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Summary of findings

Overall summary

About the service

St James Mews is a care home providing personal care and accommodation for up to nine people. The
service provides support to autistic people and/or have a learning disability. At the time of our inspection
there were nine people using the service.

The service is separated into two separate living parts, Mews 1 and Mews 2. The service was situated behind
a secured gate.

People's experience of using this service and what we found

We expect health and social care providers to guarantee autistic people and people with a learning disability
the choices, dignity, independence and good access to local communities that most people take for
granted. Right support, right care, right culture is the statutory guidance which supports CQC to make
assessments and judgements about services providing support to people with a learning disability and/or
autistic people.

People were not supported to have maximum choice and control of their lives and staff did not support
them in the least restrictive way possible and in their best interests; the policies and systems in the service
did not support this practice. The service was not always able to demonstrate how they were meeting some
of the underpinning principles of Right support, right care, right culture.

Right support

The service had not always supported people to make decisions that followed best practice in decisions
making. For example, the kitchen was sometimes locked, and people were unable to access the kitchen
freely. People who needed their medicine covertly did not have best interest decision meetings to ensure
that decisions were being made for the right reasons.

The service did not always give people care and support in a safe and well-maintained environment. For
example, there was broken flooring causing a trip hazard and a broken electrical box which a person told us
had fallen on their head.

People had a choice about their living environment and were able to personalise their rooms.

Staff supported people to take part in activities, however this was not always recorded accurately and
efficiently.

The service could support up to nine people and was located on site with another care home. The model of
the service does not reflect the Right Support, Right Care, Right Culture guidance

Right care
The service did not have enough staff who were appropriately skilled to people's needs and keep them safe.

Some people had individual ways of communicating such as Makaton (a form of sign language), staff told us

2 St James Mews Inspection report 21 October 2022



that they needed more training in this and more frequently to be able to communicate with people more
effectively.

People were able to take part in activities and pursue interests that were tailored to them. For example, one
person really liked horse riding and staff were able to support them to do this weekly. Also, another person
enjoyed going to the gym and staff were able to support them to access the local gym.

Right culture

People did not always receive good quality care, support and treatment because staff were not always
trained to support people's specific needs. There was a lack of oversight from senior management regarding
quality assurance within the service. Risks to people's health were not always identified. No guidance had
been provided to staff about how to support people with other risks. Risks relating to the environment had
not been mitigated to keep people safe. Following the inspection, the service provided us with evidence that
a system was in place to analyse incidents and accidents. However, the service had not consistently and
correctly submitted notifications to CQC.

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

Rating at last inspection
The last rating for this service was good (published 25 January 2019).

Why we inspected
The inspection was prompted in part due to concerns received about staffing, medicines and Infection
prevention and control. A decision was made for us to inspect and examine those risks.

We found evidence during this inspection that people were at risk of harm. Please see the Safe, Effective and
Well-led sections of this full report.

Immediately following the inspection, we asked the provider for assurances about the immediate actions
they were taking to address the most serious risks. This included concerns about the management of
epilepsy, choking risks, diabetes management and constipation management.

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

You can read the report from our last comprehensive inspection, by selecting the 'all reports' link for St
James Mews on our website at www.cqc.org.uk.

Enforcement and Recommendations

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

We have identified breaches in relation to the service not keeping people safe from harm or abuse and
inadequate risk assessments and guidance for staff about risks to people. We also identified that staff had
not undertaken the required training to support people effectively and safely and people's needs had not
been properly assessed prior to moving into the service. There was a failure to follow the legal framework to
obtain people's consent to care being provided. The registered provider had failed to effectively monitor
and improve the quality of the service.

Follow up
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The overall rating for this service is 'Inadequate' and the service is therefore in 'special measures'. This
means we will keep the service under review and, if we do not propose to cancel the provider's registration,
we will re-inspect within 6 months to check for significant improvements.

If the provider has not made enough improvement within this timeframe. And there is still a rating of
inadequate for any key question or overall rating, we will take action in line with our enforcement
procedures. This will mean we will begin the process of preventing the provider from operating this service.
This will usually lead to cancellation of their registration or to varying the conditions the registration.

