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Summary of findings

Overall summary

About the service

Life Opportunities Trust - 329 Martindale Road is a care home situated in a residential street in Hounslow. It
is registered to provide personal care for up to seven people aged 18 and over. It supports adults with
multiple or complex needs such as profound learning and physical disabilities and who are living with
additional conditions, including epilepsy and dementia. At the time of the inspection four people were living
at the home. People had their own bedrooms. They shared the kitchen, dining room, living room, laundry
facilities, a sensory room and garden. A team of staff supported people during the day and overnight.

Services for people with learning disabilities and/or autism should be developed and designed in line with
the principles and values that underpin Registering the Right Support and other best practice guidance. The
principles and values are to ensure people who use the service can live as full a life as possible and achieve
the best possible outcomes. They reflect the need for people with learning disabilities and/or autism to live
meaningful lives that include control, choice, and independence. People using the services should receive
planned and co-ordinated person-centred support that is appropriate and inclusive for them.

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

The provider had made some improvements to how the service was managed and the care people
experienced. These included staff treating people in a more attentive manner, improved medicines support,
the home environment, safe staff recruitment and staff support.

However, a number of improvements were still required. People were not always treated with dignity or
respect. People's support and risk management plans did not set out how to avoid people experiencing the
risk of skin damage and discomfort. People did not always receive personalised support to help them
regularly enjoy in activities that were meaningful to them. People did not always experience a planned
approach to meet their communication needs.

The service didn't always apply the principles and values of Registering the Right Support and other best
practice guidance. These ensure that people who use the service can live as full a life as possible and
achieve the best possible outcomes that include control, choice and independence. The outcomes for
people did not fully reflect the principles and values of Registering the Right Support. This is because people
were sometimes not treated with dignity and respect. People did not always receive person-centred support
that helped them to have good, meaningful everyday lives.

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 provider's arrangements to monitor the quality of the service and identify and take action when
improvements were required not been operated effectively. While there had been some improvements, the
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provider had not addressed the ongoing issues we found at this inspection.

Safe staff recruitment procedures made sure only suitable staff were recruited to work at the service. Staff
leadership, support and supervision had improved. Staff were inducted to the service, completed a range of
training and felt supported by the organisation.

People were supported to be healthy and to access healthcare services. People received their medicines
and as prescribed.

People were supported to eat and drink appropriately. There was an organised approach to providing food
for people to ensure they received a variety of appropriate meals.

The home was clean and well-maintained. The provider had continued to make improvements to the home
environment, including redecorating bathrooms and communal areas and purchasing new furniture. Most
people's bedrooms were personalised.

People's support and risk management plans described how to meet their care needs. Plans included some
personalised information about them, including their personal histories, their likes and dislikes and their
food preferences.

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

Rating at last inspection and update

The last rating for this service was inadequate (published 23 August 2019) and there were multiple breaches
of regulations. These were in relation to treating people with dignity and respect; providing care to meet
people's needs and reflect their preferences; safe staff recruitment and providing appropriate training and
supervision; managing medicines and risks to people's safety; and having effective systems in place to
monitor the quality of the service. This service has been in 'special measures' since 31 January 2019.
Following the last inspection we took action against the provider in respect of the breaches we identified.
We have not yet published details of this action.

At this inspection not enough improvement had been made and the provider was still in breach of
regulations.

Why we inspected
This was a planned inspection based on the previous rating.

Enforcement

We have identified four breaches of regulations at this inspection. These were in relation to treating people
with dignity and respect; providing care to meet people's needs and reflect their preferences; managing risks
to people's safety; and having effective systems in place to monitor the quality of the service.

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 continue to monitor information we receive about the service until we return to visit as per our
reinspection programme. If we receive any concerning information we may inspect sooner.
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Special Measures

The overall rating for this service is 'Requires improvement'. However, we are continuing to place the service
in 'special measures'. We do this when services have been rated as 'Inadequate' in any Key Question over
two consecutive comprehensive inspections. The 'Inadequate’ rating does not need to be in the same
question at each of these inspections for us to place services 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 six 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, 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 always safe.
Details are in our safe findings below.

