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Summary of findings

Overall summary

About the service: HF Trust – No 3 & 4a Milton Heights is a residential care home that was providing personal
care to five people with a learning disability at the time of the inspection.

Rating at last inspection: 

At the last inspection the service was rated Requires Improvement (published 15 March 2018). We asked the 
provider to complete an action plan to show what they would do and by when to improve the key questions 
of safe, responsive and well led to at least Good. At this inspection, the service remained Requires 
Improvement. This is the second consecutive time the service has been rated Requires Improvement. 

Why we inspected: 

This was a planned inspection based on previous rating.

People's experience of using this service: 

• The service was not consistently well led. The registered manager carried out quality assurance checks 
however, they had not identified the areas of concern found during this inspection.  
• People did not always receive safe care and support. Suitable control measures were not put in place to 
mitigate risks or potential risk of harm for people using the service.
• People were at risk of having their safety compromised. This was because safety checks such as fire drills 
were not taking place to ensure staff knew what to do in the event of fire. 
• Medicines were not always managed safely. 
• We found where people lacked capacity and were being deprived of their human rights that the principles 
of the Mental Capacity Act were not always followed. We made a recommendation that the provider refers to
current guidance.
• People's records had information on leisure and hobbies and how they were to be supported to take part 
in their interests and activities. However, feedback and records did not reflect these goals as being met. 
• There were enough staff with the appropriate training and support to give people the care and support 
they needed. 
• Recruitment arrangements were robust to ensure the right staff were recruited.
• People were protected by the provider's prevention and control of infection procedures.
• People were supported to access health care when needed and sufficient food and drink was available to 
people throughout the day. 
• We observed and received feedback that people were supported by kind and caring staff.  
• The service had been developed and was designed in line with the principles and values that underpin 
Registering the Right Support and other best practice guidance. 

Enforcement:
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Full information about CQC's regulatory response to the more serious concerns found during inspections is 
added to reports after any representations and appeals have been concluded.

Follow up:   
We will meet with the provider following this report being published to discuss how they will make changes 
to ensure the rating of the service improves to at least Good. We will re-inspect the service within our 
published timescales to see what improvements have been made. If any concerning information is received,
we may inspect sooner.
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The five questions we ask about services and what we found

We always ask the following five questions of services.

Is the service safe? Requires Improvement  

The service was not always safe.

Details are in our Safe findings below.

Is the service effective? Good  

The service was effective.

Details are in our Effective findings below.

Is the service caring? Good  

The service was caring.

Details are in our Caring findings below.

Is the service responsive? Requires Improvement  

The service was not always responsive.

Details are in our Responsive findings below.

Is the service well-led? Inadequate  

The service was not well-led.

Details are in our Well-Led findings below.
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HF Trust - No 3 & 4a Milton 
Heights
Detailed findings

Background to this inspection
The inspection:

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

Inspection team: One inspector. 

Service and service type: 

HF Trust – No 3 and 4a Milton Heights is a 'care home' registered to provide support to a maximum of five 
people. People in care homes receive accommodation and nursing or personal care as single package 
under one contractual agreement. The Care Quality Commission (CQC) regulates both the premises and the 
care provided, and both were looked at during this inspection. 

The service had a manager registered with the CQC. This means that they and the provider are legally 
responsible for how the service is run and for the quality and safety of the care provided.

Notice of inspection: This inspection took place on 27 February and 6 March 2019. The first day of the 
inspection was unannounced. 

What we did: 

Before the inspection the provider completed a Provider Information Return (PIR). A PIR is key information 
that providers are required to send us about their service, what they do well, and improvements they plan to
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make. This information helps support our inspections. We also looked at the notifications we had received 
for this service. Notifications are information about important events the service is required to send us by 
law. 

Not all people living at the service were able to fully share with us their experience of living at the home. 
Therefore, we sought the views of people who knew them well.  

We looked at two people's care and medicines records. We also reviewed four staff recruitment files 
including staff induction, supervision and training records. We reviewed a range of records relating to the 
management of the home including records of accidents, incidents and complaints, audits, surveys and 
quality assurance reports, checks to ensure a safe environment and a variety of policies and procedures 
developed and implemented by the provider. 

We spoke with the registered manager, operational development manager and three members of care staff. 
We also spoke briefly with one person in the service. Following the inspection, we contacted three relatives 
and heard back from two. We contacted three health and social care professionals and commissioners 
involved with the home and received feedback from one.
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 Is the service safe?