For adult social care services, the maximum time for being in special measures will usually be no more than

12 months. If the service has demonstrated improvements when we inspect it. And it is no longer rated as
inadequate for any of the five key questions it will no longer be in special measures.
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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?

The service was not safe.

Details are in our safe findings below.

Is the service effective?

The service was not effective.

Details are in our effective findings below.

Is the service caring?

The service was not always caring.

Details are in our caring findings below.

Is the service responsive?

The service was not always responsive.

Details are in our responsive findings below.

Is the service well-led?

The service was not well-led.

Details are in our well-Led findings below
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Detailed findings

Background to this inspection

The inspection

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

As part of this inspection we looked at the infection control and prevention measures in place. This was
conducted so we can understand the preparedness of the service in preventing or managing an infection
outbreak, and to identify good practice we can share with other services.

Inspection team
The inspection team consisted of two inspectors and one medicines inspector.

Service and service type

St James Mews is a 'care home'. People in care homes receive accommodation and nursing and/or personal
care as a single package under one contractual agreement dependent on their registration with us. St
James Mews is a care home without nursing care. CQC regulates both the premises and the care provided,
and both were looked at during this inspection.

Registered Manager

This service is required to have a registered manager. A registered manager is a person who has registered
with the Care Quality Commission to manage the service. This means that they and the provider are legally
responsible for how the service is run and for the quality and safety of the care provided.

At the time of our inspection the registered manager had recently left the service. This meant the provider
was legally responsible for how the service is run and for the quality and safety of the care provided.

Notice of inspection
This inspection was unannounced.
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Inspection activity started on 05 May 2022 and ended on 12 May 2022. We visited the service on 05 May 2022,
09 May 2022 and 12 May 2022.

What we did before the inspection

We reviewed information we had received about the service since the last inspection. We sought feedback
from the local authority and professionals who work with the service. The provider was not asked to
complete a Provider Information Return (PIR) prior to this inspection. A PIR is information providers send us
to give some key information about the service, what the service does well and improvements they plan to
make. We used all this information to plan our inspection.

During the inspection

We spoke with four people who lived at the service and two relatives about their experience of the care
provided. We spoke with nine members of staff including the area manager, deputy manager and care
support staff.

We observed staff interactions with people and observed care and support in communal areas.

We reviewed a range of records. This included six people's care records and three medicines records. We
looked at two staff files in relation to recruitment, staff supervision and training. A variety of records relating
to the management of the service, including policies and procedures were reviewed.

After the inspection
We continued to seek clarification from the provider to validate evidence found.
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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.

At our last inspection we rated this key question good. At this inspection the rating has changed to
inadequate. This meant people were not safe and were at risk of avoidable harm.

Assessing risk, safety monitoring and management; Learning lessons when things go wrong

® People were not always kept safe from the risk of harm. The manager had not helped keep people safe
through formal and informal sharing of information about risks. People's specific health needs were not
always well managed. People who lived with epilepsy did not have risk assessments or epilepsy care plans
in place. Guidance was not in place to inform staff what action to take if the person had a seizure, what
emergency medicine they may need or what a seizure specific to that person would look like.

e One person needed an emergency rescue medicine for their epilepsy. Staff and management were
unaware that they needed this medicine. The manager was also unaware that the emergency medicine was
in the medicine cupboard. If a person does not receive their prescribed emergency epilepsy medicine, they
are at risk of going into status epilepticus which is seizure activity that lasts too long and can increase the
chance of death.

e People who were at risk of constipation did not have care plans or risk assessments in place to support
staff to manage this. One person who needed medicine to help with constipation had not been given the
medicine for over two weeks prior to inspection. Staff told us they had stopped giving them their medicine
as they felt they didn't need it anymore. The medicine was stopped by staff without consulting the person's
GP or any other medical professional.

