheets for all the visits completed on the 22 July 2017 and 25 July 2017. We then reviewed the timesheets for 
10 care workers we had identified having a level of visits which were made earlier or later than scheduled.  
We saw of the six care workers who completed visits on 22 July 2017 one care worker had at least one 
occasion where a visit was scheduled without any travel time from another visit. From the nine care workers 
who completed visits on 25 July 2017 we saw one care worker had at least at least one occasion where 
travel time had not been identified between two visits. This meant the time they either left one visit or the 
time they arrived at the next visit would be affected and could impact on the care provided. The provider did
not always deploy care workers appropriately to ensure people received visits at the time agreed with them 
and for the care workers to stay the full length of visits.

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

The provider had a range of risk assessments in place but some people did not have assessments that 
responded to specific risks identified through their referral and needs assessment. Risk assessments were 
completed for moving and handling, medicines, the person's home and any specific tasks to be carried out 
for example housework and shopping.  During the inspection we looked at the records for six people and we 
saw five people had risks identified which had not been addressed through a risk assessment plan. These 
risks included epilepsy, diabetes, dizziness and use of alcohol and drugs.  

As risk assessments plans had not been completed in relation to some of the specific risks identified for each
person, guidance had not been provided for care workers as to how to reduce any possible associated risks 
when providing care.  

Requires Improvement
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This was a breach of Regulation 12 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 
2014

The provider had a policy and procedure in place in relation to the administration of medicines. The 
registered manager explained they were following the medicines policy of the Local Authority which 
commissioned the majority of the care packages provided by the service. This policy required care workers 
to only complete a medicines administration record (MAR) chart for medicines provided in their original 
packaging and any liquid medicines such as eye drops. If medicines were provided in a blister pack by the 
pharmacy the care worker only had to record the medicines had been administered in the record of care 
they completed at each visit. They did not need to record which medicines had been administered. This 
process was not based upon guidance on administration of medicines for adults in the community provided
by the National Institute for Health and Care Excellence (NICE) which states there should be a record of 
medicines support given to a person for each individual medicine on every occasion. The registered 
manager told us that from the 1 August 2017 they were introducing MAR charts for the administration of all 
medicines in line with the NICE guidance.  

During the inspection we looked at the MAR charts completed for two people who received medicines from 
original packaging, eye drops or had a cream applied. We saw labels provide by the pharmacy were used to 
identify each prescribed medicine with the dosage and frequency for administration clearly indicated. 

We asked people who used the service if they felt safe from abuse or from harm when they received care in 
their home. They told us they felt safe when they received care and their comments included "Yes I feel safe",
"They are nice girls, I feel safe, they help me out of the shower I'm weak on my legs, they dry me and put 
cream on, I have one particular girl, they do whatever in the kitchen, they always help me out", "Yes I feel 
safe, they do little jobs to help me. I have no concerns about the service" and "Yes I feel safe, all thumbs up." 

Relatives commented "I have no concerns about the regular carers but keep a close eye on the new staff", 
"Yes I feel safe when they working with my family member but I insist that the door is kept open so I can 
watch. There are no problems", "

We saw the provider had effective policies and procedures in place so any concerns regarding the care being
provided were responded to appropriately. During the inspection we looked at the record for one 
safeguarding concern that had been raised. We saw the records included details of the concern, any 
correspondence, the outcome and any actions taken. Records indicated that all care workers had 
completed training in relation to safeguarding vulnerable adults.

The provider had a contingency plan in place to ensure the service would continue to provide care if there 
was an emergency or a situation which meant they could not work out of their office facilities. 

The provider had a process in place for the reporting and investigation of incidents and accidents. The 
operations manager explained information about an incident or accident was recorded on the 
computerised system with details of what happened and what actions were taken. During the inspection the
operations manager told us there had been no incidents and accidents involving people using the service so
we were unable to review any records.  