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

Requires Improvement: Some aspects of the service were not always safe and there was limited assurance 
about safety. There was an increased risk that people could be harmed.

Following the last inspection in January 2018, we asked the provider to complete an action plan to show 
what they would do and by when to improve the key question Safe to at least Good. This was in respect of 
making improvements to identify, monitor and review risks to people to ensure their safety. We also asked 
action to take place to ensure people's medicines were safely managed. We asked that mandatory checks 
on the home's environments be carried out. At this inspection, we found not all appropriate action had been
taken as requested. 

Assessing risk, safety monitoring and management

● Not all people had assessments of risk associated with their care and support. For example, we saw a 
person with a health condition had support plans in areas such as personal care and leisure and hobbies. 
There was no mention of any risks associated with their health condition on their support plans. At the 
bottom of the support plan there was a section entitled 'Risks - Are there any risks which need managing 
within this support?' It was stated: 'No records for this section'. We were told that risk assessments were kept
separately to support plans but there was no signposting so all staff were made aware of associated risks. 
Therefore, not all had been done to protect people from potential harm during their care and support. 
Following the inspection, we were sent evidence that relevant support plans had been updated to reflect the
risks.  
● The service's approach to assessing and managing environmental and equipment-related risks was 
inconsistent. We found no record of any fire drills since the last inspection in January 2018. A staff member 
informed us that they did sleep in shifts twice a week but had never completed a fire drill. Following the 
inspection, we received notification that these had taken place but had been recorded elsewhere and we 
received no evidence of these. The registered manager informed us that two fire drills had been carried out 
since our inspection on the 27th February 2019. We looked at other environmental checks and saw that 
weekly checks were taking place on smoke detectors; fire doors and emergency lighting. The forms asked for
the date and time of check to be recorded but these details had not been recorded and were just marked 
with a tick. The lack of required monitoring in respect of monitoring safe practice around fire safety meant 
the provider could not be confident that people would be safe in the event of a fire. 

We were not assured that all reasonable steps had been taken to reduce risks associated with people's care 
and support. This was a continued breach of Regulation 12 of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014 Safe care and treatment

Using medicines safely

Requires Improvement
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● The registered manager was not clear about their responsibilities and role in relation to 'as and when 
required' (PRN) medicines. The provider's policy had not been followed in relation to non-prescribed 
medicines. This stated that PRN medicines could only be administered 'Where the GP has previously agreed 
the use of these remedies for the individual, having checked for contraindication and allergies and there is 
written evidence for this agreement' or 'Where the member of staff intending to administer the remedy has 
checked with a pharmacist that there are no contraindications to conditions or medications already being 
taken and that this advice has been recorded. There was no record of this in two people's records which 
meant that there was no evidence that purchased medicines had been checked for potential interactions 
with prescribed medicines with an appropriate healthcare professional before use. 
● Individual guidelines for PRN medicines had not always been followed. For example, one person's 
medicines had not been administered as instructed in line with medical guidance which could have 
increased the person's risk of harm.
● We saw in a person's records that a letter dated October 2018 had been received from their GP about 
seeking advice from another medical professional regarding continuing use of an over the counter 
medicine. We asked the registered manager about this who confirmed that this advice had not been sought. 
Following the inspection, we received evidence that this advice had been sought and agreed for all people in
the service using over the counter medicines.  

We were not assured that all reasonable steps had been taken to ensure the proper and safe management 
of medicines. This was a continued breach of Regulation 12 of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014 Safe care and treatment.

Learning lessons when things go wrong

● The provider's systems and processes that were in place to identify any learning following incidents had 
not been used consistently or effectively. For example, we reviewed an incident which had been 
investigated. The investigation had not considered if changes needed to be made to prevent future 
incidents.  
● The registered manager understood their responsibility to report all concerns in accordance with the 
provider's policy and procedures. 

Systems and processes to safeguard people from the risk of abuse

● Staff understood their role in protecting people from abuse. All staff had received training in safeguarding 
adults. The registered manager had a good knowledge of safeguarding and had raised issues with the Local 
Authority when concerns had been identified.
● Staff told us they were encouraged to discuss any concerns and were supported to do so by the registered 
manager.
● One person's relative told us, "No reason to feel they [person] are not safe".