® People who lived with diabetes did not have a specific care plan in place to help them manage this.
Guidance was not in place to inform staff what to do if the person's blood sugar levels went to high or too
low. Monitoring of blood sugar levels was not carried out in the service and there was no record of when
blood sugars were last checked. If diabetes is not well managed it can lead to health complications such as
heart disease and kidney failure.

e People who were at risk of choking did not have a care plan or risk assessment in place to guide staff on
what to do if a person choked. One staff member was able to tell us what they would do if a person was
choking. However, when people were being supported by new or unfamiliar agency staff, they were at risk
because staff had no guidance to read and follow.

e The manager had not managed the safety of the living environment and equipment in it well through
checks and action to minimise risk. Potential risks from the environment had not been highlighted and
rectified. Flooring in two places had been damaged due to a leak. The damaged flooring was loose and a
potential trip hazard. One person who at the service had mobility issues and needed support when walking.
This person was at a greater risk of tripping and falling.

e The service had failed to identify and repair a broken electrical box. One person told us this box had been
broken a while and had fallen on their head, although the person had not reported this to staff or the
manager. The electrical box had been repaired with tape and was lose. When we reported this to the area
manager, they were unaware it was broken.
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The provider had failed to assess the risks to the health and safety of people, doing all that is reasonably
practicable to mitigate risks. This was a Breach of Regulation 12 (safe care and treatment) of the Health and
Social care Act 2008 (Regulated Activities) Regulations 2014.

e During the inspection, documentation was not provided to evidence a robust system was in place to
analyse incidents and accidents. However, following inspection this documentation was provided and
confirmed a system was in place to analyse accidents and incidents

e Following the inspection, the provider started to address the concerns. The provider began to put risk
assessments in place for people's specific health needs, however the information still needed improvement
and the information needed to be relayed and embedded with staff.

Using medicines safely

e People were supported by staff who did not always follow systems and processes to administer and
record medicines safely. A slow release medicine was used to help with a person with epilepsy. Slow release
medicines have a special coating so they can be released at a set rate and they should not be crushed or
chewed. Staff told us they were crushing this medicine before administering it. When the administrations
instructions are not correctly followed it can reduce the effectiveness of the medicine and results in poor
seizure control.

e Guidance was not always in place for some 'as required' medicines. One person needed an 'as required'
medicine to help with constipation. There was no guidance in place to inform staff when this person might
need the medicine. This medicine had not recently been used.

e Storage of medicines had not always followed NICE (National Institute for Clinical Excellence) guidelines.
NICE guidelines relating to sharps containers states, "Sharps containers should be disposed of every 3
months even if not full." A sharps box in the medicine cupboard had not been dated on opening so we could
not be sure if the 3 months had expired. The manager had no knowledge of how long it had been there and
they were unaware what the sharps box was for and which person needed it. The manager and the staff
could not be sure who needed injections and if they still needed to be administered.

The provider failed to ensure medicines were being administered and stored correctly and failed to ensure
protocols were in place for 'as required' medicine. This was a Breach of Regulation 12 (safe care and
treatment) of the Health and Social care Act 2008 (Regulated Activities) Regulations 2014.

e Following the inspection, the provider sought advice from relevant medical professionals regarding the
administration of some medicines. The provider also arranged for collection of the sharps box after
ascertaining it was provided for someone who is no longer at the service.

Preventing and controlling infection

e We were not assured that the provider was ensuring staff were accessing testing regularly in the with
current guidance. Some staff had not been regularly completing lateral flow tests in line with the current
government guidance to ensure they were not COVID-19 positive. This could have increased the risk of
unknowingly spreading the virus.

The provider had failed to ensure staff were complying with current COVID-19 guidance. This was a Breach
of Regulation 12 (Safe care and treatment) of the Health and Social care Act 2008 (Regulated Activities)
Regulations 2014.

e We were assured that the provider was preventing visitors from catching and spreading infections.
e We were assured that the provider was meeting shielding and social distancing rules.
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e We were assured that the provider was admitting people safely to the service.

e Visiting guidelines were in place in line with current COVID19 guidance. Visitors were asked to complete a
lateral flow test prior to entering the service to ensure they did not have the virus. Visitors were also asked to
wear a mask when entering the service.

Systems and processes to safeguard people from the risk of abuse

e Staff had training on how to recognise and report abuse, however staff had not always applied this.

e The registered manager had not always included accurate information when referring safeguarding
incidents to the local authority. One incident had failed to accurately detail there had also been an
accusation of physical abuse. The relative of the service user felt the registered manager did not take the
concerns of abuse seriously when they raised them."

e People were not always kept safe from avoidable harm because staff were not always able to protect
people from abuse. Some people at the service did not always feel safe. One person had expressed in a
complaint to the manager that they did not feel safe and they felt scared. The service had failed to raise this
as a safeguarding alert to the local authority.

e People's relatives had mixed reviews whether they felt their loved ones were safe. One relative told us, "l
have a lot of concerns that | classify as safeguarding issues." However, another relative told us, "[staff] are
very good at keeping and eye on [person]."