The provider had appropriate recruitment processes in place which meant checks were carried out on new 
care workers to ensure they were suitable and had the necessary skills to provide the care required by the 
people using the service.  During the inspection we looked at the recruitment records for five care workers 
and we saw all the required paperwork was in place. This included requesting up to three references with a 
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minimum of two references from previous employers. Character references would be requested if the 
applicant had a limited work history. The human resources manager told us the role was discussed with any 
applicants on the telephone to see if they had any previous experience. A Disclosure and Barring Service 
(DBS) check in relation to checking for criminal records was carried out before the new care worker started 
working in the service. If a positive criminal record was identified from the application form the provider 
asked the applicant to complete a statement describing any disclosed offences while the DBS check was 
being requested. A risk assessment would then be carried out to ensure people using the service would not 
be at any risk from the applicant if they provided care.    

During the inspection we looked at the recruitment records for five care workers and we saw all the required 
paperwork was in place. This meant that checks were carried out on new care workers to ensure they had 
the appropriate skills to provide the care required by the people using the service. 

We saw the number of care workers required to attend each visit was identified from the referral information
provided by the local authority. This was also discussed with the person using the service and relatives 
during the initial assessment to ensure the information was accurate. The number of care workers was also 
checked as part of the review of the care plans in case the person's support needs had changed. 

The provider had appropriate processes in place in relation to infection control.  The care workers were 
provided with appropriate equipment including aprons and gloves to use when providing support. The care 
workers had also completed training in relation to infection control as part of their induction.
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 Is the service effective?

Our findings  
The Mental Capacity Act 2005 (MCA) provides a legal framework for making particular decisions on behalf of 
people who may lack the mental capacity to do so for themselves. The Act requires that, as far as possible, 
people make their own decisions and are helped to do so when needed. When they lack mental capacity to 
take particular decisions, any made on their behalf must be in their best interests and as least restrictive as 
possible.

People can only be deprived of their liberty so that they can receive care and treatment when this is in their 
best interests and legally authorised under the MCA. We checked whether the service was working within the
principles of the MCA.

We saw the needs assessment and care plan had a section which had a question relating to the capacity of 
the person. This was not a full assessment of the person's capacity relating to a specific area of their life. We 
asked the operations manager  how they assessed if a person had capacity and they told us if the person 
could not understand or follow the discussion regarding the care to be provided they assessed them as not 
having capacity. 

If a person was identified in the needs assessment as having capacity they were asked if they wanted their 
next of kin to be involved in agreeing their care plan and the name was recorded on the form. 

If the person had been assessed as not having capacity there was a question identifying if a Lasting Power of
Attorney (LPA) was in place. A Lasting Power of Attorney in health and care matters legally enables a relative 
or representative to make decisions in the person's best interest as well as sign documents such as the 
support plan on the person's behalf. 

During the inspection we saw the care plan for one person which indicated they did not have capacity but a 
full capacity assessment records had not been completed and did not take into account that capacity is 
decision specific. The records showed that there was no LPA or guardianship order in place but named a 
relative as making the decisions regarding care. The records also stated the person was unable to sign the 
care plan due to the lack of capacity. There was no record of a best interest decision being made in relation 
to decisions relating to care being made. 

We discussed the MCA with the operations manager during the inspection and how a person's capacity to 
make decisions in relation to specific issues and they confirmed they would be developing a new 
assessment process.

One person we spoke with told us "I think the staff needed more training about how to operate the 
microwave." During the inspection we looked at the care plans for six people and we saw some of them did 
not include information on the person's nutritional needs. This was raised with the registered manager who 
confirmed this would be reviewed. The information relating to the care activities for each visit identified if 
the care workers were required to prepare meals for the person or if this was carried out by a relative and if 

Requires Improvement
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the care worker needed to assist them to eat. Care workers would record if they supported the person with 
food in the records completed at the end of each visit.

When asked if they thought the care workers that visited them had the appropriate training and skills to 
provide their care, one person commented "The regular ones definitely have the right training, one can 
manage my family member, she don't stand no nonsense from him. "

The human resources manager told us new care workers completed a five day induction course which was 
run in the office by an external provider. The new care workers completed the Care Certificate during the first
four days. The Care Certificate identifies specific learning outcomes, competencies and standards in relation
to care staff new to health and social care. On the fifth day they completed practical training which included 
moving and handling and medicines administration with assessments of their competency. They also 
discussed the policies and procedures put in place by the provider.  