Staffing and recruitment

● We looked at how the provider was recruiting new staff members. A range of pre-employment checks were
being completed prior to new staff members starting work. This included identity, reference and Disclosure 
and Barring Service (DBS) checks. Employers use DBS checks to review a potential employee's criminal 
history to ensure they are appropriate for employment. 
● There were enough staff with the appropriate training and support to give people the care and support 
they needed. During our visit to the home we saw that staff were meeting people's support needs.
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Preventing and controlling infection

● Staff had received training in preventing and controlling the spread of infection and had access to relevant
guidance and information.
● Staff followed effective infection prevention and control practice. Staff members confirmed that they had 
appropriate personal protection equipment like gloves and aprons available when supporting people.
● At this inspection the home appeared to be clean and tidy.
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 Is the service effective?

Our findings  
Effective – this means we looked for evidence that people's care, treatment and support achieved good 
outcomes and promoted a good quality of life, based on best available evidence

Good: People's outcomes were consistently good, and people's feedback confirmed this.

Ensuring consent to care and treatment in line with law and guidance

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

People can only be deprived of their liberty to receive care and treatment with appropriate legal authority. 
We checked whether the service was working within the principles of the MCA.

● We saw people had documentation about consent which had been given by unauthorised persons. There 
was no evidence of a capacity assessment in respect of the decision and no record of a best interest 
decision. For example, consent has been agreed for service user's photographs to be used on their behalf by 
relatives. 

We recommend that the provider refers to current guidance in respect of how consent should be sought in a 
way that meets legal requirements. 

● People were supported by staff that knew the principles of The Mental Capacity Act 2005 and people's 
rights to make their own decisions were respected. One member of staff told us, "I always provide choice 
such as clothing and food. However, I also encourage consideration if the choice of clothing may not be 
suitable for the weather conditions".
 ● Where people were being deprived of their liberty appropriate applications had been submitted to the 
local authority.

Assessing people's needs and choices; delivering care in line with standards, guidance and the law

● Assessments were personalised containing information and guidance specific to each person's needs and 
wishes.
● The service worked closely with other health and social care professionals to complete pre-assessments; 
which helped to ensure they were able to provide the right support and improve the quality of people's lives.
● Staff told us they received training and regular updates on changes to guidance or the law. This ensured 
they were providing best practice and effective care and support to people.

Good
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Staff support: induction, training, skills and experience

● Staff were knowledgeable about how to support people effectively and felt they received the appropriate 
training to support people's needs. A member of staff told us, "We have lots of training, either e-learning or 
face to face. I was observed when I administered medicines and have yearly updates".
● New staff completed an induction programme including shadowing staff delivering care, face to face and 
e-learning training and competency checks, before directly working with people. A member of staff said, "I 
was introduced to people and colleagues when I started. I read information on people and shadowed other 
staff for two to three weeks". 
● Staff received regular supervision with their line manager or the registered manager. Staff told us and 
records showed supervision supported staff in the continuing development of their skills, competence and 
knowledge. A member of staff said, "I find supervisions helpful". 

Supporting people to eat and drink enough to maintain a balanced diet

● People were encouraged and supported to participate in the choice and preparation of their meals as 
much as possible. 
● Staff were trained in food health and hygiene and promoted a balanced diet and encouraged people to 
drink fluids.
● Where necessary, people had been referred to dietitians to improve their health through their diet.

Staff working with other agencies to provide consistent, effective, timely care; Supporting people to live 
healthier lives, access healthcare services and support

● The service had effective links with health and social care services and advice had been sought from 
healthcare professionals where relevant, for example, epilepsy support. 
● People were supported to attend health related appointments, such as dentists and opticians.  

Adapting service, design, decoration to meet people's needs

● The home had been decorated since the last inspection. We saw that people's bedrooms reflected their 
individual preferences in how they were decorated and contained items of importance and interest to them.
However, the lounge was still quite sparsely decorated and did not have a homely feel to it. 
● Personalised technology helped people to maintain their independence and increase their safety. For 
example, bedroom finger print door locks, automatic curtains opening and closing, door sensors and a 
seizure monitor under a person's mattress.
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 Is the service caring?

Our findings  
Caring – this means we looked for evidence that the service involved people and treated them with 
compassion, kindness, dignity and respect

Good: People were supported and treated with dignity and respect; and involved as partners in their care.

Ensuring people are well treated and supported; respecting equality and diversity 
● Staff were motivated to provide care which was personal, kind and compassionate. Staff had developed 
caring and respectful relationships with people. A relative told us, "The staff always appear friendly and 
[person] seems to like all of them".
● The diverse needs of people using the service were met. This included individual needs that related to 
disability and gender. Staff received training regarding equality, diversity and human rights. 