The provider failed to protected people from abuse and improper treatment. This is a Breach of Regulation
13 (safeguarding service users from abuse and improper treatment) of the Health and Social care Act 2008
(Regulated Activities) Regulations 2014.

Staffing and recruitment

e The provider had failed to ensure staff had the knowledge and skills to support people. The number and
skills of staff did not match the need of people using the service. The staff training matrix detailed that many
training courses had expired and were not in date. One person lived with a specific health condition and no
staff had any in-date training specific for the health condition. Less than half of the staff had in-date training
in diabetes, dysphagia and emergency epilepsy medicine administration. At least one person at the service
had one of these health conditions. One staff member told us, "We do not have the training to support
[person] | would not know how to administer that medicine."

e Staff told us there was enough staff on each shift to support people. However, staff told us they did not
feel confident or have suitable skills to support some people. Staff felt they needed more training and better
care plans to support these people safely.

e The manager could not assure themselves of agency staff suitability, training and competencies. The
service used a high number of agency staff. We asked to look at agency staff records which were called
profiles, that's contained agency staff's training and competencies, 11 were missing. The agency profiles
that were missing were staff who had worked within the last month. The manager could not be assured that
the agency staff had the training and were competent to support people in the service.

The provider failed to deploy suitably qualified, competent, skilled and experienced staff. This was a Breach
of Regulation 12 (Safe care and treatment) of the Health and Social care Act 2008 (Regulated Activities)
Regulations 2014.

e When gaps were identified in the rota the provider sought support from agency staff. Where possible,
regular agency staff were used to ensure people received consistent support.

e Safe recruitment processes were followed. The provider ensured pre-employment checks were completed
before staff began working at the service. These checks included a current Disclosure and Barring Service
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criminal records check (DBS). DBS helps employers make safe recruitment decisions and helps prevent
unsuitable staff from working with people who use care and support services.

e Following inspection, the provider arranged a number of training sessions to support staff. This included
training in Buccal Midazolam, which is emergency epilepsy medicine.
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Inadequate @

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.

At our last inspection we rated this key question good. At this inspection the rating has deteriorated to
inadequate. This meant the effectiveness of people's care, treatment and support did not always achieve
good outcomes or was inconsistent.

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

e Guidance for staff regarding best practice, including behaviour support plans (PBS), were not always clear
and easy for staff to follow. One person had five different PBS plans in their care plan which contained
conflicting information. For example, one PBS plan mentioned the use of physical restraint and another
didn't. The manager could not be assured that staff are following the relevant and most up to date support
plan for that person.

® The provider had failed to complete a comprehensive assessment of two people's physical and mental
health either on admission or soon after. Pre- admission assessments did not highlight and detail an
emergency medicine one person needed. Staff told us they were not prepared or suitably trained prior to the
person moving into the service. If the person had needed the emergency medicine, it would not have been
administered by staff.

e The manager had not ensured that everyone at the service had care plans in place that were personalised,
holistic, strength-based or reflected their needs and aspirations, including physical and mental health
needs. For example, two people did not have details around their goals and aspirations as their care plan
had not been completed. Another person's aspiration was to become more independent and a gardener,
however, there was no detail how staff would support them to reach this goal.

e People's care plans had not always been regularly reviewed. For example, one person's had required a
review of their support plan in August 2021. This had not been completed and therefore the care plan may
not have included any changes to the persons support they needed.

People's needs had not been sufficiently assessed prior to admission to the service and people's care plans
were not consistent with the level of detail. This placed people at risk of harm. This was a breach of
Regulation 9 (Person-centred care) of the Health and Social Care Act 2008 (Regulated Activities) Regulations
2014.

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 MCA requires that, as far as possible,
people make their own decisions and are helped to do so when needed. When they lack mental capacity to
take particular decisions, any made on their behalf must be in their best interests and as least restrictive as

possible.