Following the induction the human resources manager explained new care workers completed up to 20 
hours shadowing an experienced care worker and then being observed to assess their competency. A form 
recording the shadowing sessions was completed and the new care worker was assessed by the 
experienced care worker and a field based manager.   

Care workers completed annual refresher training based upon the induction including moving and 
handling, safeguarding adults and infection control. Other training related to the specific support needs of 
people using the service was also provided including helping a person to eat and dementia. 

Following the three month probation period care workers completed four monitoring checks per year which 
consisted of face to face meetings, spot checks observing the care worker on a visit and an annual appraisal.
In addition there were two checks carried out by the human resources staff to ensure all the care workers' 
employment paperwork was up to date and to discuss with the care worker if they had any concerns or 
training needs.  New care workers were also offered the opportunity to complete a level two or level three 
Qualification and Credit Framework (QCF) course in health and social care once they had completed the 
probation period. 

During the inspection we saw records for five care workers which confirmed they had completed their 
induction training, Care Certificate and shadowing assessment in line with the provider's procedure. 
Records also indicated the care workers had regular spot checks and supervision meetings with their field 
based manager. Where the care worker had been in post long enough they had also completed an annual 
appraisal.  

The care plans provided the contact information for the person's GP, district nurse and other healthcare 
professionals involved in their care. The care plan also identified the pharmacy that dealt with the person's 
prescriptions. If care workers identified the person's health needs had changed it would be recorded in the 
record of care completed at each visit and they would contact the office as soon as possible. The office staff 
would then ensure the person's family were aware if the change in health needs and the relevant healthcare 
professional would be contacted.
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 Is the service caring?

Our findings  
We asked people using the service if they were happy with the care and support they received. They told us 
"Yes we have a joke", "I have a mixture of people I love it", "The carer is like my best friend, service is perfect",
"There are so many of them a couple of regular ones, I like them to make the bed properly, I'm keen on order
and tidiness" and "Nice girls. We have a joke together." Relatives told us "They are all very nice, very young, 
we have one or two favourites the older ones, they are very pleasant some more than others" and "We have 
no complaints about the carers themselves, they do everything and are very professional. " 

People commented to us that they felt the care workers treated them with dignity and respect when they 
provided care. One person commented "My care worker talks to me and we arrange the things I do for the 
week, we write them down." A relative said "The care workers treat my family member with respect, very 
much so."  One relative told us the care workers did talk about other people they visits but did not mention 
any names but as the visits were in the local area the relative knew who the care worker was referring to. We 
asked care workers how they maintained the dignity of the person when they provide support. One care 
worker said "To maintain people's dignity and privacy I do not disclose their personal habits or private 
details to anyone."

People told us they felt care workers were kind and caring when they received support. People commented 
"I'm lucky with my carers they are lovely" and "The girls are very kind to me. Everything is alright." We also 
asked relatives their view and they told us "Yes they are kind to us, they like coming here, I'm there with 
them", "As far as I can see they are kind and caring" and "They are kind to him."

We asked people using the service if they felt the care workers supported them in maintaining their 
independence. People told us they felt the care workers helped maintain their independence when they 
provided care. One person commented "They help me do as much as I can. 'We do ok." Relatives 
commented "They give him a flannel and a toothbrush to use", "They assist my family member to the 
bathroom, see he is safe in his chair and see to his breakfast" and "They try to encourage him, they do what 
they can." The care plans we looked at identified when the person could complete an activity independently
and when a care worker needed to provide additional support. 

In  regards to whether people had the same care worker or if they regularly changed they told us they had 
regular care workers and they valued seeing them during each visit.  Relatives commented "The service is a 
lot better than a year ago but occasionally staff come who my family member and I don't know and they 
don't know what to do, I just tell them", "My family member's  regular carer is brilliant, he will bring in some 
milk if we run out, if I ask him", "My family member's carer is first class" and 'They have sent a chap I'd never 
seen before, it wasn't his fault, but he did well ten out of ten'.