Supporting people to express their views and be involved in making decisions about their care

● Care plans were completed with people to ensure they reflected people's wishes.
● The PIR stated that most of the staff had worked in the service for a number of years and had developed 
good relationships with the people they supported. Examples included, supporting people going into 
hospital, and staff ensuring that people were comfortable and not distressed in any way. 
● People were supported to keep in touch with their families. For example, one person was taken some 
distance on a regular basis by staff to maintain contact with their relative. 
● The service applied the principles and values of Registering the Right Support and other best practice 
guidance. These principles reflect the need for people with learning disabilities and/or autism to live 
meaningful lives that include control, choice, and independence. 
● People were involved in regular reviews of their needs to ensure the support and care they received was 
meeting their preferences and decisions. People's representatives and relatives were also involved, as 
appropriate, in line with information sharing and consent arrangements. A relative confirmed they were 
appropriately involved in reviews about their loved one's care and support. 

Respecting and promoting people's privacy, dignity and independence

● Staff supported people to be as independent as they could be for themselves. A member of staff told us, 
"We always try to promote independence where possible".
● People were treated with kindness and respect. We observed staff talking to people in a respectful way 
and showing genuine warmth.
● Staff respected people's privacy and dignity. A member of staff told us, "We always knock on doors and 
help people preserve their dignity during personal care".
● Personal records about people were stored securely and only accessed by staff on a need to know basis. 
Staff understood their responsibilities for keeping personal information about people confidential.

Good
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 Is the service responsive?

Our findings  
Responsive – this means we looked for evidence that the service met people's needs

RI: People's needs were not always met. Regulations may or may not have been met.

Following the last inspection in January 2018, we rated the key question Responsive as Requires 
Improvement. This was in respect of people's support plans not reflecting up to date information. At this 
inspection we found further improvements were needed to show how people's care had been delivered to 
meet their preferences. 

Planning personalised care to meet people's needs, preferences, interests and give them choice and control

● We were informed that people's individual goals were recorded on Support Planning Assessment and 
Records (SPARS), and were broken down into steps, progress monitored and recorded against. However, 
people's records contained minimal evidence to show how individualised care and people's preferences 
had been met. For example, a person's goal was described in their support plan but there was little evidence
about how this was being aimed for, or achieved. After the inspection we received feedback from the 
registered manager who said that after discussions with staff, in respect to the person's behaviours, that it 
had been decided in the person's 'best interest' that the goal would be taken off their support plan. There 
was inconsistent recording about what people were doing on a day to day or weekly basis. This meant it was
not evident that people were being provided with the opportunities to engage in activities or interests they 
had expressed an interest in. 
● We asked relatives for feedback and one person said, "I don't think [person] has the trips out they used to 
have. I have asked if [person] could perhaps have some social interaction with [person] but it doesn't seem 
to happen and most weekends if not with us, seem to spend a lot of time in their room, or doing 
housework". 
● A member of staff said they felt one person needed more encouragement to engage in activities and was 
not sure all was done that could be, to enable this to happen. 

We were not assured that all reasonable steps had been taken to ensure that records were accurate, 
complete and contemporaneous in relation to the care and support provided. This constituted a breach of 
Regulation 17 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 Good 
governance.

● We saw that people were accessing social activities during the inspection including going bowling. The 
registered manager said people were meaningfully engaged to avoid boredom and isolation but there was 
limited evidence about what people were doing.
● Providers of NHS care and publicly funded adult social care must follow the Accessible Information 
Standard (AIS). The standard aims to make sure that people are given information in a way they can 
understand to enable them to communicate effectively. Information was available in ways to support 
people's individual communication needs. Information was provided to people in a format that was 

Requires Improvement
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accessible to them, for example, information in easy read formats. 

Improving care quality in response to complaints or concerns

● Relatives were aware of the complaints procedure, however, they said they had no reason to complain. 
Staff were aware of their responsibilities in responding to, and reporting any concerns raised.
● Records showed complaints had been taken seriously and responded to with the outcome of appropriate 
action.

End of life care and support

● We saw evidence that the service had collected and recorded information in people's records to reflect 
their preferences in the event of their death. This ensured that people's views could be considered and 
acted upon in the future.
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 Is the service well-led?

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

Inadequate: There were widespread and significant shortfalls in service leadership. Leaders and the culture 
they created did not assure the delivery of high-quality care. Some regulations were not met.