People can only be deprived of their liberty to receive care and treatment when this is in their best interests
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and legally authorised under the MCA. In care homes, and some hospitals, this is usually through MCA
application procedures called the Deprivation of Liberty Safeguards (DoLS).

We checked whether the service was working within the principles of the MCA , whether appropriate legal
authorisations were in place when needed to deprive a person of their liberty, and whether any conditions
relating to those authorisations were being met.

e For people lacking capacity to make decisions about their medicines, best practice was not followed and
there were no safe processes around medicines being administered covertly. The registered provider had
not ensured the correct processes were followed to make a decision in the person's best interests when they
could not make a decision themselves.

e People were not always able to access the kitchen freely. One person had complained they were unable to
access the kitchen due to it being locked. We were told by staff that the kitchen had been locked to stop
some people freely being able to access it.

e The registered provider was not aware the kitchen was being locked. Following inspection, they addressed
this issue and ensured staff knew not to lock the kitchen.

They had failed to assess people's capacity to make decisions and ensure any decisions made on their
behalf were made in their best interests. This placed people at risk of harm. This was a breach of Regulation
11 (Need for consent) of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014.

Staff support: induction, training, skills and experience

e People were not always supported by staff who had received relevant and good quality training. For
example, not all staff members had in-date PROACT-SCIPr training. PROACT-SCIPr training aims to minimise
the use of physical interventions. It emphasises sound behavioural support strategies based on the
supported person's needs, characteristics and preferences. One person's care and support plan identified
they could display behaviours that needed intervention, and this was the chosen method used to support
the person. Agency staff who worked at the service also did not have this training.

e The service had not provided updated training and refresher courses to help staff continuously apply best
practice. A high percentage of staff had out of date training in areas such as active support and skills
building.

The provider failed to ensure staff had the skills and knowledge to deliver effective care and support. This
was a Breach of Regulation 12 (Safe care and treatment) of the Health and Social care Act 2008 (Regulated
Activities) Regulations 2014.

e Staff received support from the management team in the form of continual supervision and appraisal. One
staff member told us that they were able to raise issues relating to their personal life and received support
from the manager regarding this.

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

e People who needed a specific diet for their health condition did not have guidance for staff to clearly
follow. Staff told member told us, "We follow a guideline for [person's] meals to cut out sugar and offer fresh
fruit." There were no guidelines in the person's care plan or the kitchen where staff would be supporting with
meals. Thisis an area for improvement.

e The service had not consistently recorded food safety checks. For example, the food temperature probe
had not been used for at least two weeks. The food temperature probe ensures that the food cooked is hot
enough to kill any harmful bacteria. People's daily notes detailed that they had been having hot food. This is
an area forimprovement.
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e Staff supported people to be involved in preparing and cooking their own meals. One person's care plan
stated they needed support from staff in the kitchen, we observed staff supporting this person in the kitchen.

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

e People's care and support was not always provided in a safe, clean, well equipped, well-furnished and
well-maintained environment. People did not have a clean space to prepare their meals. We went into the
kitchen and it did not look clean. Inside the oven was dirty with a build-up of old food and inside the kitchen
cupboards were dirty.

e An empty building within the grounds of the home was in disrepair. The building was a storage facility for
cleaning chemicals and had two small broken windows. On the day of inspection, we noticed people's
personal care plan information had been stored in a box near the broken window which we were able to
access. We informed the deputy manager who removed this information. This is an area for improvement.
e People personalised their rooms and were included in decisions relating to the interior decoration. One
person had a passion for horses and their room had many pictures of horses which they proudly showed us
on the day of inspection.

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

e People were not always supported to seek health advice, screening and access primary care services when
needed. For example, health advice had not been sought by the manager regarding people's constipation
and epilepsy management.

e People had hospital passports in their care plans which were used by healthcare professionals to support
them in a way they needed.

e People were referred to healthcare professionals to support their wellbeing and help them to live healthy
lives. For example, one person was referred to the GP for a medication review.
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Requires Improvement @

Is the service caring?

Our findings

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

At our last inspection we rated this key question good. At this inspection the rating has deteriorated to
requires improvement. This meant people did not always feel well-supported, cared for or treated with
dignity and respect.