We saw the care plans identified the person's cultural and religious needs as well as the name they preferred
the care workers to call them by. Care workers were provided with information about the personal history 
for some of the people they were supporting where the information was available. This meant care workers 
had information so they were aware of people's cultural or religious needs that could affect the way care 

Good
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should be provided. We saw from the rotas that the person's preference for the gender of the care worker 
was respected.
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 Is the service responsive?

Our findings  
People using the service had a care plan in place that had been regularly reviewed but some of them did not
always identify how the person's wishes and preferences had been accounted for in their care and support. 

The sections of the care plans related to each visits provided information which was focused on the tasks 
which needed to be completed during that visit. The information did not identify how the person wanted 
their care provided for example the care plan would say the care worker should help with personal care but 
did not include any specific information on how the person wanted this care provided. The operations 
manager told us they were providing training on producing care plans which identified people's wishes in 
relation to how their care should be provided.   

We saw care workers completed a record for each visit to the person they provided care for. Some of the 
communication records we looked at during the inspection were focused on the care tasks completed 
during each visit and not the person. The information as also duplicated from other records and not 
specifically related to that days visit. A relative told us "I think that the file should have a cover on it so that 
the carers had to write down what they had done rather than 'copy' the previous entry." These records were 
kept in a file in the persons house.

This meant the records did not provide accurate information to ensure people received person centred care.

This was a breach of Regulation 9 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 
2014

People using the service and relatives were asked if they were involved in the decisions regarding their care 
and support needs. One person commented "There's not a lot to discuss its all routine" and relatives told us 
they felt involved in the decision making regarding the care provided. 

During the inspection we saw detailed assessments of the person's care needs were completed before visits 
started in their home. This assessment identified what care the person required, their health issues and 
other support needs. The information from the local authority referral as also reviewed as part of the 
process. A checklist was used by the field based managers to ensure they provided appropriate information 
including how the care would be provided and the complaints process. The information from the 
assessment was added to the electronic records system and was used to develop the care plan and risk 
assessments.

The operations manager told us before the start of a new care package the person would be contacted to 
confirm the name of the care workers who would be visits and the time they would arrive. The person would 
also be contacted by telephone after the first visit to ensure their care needs had been met or if any changes 
were required to the care plan.

All the people and relatives we spoke with confirmed they knew who to refer a complaint to at the office. 

Requires Improvement
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One relative told us "Yes they made sure we all had the complaints procedure at the forum." 

The provider had a policy and procedure in place in relation to complaints. People were given information 
on how to raise a concern or make a complaint when they started to receive care from the service. We 
looked at the records for five complaints that had been received and resolved. The records included details 
of the complaint, copies of correspondence, any investigation and the outcome with any actions taken.
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 Is the service well-led?

Our findings  
During the inspection we found records relating to the care offered to people did not provide an accurate, 
complete and contemporaneous record for each person using the service 

The general risk assessment for one person stated a moving and handling assessment should be carried out 
but this was not on the computerised system.

The first section of the care plan for another person identified that they should be given a nutritional 
supplement drink during the visits. We saw the rest of the care plan including section on nutrition stated the 
drink should no longer be given.

The start of the care plan for another person stated they could suffer from dizziness but this information was
not included in the risk assessments and the description of the care to be provided. This meant care workers
were not aware of a how the issue of dizziness could impact on how the care should be provided. 

As part of the computerised records system care workers could use their phone to securely access a 
summary of information relating to the person and the care to be provided. We saw these records did not 
indicate when the information was added and by whom. This meant there was no way of identifying if this 
information was up to date and accurate. We saw some of the summary information did not correspond 
with the information in the most recently reviewed care plan. The computerised system also included the 
times visits should be carried out but some of these records did not match the information on the 
timesheets.  

The issue with the accuracy of the records meant the provider could not ensure people received the 
appropriate care they required.

The provider had a range of audits in place but some of these were not effective because these had not 
identified the areas for improvement that we found during our inspection.

The registered manager showed us a spread sheet used to audit the records of people using the service to 
ensure the records were in place and up to date. We identified instances where the records relating to 
people using the service did not provide accurate and up to date information regarding the person's support
needs or the care provided. The audit system in place was only used to identify that the required documents
were in place and not if they were accurate. This meant the provider did not have a suitable process in place 
to assess the quality of people's care records so any shortfalls could be identified and addressed.