Following the last inspection in January 2018, we rated this area as 'requires improvement'. We asked the 
provider to complete an action plan to show what they would do and by when to improve this key question 
to at least Good at the next inspection. At this inspection we found ongoing concerns in relation to the 
quality assurance systems and governance of the service. There were repeated breaches of the regulations.

Managers and staff being clear about their roles, and understanding quality performance, risks and 
regulatory requirements; Continuous learning and improving care

● The registered manager and provider had not operated systems effectively to assess, monitor and 
mitigate the risks to people's health, safety and welfare. There were failings in areas which should have been
addressed through the operation of robust systems of governance, audit and monitoring. For example, poor 
quality of records including risk assessments, safety of medicines and environmental risks. 
● The registered manager and provider had not ensured records reflected a complete and 
contemporaneous account of how people's care, treatment and support had been provided. 
● The registered manager had not consistently applied quality assurance processes consistently, and 
therefore, required improvements had not always been identified. The action plan from the last inspection 
stated all actions had been completed but we found evidence to demonstrate they had not been. For 
example, the action plan stated that, 'The weekly environmental safety checks will be carried out by the 
registered manager and the senior support workers. If they are designated to carry out the check and are 
unable to do so they must ensure that another member of staff carries out the check within 24 hours. 
[Registered manager] will ensure that there is no break in the carrying out and recording of these checks and
that any actions required are completed in a timely manner. We found these checks had not been recorded 
as stated.
● The registered manager and provider had been reactive to findings from our previous inspection, rather 
than proactive in identifying areas that needed improving. This meant it was not assured that the measures 
in place were robust enough to ensure ongoing monitoring and actions taken where identified. This meant 
that not all required improvements had been made to ensure the service was compliant with all regulations.
● The above issues were identified during the inspection but had either not been identified or addressed by 
the registered manager and provider. Therefore, compliance had not been achieved to improve the 
monitoring of the quality and safety of the service provided so that it could continually improve.  

There were insufficient and inadequate systems in place to monitor and improve the quality of the service. 
This was a continued breach of Regulation 17 of the Health and Social Care Act 2008 (Regulated Activities) 
Regulations 2014.

Inadequate
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Planning and promoting person-centred, high-quality care and support with openness; and how the 
provider understands and acts on their duty of candour responsibility

● From our observations and speaking with staff and the registered manager it was clear that there was a 
positive culture in the service with the values of person centred care.
● Staff felt supported by the registered manager and said there was good team work and staff morale. One 
staff member said, "We work well together. Everyone gets along. Communication has always been good 
between us". 
● The CQC sets out specific requirements that providers must follow when things go wrong with care and 
treatment. This includes informing people and their relatives about the incident, providing reasonable 
support, providing truthful information and an apology when things go wrong. The registered manager 
understood their responsibilities.

Engaging and involving people using the service, the public and staff, fully considering their equality 
characteristics

● People had opportunities to attend meetings, complete surveys or raise any comments during key worker 
sessions. 
● At the last inspection, we had feedback from relatives that communication could be improved. The action 
plan had stated that the registered manager would make contact with relatives to ask how communication 
could be improved. We asked the registered manager and they said that communication with families had 
improved. Following the inspection, we asked relatives for feedback and had a mixed response. One relative 
said, "I am still in the position of never getting any feedback. Having an update with an email, text or phone 
call would help us to understand why [person] can sometimes present as unhappy and why they are upset". 
Another relative said, "I get a call from staff every week to update me".
● Staff felt able to express their views and could contact the management for advice at any time. 
● Staff felt supported by the management team.
● The provider sent out annual surveys to all people and their relatives across the organisation to gain their 
feedback. 

Working in partnership with others

● The service worked with a number of external parties, including local health and social professionals. We 
contacted those we were given information for and heard back from a commissioner with feedback of their 
visit to the service shortly after the last inspection.
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The table below shows where regulations were not being met and we have taken enforcement action.

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

Regulation 12 HSCA RA Regulations 2014 Safe care 
and treatment

Not all reasonable steps were taken to reduce 
risks associated with people's care and support.

Not all reasonable steps were taken to ensure the 
proper and safe management of medicines.

The enforcement action we took:
A warning notice was issued asking what would be done to improve people's safety.

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

Regulation 17 HSCA RA Regulations 2014 Good 
governance

There were insufficient and inadequate systems in
place to monitor and improve the quality of the 
service.

The enforcement action we took:
A warning notice was issued asking what action would take place to improve the governance of the service.

Enforcement actions

This section is primarily information for the provider