Ensuring people are well treated and supported; respecting equality and diversity; Respecting and
promoting people's privacy, dignity and independence

e Staff had not always treated people's property respectfully and respected their preferences. Staff told us
one person did not like signs, documents or posters on their walls. However, staff had written on their
bathroom cupboard, in black marker pen, what the contents of the cupboard was. The person had not
consented to this and it was unnecessary. When we asked the staff why the list had been written on the
cupboard, they told us it was so staff knew what was in the bathroom cupboard. This conflicted with what
staff told us about the persons preference for not having items displayed on the wall.

e People did not always receive kind and compassionate care from staff who used positive, respectful
language which people understood and responded well to. For example, one person had a specific sensory
need. Staff referred to this using inappropriate and disrespectful language in care records. This was also how
it was recorded in the persons care plan.

e We also observed positive and respectful interactions between staff and people. For example, one staff
member was supporting a person in their room after they had been out shopping. Staff were supporting the
person putting their shopping away and helping organising their money they had spent.

e One staff member we spoke with knew when someone needed their space and privacy and respected this.
The person's care plan also outlined that if they became upset, they would like to be left alone in their room.

e \We observed staff supporting people to be independent. One staff member was encouraging a person in
the kitchen to wash up the cutlery and plates they had used.

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

e Staff took the time to understand one person's individual communication styles and develop a rapport
with them. For example, one person's care plan expressed that sometimes people cannot understand their
speech and to use picture cards to help with communication. Staff that knew this person well, were able to
understand what they were saying. Staff told us that because they have regularly supported this person,
they have built a positive relationship and are able to understand what the person speech.

e Staff supported people to maintain links with those that are important to them. For example, one person
was supported to speak with their family members over the phone.

e One relative told us, "[Staff] encourage [person] to go in the garden, the more [person] knows the staff the
more [person] will ask."
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Requires Improvement @

Is the service responsive?

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

At our last inspection we rated this key question good. At this inspection the rating has deteriorated to
requires improvement. This meant people's needs were not always met.

Supporting people to develop and maintain relationships to avoid social isolation; support to follow
interests and to take partin activities that are socially and culturally relevant to them

e The service had not always ensured people did not feel isolated. One person had made a complaint that
they were unable to use the lounge due to changes around the home. The complaint had an initial response
from the deputy home manager but was awaiting a full investigation and was still within the complaint's
response time.

e Staff had not always recorded people's activities consistently or with relevant information regarding
activities . One person's activity log only contained what they had eaten in a day and another person's
activity log had not been filled in for more than half of that week. The provider could not be assured people
were taking part in activities that were relevant to them. This is an area for improvement.

e Staff were able to tell us what people liked to do, for example, one person enjoyed going to the gym and to
the park. Although activities had not been clearly documented, on the day of inspection people were
carrying out their normal routine. For example, one person was at school.

e People were able to pick what they wanted to do in the day. It was recorded what activities people were
offered and then what they picked. However, this was not always consistent for everyone's care and support
plan.

Planning personalised care to ensure people have choice and control and to meet their needs and
preferences

e The service had not fully embedded the use of their electronic care planning. Staff used hand-held devices
forrecording the delivery of people's care and support needs. However, this had not been used consistently.
For example, records such as activity logs were not recorded on the electronic system. The area manager
told us they were in the process of moving from paper care plans to electronic.

e \We observed staff supporting people in a person-centred way. We observed one person who was
supported to go out shopping with a staff member, and this is something they enjoyed doing. When the
person returned staff asked what they would like to do and they chose to do colouring, staff supported them
with this.

e Staff knew people's likes and dislikes. This included what activities people like to do. For example, staff
knew that one person liked jumping on their trampoline in the garden. We saw there were two trampolines
in the garden for people to use. During the inspection, the person had been supported outside to use the
trampoline.

e Staff were able to tell us how people how people made choices who did not verbally communicate. Staff
told us what support the person was asking for when they brought them their plate, cup or bowl.

End of life care and support
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e The provider had ensured staff received training in end of life care and support. We viewed one end of life
care plan that was in easy read format. The provider ensured relatives were involved with end of life care
planning where appropriate.

e At the time of inspection, no one was in the receipt of end of life care.