Is the service effective?

The service was not always 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 Care Act 2014.

Inspection team
Two inspectors conducted the inspection on the first day and one inspector attended on the second day.

Service and service type

Life Opportunities Trust - 329 Martindale Road is a 'care home'. People in care homes receive
accommodation and nursing or personal care as single package under one contractual agreement. CQC
regulates both the premises and the care provided, and both were looked at during this inspection.

The service had a new manager who had recently started working for the provider. The provider informed us
this person would apply to be the registered manager. However, we had not received an application at the
time of the inspection. The registered manager 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 was unannounced.

What we did before the inspection

We reviewed information we had received about the service since the last inspection. This included the
action plan the provider sent to us following the last inspection saying what they would do and by when to
improve. We received feedback from the local authority. We reviewed information about important events
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the provider had notified us about what had happened at the service. The provider was not asked to
complete a provider information return prior to this inspection. This is information we require providers to
send us to give some key information about the service, what the service does well and improvements they
plan to make. We took this into account when we inspected the service and made the judgements in this
report.

During the inspection

During the inspection we met all four people who lived at the service. The people had complex needs and
could not describe to us how they felt about living at the service. We used the Short Observational
Framework for Inspection (SOFI). SOF! is a way of observing care to help us understand the experience of
people who could not talk with us. We spoke with three temporary support workers, two support workers,
the deputy manager and a peripatetic service manager. We looked at the care and risk management plans
for four people, medicines support records, and a variety of records relating to staffing and the management
of the service.

After the inspection

We spoke with two relatives of people who lived at the service and seven health and adult social care
professionals who have worked with the service.
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Requires Improvement @

Is the service safe?

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

At the last inspection this key question was rated as inadequate. At this inspection this key question has now
improved to requires improvement. This meant 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.

Assessing risk, safety monitoring and management

At ourinspection in July 2019 the provider had failed to robustly assess and manage the risks relating to the
health safety and welfare of people. This was a breach of regulation 12 (Safe Care and Treatment) of the
Health and Social Care Act 2008 (Regulated Activities) Regulations 2014. At this inspection we found some
improvements had been made but the provider was still in breach of regulation 12.

e At the last inspection adult social care professionals said they had advised the provider people who used
wheelchairs and hoists with slings to mobilise needed to change position every four hours to avoid the risk
of skin damage and discomfort. People's care and risk management plans had not set out people needed to
change position this regularly. At this inspection we found people's plans still did not state this. Records of
people's daily care did not indicate staff supported them to change position regularly.

Although we found no evidence people had been harmed, this indicated risks to people's safety and
wellbeing were not always assessed, monitored and managed so they were supported to stay safe. This
placed people at risk of harm. This was a continued breach of regulation 12 (Safe Care and Treatment) of the
Health and Social Care Act 2008 (Regulated Activities) Regulations 2014,

e People's risk management plans identified other areas of risk to people's safety and the actions required
to minimise those risks. The areas included living with epilepsy, bathing support and accessing the home's
vehicle.

e At the last inspection staff had not accessed training on how to use people's new slings to help them
transfer between beds and chairs using hoists. At this inspection we saw staff had completed this training so
they could support people to transfer safely. We also observed staff safely support a person to transfer from
one chair to another using a hoist and their sling.

e Previously, we had found the provider identified staff needed training on supporting people living with
dysphagia (having difficulty swallowing) to reduce risks of choking, but this had not taken place. On this visit
we found staff had received this training. Adult social care professionals also confirmed this and said staff
engaged constructively in the training. Up to date support guidance described food textures for staff to
follow when they prepared people's food. This demonstrated the provider had taken reasonable steps to
protect people from the risks associated with swallowing difficulties.