The MAR charts were audited by the field based manager and if they identified an issue with the way the 
care worker had completed the MAR chart they would write on the MAR chart what action they had taken to 
resolve the issue. We also saw they had written in record boxes which the care workers had left blank when 
they had not recorded the administration of a medicine. The actions taken following the MAR chart audits 
were not recorded elsewhere to monitor any possible trends or recurrent issues. The operations manager 

Requires Improvement
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explained a new medicines audit system was to be introduced in August 2017 with a separate form to record
the actions taken if any issues were identified with the completion of the MAR charts. 

The communication books used by care workers to record the care provided during each visit were also 
audited by the field based manager. Any issues and actions identified were recorded in the communication 
book which was being audited and was not noted elsewhere. The registered manager confirmed a new 
audit record sheet was being introduced to record any issues and the action taken to resolve.

An audit of late visits was carried out by selecting random records and an email was sent to the relevant staff
to identify the reason for the late visit and complete any required actions. The registered manager 
confirmed there was no central record made of the findings of this audit so that any trends and patterns 
could be identified and addressed. 

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

All the people we spoke with confirmed they knew who to contact at the office if they had any questions in 
relation to their care with some people telling us they knew the office staff by name. People's comments 
included "The office are alright when I can get through to them" and "I frequently spoke to the office who 
would address my issues." Relatives told us when they raised concerns with the office staff they responded 
quickly and appropriately. One relative told us they had asked for a different care worker and the office staff 
had respected this request and they now had no concerns regarding their family members current care 
workers. 

During the inspection we asked people using the service if they felt it was well-led. We received both positive
and negative comments. The majority of people had a positive experience of the service and were happy 
with the interaction between them, care workers and office staff. Other people had identified improvements 
had been made but other people identified there were still areas for improvement. They commented "The 
service is perfect, top notch", "I have no complaints", "I'm not so sure it's well run", "Alright, they are" and 
"They are useless I don't think it will change, I wouldn't recommend".  We also asked relatives if they felt the 
service was well-led. They told us "It's got better with the new field manager", "They are pretty good, I 
suppose they are ok. They manage to have it under control", "Not how I would run it but better than last 
year, if it was not working I would go to Social Services but it's lots better", "It seems to be now, it has got 
better, we are ok now, no improvements needed" and "It could be better, needs improvement, they have 
pulled their socks up now other staff have been brought in, that's got to be a positive." 

The provider also had other systems in place to monitor the quality of the care provided. 

An audit of the complaints received was completed quarterly which included any trends in the concerns 
received and identified any people how had made a complaint more than once and this person would then 
have their care monitored more closely to prevent any reoccurrence of the issues raised. 

Checks were also carried out to monitor the number of people identified as not having capacity during their 
needs assessment. An audit was also completed to identify the number of people using the service whose 
visits may have been temporarily suspended and the reason why which could include an admission to 
hospital.

The percentage of visits during which the care workers used the ECMS correctly to record their arrival and 
departure times was also recorded and discussed during supervision meetings. 
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The computer based record system issued reminders to the field based managers when a person's care plan
and risk assessments were due to be reviewed. Alerts were also sent when a care worker was due to attend 
supervision or have a spot check carried out. 

We saw regular telephone reviews and customer spot checks were carried out and the information was 
recorded on the computer based records system. If any issues were identified during the telephone call or 
review visit a complaint would be created on the system and this would be investigated with relevant action 
taken. Information on any action taken and outcomes would be recorded on the system. 

We asked care workers if they felt supported in their role and if they felt the service was well-led. A care 
worker told us they had an issue with another care worker they were allocated to do visits with and they 
informed the office. The office staff reorganised the rota and allocated a different care worker for calls 
requiring two care workers. The care worker commented "This showed that they make their workers 
wellbeing a priority as well." 

The provider had systems in place to enable people using the service and their relatives to comment on the 
quality of the care they received. A questionnaire was sent to people using the service and their relatives 
twice a year. We saw the results of the recent questionnaires received from people using the service where 
35 questionnaires had been completed. The majority of people who responded were happy with the care 
they received from the service. 