Meeting people's communication needs

Since 2016 all organisations that provide publicly funded adult social care are legally required to follow the
Accessible Information Standard. The Accessible Information Standard tells organisations what they have
to do to help ensure people with a disability or sensory loss, and in some circumstances, their carers, get
information in a way they can understand it. It also says that people should get the support they need in
relation to communication.

e The provider had not always followed the accessible Information Standard. For example, one person had
a SALT communication report in their care plan, which identified they would benefit from the use of visual
daily timetables to aid with communication. The persons room did not have any visual charts or timetables
to aid with communication. When we asked a staff member, they told us, "[Person] doesn't need it they are
verbal." This showed a lack of understanding of communication needs for people with a learning disability
and that the manager had failed to implement visual support aids. One relative also expressed that visual
charts had not been put in their loved one's room and they did not communicate verbally. Thisis an area
for improvement.

e The provider was not meeting people's communication needs who used alternative methods to
communicate. They provider had not ensured up to date Makaton training was available to staff. One
person used Makaton and staff told us they needed more training to be able to communicate with the
person using their preferred method. Staff told us that they had training in Makaton in the past. However,
they needed to keep updated to keep a good level of communication. Makaton is a unique language
programme that uses symbols, signs and speech to enable people to communicate. People at the services
used Makaton and would not always be able communicate with staff using their preferred method. People
may not be supported to express choices and what support they need.

The provider failed to ensure peoples individual communication needs had been supported. This was a
breach of Regulation 9 (Person-centred care) of the Health and Social Care Act 2008 (Regulated Activities)
Regulations 2014.

e We observed other information in care plans using picture format. For example, one person's end of life
care plan was in easy read picture format. COVID19 guidance around the home was also in easy read,
including hand washing and social distancing.

Improving care quality in response to complaints or concerns

® People and those closest to them could raise concerns and complaints. One relative told us, "l would ask
fora complaints form."

e One complaint had been made to the service recently. This complaint was in the process of being
investigated. A letter had been sent to the complainant outlining an investigation would take place. The
provider was still within the time frame to provide an outcome to the complaint.
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Inadequate @

Is the service well-led?

Our findings

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

At our last inspection we rated this key question good. At this inspection the rating has deteriorated to
inadequate. This meant there were widespread and significant shortfalls in service leadership. Leaders and
the culture they created did not assure the delivery of high-quality care.

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

e The providers system for governance had not been effective in identifying the issues we found during this
inspection. They had failed to identify shortfalls and breaches of regulation in relation to risk management,
medicines, safeguarding concerns, staff deployment, training, assessment, mental capacity, dignity and
respect and records.

e Governance processes did not hold staff to account, keep people safe, protect people's rights or ensure
good quality care and support. The provider had failed to take the necessary action to make improvements
identified in their infection control audit in April 2022. The issues identified had not been rectified by the day
of inspection. One of the issues raised was regarding a number of staff members not following current
COVID-19 testing guidance by not regularly completing lateral flow tests.

eThe provider could not be assured that welfare checks had been completed for people that needed them.
For example, one person needed to be checked on every 15 minutes during the night by staff to ensure their
safety and wellbeing. Staff told us they were doing these checks, however there was no record to prove the
checks were being carried out and at what time.

The provider failed to monitor and mitigate the quality of the service and to individual people using the
service. This was a Breach of Regulation 17 (Good governance) of the Health and Social care Act 2008
(Regulated Activities) Regulations 2014,

e Services that provide health and social care to people are required to inform CQC of important events that
happen in the service. CQC check that appropriate action has been taken. The provider had failed to submit
notifications about allegations of abuse and police incidents to CQC.

Promoting a positive culture that is person-centred, open, inclusive and empowering, which achieves good
outcomes for people

e The provider had failed to ensure the service was meeting the Right support, Right care, Right Culture
guidance and did not have a plan in place for how to meet this guidance. The provider had failed to ensure
that care and support was person-centred.

e The provider had not ensured that a positive culture of care was instilled in the service. It had been
highlighted in a recent staff meeting that staff were not always using respectful terminology and language
when writing daily notes and incident reports. On inspection we observed a staff member not being
respectful in a difficult situation. We also found that language in daily notes was not always appropriate.
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e | eaders were not always visible within the service. The registered manager had left the service recently
and prior to CQC's inspection there had been no management presence at the weekends in the service.

e Staff told us they were not always valued and supported when they shared concerns with managers. For
example, staff expressed concerns to managers they did not have the knowledge and required training to
meet some people's needs, and that this was impacting other people living at the service. Staff told us they
had received no feedback from the manager regarding their concerns.

e The manager had failed to ensure personalised care plans were in place for everyone. For example, one
person's care plan contained information about what they liked to do including Zumba, horse riding and
going shopping. However, other care plans did not contain detail and guidance about what people like to
do and how they wanted to be supported.