We asked people if they felt the information they received from the provider was clear and easy to 
understand. People and relatives we spoke with confirmed the range of information provided by the service 
was clear and easy to understand. 

The people using the service told us the provider had introduced in senior staff to address any problems 
with the service and had started a forum to hear people's views and address their concerns which it was to 
be held every three months to measure progress. They said this was appreciated as was the regular E mails 
including a rota of carers who would be visiting that they received. 

The operations manager told us a customer forum was held in May 2017 for people using the service and 
relatives from the three services run by the provider could meet and discuss the care they received and any 
other issues. The meeting was attended by mostly people who received care from another one of the 
services. The operations manager explained they are now arranging separate forums for people from each 
service which are local to them. A regular newsletter was sent to people using the service, their relatives and 
care workers which included general news relating to health and social which may affect the people using 
the service and other information about the service provided. 

The operations manager told us they had arranged for a person using the service to take part in interview 
panels for new care workers. They are also considering attending a companywide meeting to feedback to 
staff on their experiences.    

The provider kept up to date with best practice through membership of professional bodies such as the 
UKHCA and Skills for Care and attending any training courses or forums organised by the local authority.

We asked people if they felt the information they received from the provider was clear and easy to 
understand. Most people we spoke with told us the information was easy to read and clear. 
People using the service were given a 'customer guide' which included a profile of the provider, their aims, 
how the care would be delivered, how to make a complaint and the standards people could expect from the
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service. This meant people using the service were made aware of the provider's aims, what to do in an 
emergency and standards of care provided as identified by the provider.

Care workers were sent monthly policies, procedures, best practice and other important information 
through an email system. They could also access this information at any time electronically to ensure they 
could keep up to date with best practice and policies.     

Regular meetings were held for care workers both at branch level as well as sub team level with their field 
based manager. We saw notes were produced for each meeting and these were circulated to care workers. 
The meeting included information from the provider as well as giving care workers an opportunity to discuss
the people they support and other questions they may have about the care provided. 

The registered manager told us there were regular meetings between senior staff and care workers to gain 
their feedback on their working environment and concerns they may have. Senior staff at the service 
attended monthly meetings to discuss how the service could be rated as Outstanding by the CQC. There 
were monthly meetings with all the managers and weekly meetings for field based managers and other 
office based staff. This meant all staff received regular updates in relation to good practice to help them 
provide a satisfactory standard of care and support to people who use the service.
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The table below shows where regulations were not being met and we have asked the provider to send us a 
report that says what action they are going to take.We will check that this action is taken by the provider.

Regulated activity Regulation
Personal care Regulation 9 HSCA RA Regulations 2014 Person-

centred care

The care and treatment of service users did not 
always meet their needs or reflect their 
preferences.

Regulation 9 (1)

Regulated activity Regulation
Personal care Regulation 12 HSCA RA Regulations 2014 Safe 

care and treatment

The registered person did not always ensure 
care was provided in a safe way for service 
users.

Regulation 12 (1)

Regulated activity Regulation
Personal care Regulation 17 HSCA RA Regulations 2014 Good 

governance

The registered person did not have an effective 
system in place to assess, monitor and improve 
the quality and safety of the services provided 
in the carrying on of the regulated activity 
(including the quality of the experience of 
service users in receiving those service) 
Regulation 17 (2) (a)

The registered person did not have an effective 
process in place to assess the specific risks to 
the health and safety of services users and do 
all that is reasonably practicable to mitigate 
any such risks. 

Action we have told the provider to take

This section is primarily information for the provider
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Regulation 17 (2) (b) 

The registered person did not have an effective 
system in place to maintain an accurate, 
complete and contemporaneous record in 
respect of each service user, including a record 
of the care and treatment provided to the 
service user and of decisions taken in relation 
to the care and treatment provided. 
Regulation 17 (2) (c)

Regulated activity Regulation
Personal care Regulation 18 HSCA RA Regulations 2014 Staffing

The provider did not always ensure there were 
sufficient numbers of suitably qualified, 
competent, skilled and experienced persons 
deployed.

Regulation 18 (1)