The provider had failed to evaluate and improve their practice to continually assess, monitor and improve
the quality of the service. This was a breach of Regulation 17 (Good governance) of the Health and Social
Care Act 2008 (Regulated Activities) Regulations 2014.

Engaging and involving people using the service, the public and staff, fully considering their equality
characteristics; Working in partnership with others

eThe provider failed to consistently ensure people and their relatives were engaged and involved in the
service. Feedback from relatives was mixed. One relative felt some staff at the service would not engage in a
positive and productive manner with themselves, which left the relative with no faith in the service. Another
relative however, felt the service had been really helpful and supportive,

e The provider had failed to ensure people and their relatives were supported to give feedback in an
accessible way which reflected their equality characteristics. For example, people were not supported to
give feedback if their preferred method of communication was Makaton.

e The service had sought feedback from people and their relatives. However, they told us that there had
been no responses or feedback to the surveys sent from either relatives or people. They told us that the next
feedback to be sent out will be followed with a phone call to encourage people to give feedback.

o Staff attended team meetings to discuss issues within the service. The most recent staff team meeting
raised concerns regarding training not being completed and staff and the actions were noted as ongoing.
During inspection we found issues with staff training levels.

® The deputy manager was involved in local forums to work with other managers to share and discuss ideas
and improve care and support for people using the service. The deputy manager had only recently taken
this post and therefore had not implemented or discussed any ideas raised on the forums as yet.

e The service worked with other health and social care services to help people improve their wellbeing. For
example, one person was also being supported by staff to attend meetings with likeminded people who are
recovering or need peer support with addiction.

How the provider understands and acts on the duty of candour, which is their legal responsibility to be open
and honest with people when something goes wrong

e The provider failed to consistently have an open and honest relationship with relatives. The duty of
candour requires providers are open and transparent with people who use services and other 'relevant
persons' (people acting lawfully on their behalf) in general in relation to care and treatment.

e The deputy manager told us, "When there was an incident between two resident's, | phoned their next of
kin myself to let them know what had happened." However, there were two incidents of physical abuse that
were reported by a family member that had not been responded to by the provider.
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This section is primarily information for the provider

Enforcement actions

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

The enforcement action we took:
impose condition

Regulated activity

Regulation 9 HSCA RA Regulations 2014 Person-
centred care

People's needs had not been sufficiently assessed
prior to admission to the service and people's care
plans were not consistent with the level of detail.

Regulation

Accommodation for persons who require nursing or
personal care

The enforcement action we took:
impose condition

Regulation 11 HSCA RA Regulations 2014 Need for
consent

They had failed to assess people's capacity to
make decisions and ensure any decisions
made on their behalf were made in their best
interests.

Regulated activity

Accommodation for persons who require nursing or
personal care

The enforcement action we took:
impose condition

Regulation

Regulation 12 HSCA RA Regulations 2014 Safe care
and treatment

The provider had failed to ensure staff were
complying with current COVID19 guidance. The
provider failed to ensure medicines were being
administered and stored correctly and protocols
in place for 'as required' medicine. The provider
had failed to assess the risks to the health and
safety of people, doing all that is reasonably
practicable to mitigate risks.

Regulated activity

Accommodation for persons who require nursing or
personal care
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Regulation

Regulation 13 HSCA RA Regulations 2014
Safeguarding service users from abuse and



improper treatment
The provider failed to protected people from
abuse and improper treatment.

The enforcement action we took:
Impose condition

Regulated activity Regulation
Accommodation for persons who require nursing or ~ Regulation 17 HSCA RA Regulations 2014 Good
personal care governance

The provider failed to monitor and mitigate the
quality of the service and to individual people
using the service.

The enforcement action we took:
Impose condition
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