e Staff checked water temperatures around the home each week to make sure water was not too hot for
people's bathing. At the last inspection checks showed a bathroom's shower water was too hot for people to
use safely and no recorded action had been taken to address this. At this inspection we saw these checks
consistently indicated water ran at safe temperatures for people to use.
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e The provider conducted regular checks to make sure people were safe. These included checking the home
environment was clean and safe, ensuring the first aid box was appropriately stocked and maintenance
issues were being addressed. Staff checked people's mobility equipment was clean and safe to use.
However, one relative expressed frustration at the time being taken to arrange for a person's wheelchair to
be replaced so they could access the community safely.

e There were fire safety arrangements in place. These included individual evacuation

plans for people which we saw on display in people's bedrooms. However, there was a discrepancy between
these plans and the fire safety measures set out in people's individual risk management plans. We notified
the manager so they could address this.

e We saw the provider had reviewed the fire safety assessment for the service and records showed staff
practiced evacuations during the day or the evening regularly. Staff had completed mandatory fire safety
training so they knew how to support people safely in an emergency.

Using medicines safely

At our last inspection the provider had not always managed medicines safely. This was a breach of
regulation 12 (Safe Care and Treatment) of the Health and Social Care Act 2008 (Regulated Activities)
Regulations 2014. At this inspection enough improvement had been made and the provider was no longer in
breach of regulation 12 in relation to the safe management of medicines.

e People's medicines were stored securely in lockable, clean cabinets in their rooms bedrooms. Staff
monitored the temperatures of the cabinets and the amounts of medicine being held. However, we found a
device staff used the crush a tablet for one person was not clean as it contained a small amount of residual
tablet powder init. This created a risk of incorrect dosage due to a potential build-up of medicine powder.

e People's support plans and medicines administrations records (MARs) provided clear information about
their prescribed medicines and how to safely support people with these. We noted MARs were loose and not
bound in people's medicine support folders. This meant MARs may not always be kept ordered in such a
way as to reduce the risk of errors. However, we saw the managers had recently introduced a new system
whereby a second member of staff recorded they had observed medicines being administered
appropriately. Staff had completed MARs appropriately.

e People were prescribed medicines to be taken only 'when required’, such as for pain relief or in an
emergency. There was guidance for staff on when to support people to take these medicines. We saw the
managers had asked the prescriber for clarification on this when such medicine had been dispensed
without clear direction. This helped to ensure people received their medicines as prescribed.

e Staff supported a person to take some medicine mixed with food. At our last inspection we found there
were no records to show this covert administration was in a person's best interests, in line with the
principles of the Mental Capacity Act 2005 (MCA). At this inspection we saw the manager had met with
healthcare professionals and the person's relative, to determine support this was in a person's best interests
as they lacked the mental capacity to agree to this. The manager had sought confirmation from healthcare
professionals that it was safe to mix the medicine with food.

e Training records indicated all staff had completed online medicines support training. Where staff provided
medicines support, managers had assessed their competency do so.

e The provider completed regular checks on medicines. These checks had identified when there had been
medicines support errors and managers had taken action address these.

Staffing and recruitment

At our last inspection the provider had not always operated suitable recruitment procedures to ensure only
fit and proper' staff worked at the home. This was a breach of regulation 19 (Fit and proper persons
employed) of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014. Enough
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improvement had been made at this inspection and the provider was no longer in breach of regulation 19.

e The provider had recruited two staff since our last inspection. Recruitment records showed the provider
had completed the necessary checks to make sure they offered the roles to fit and proper applicants. This
included obtaining criminal records checks before people started working at the service.

e At the time of our last inspection there were staff vacancies and the provider engaged temporary support
staff to cover these. At this inspection we found this was still the case. We saw the provider engaged the
same temporary staff where possible so people were supported by staff who they were familiar with and
who knew how to meet their care needs.

e There were enough staff to meet people's care needs safely and to support people and to participate in
some a small number outstanding activities. The provider had maintained a staffing level of three staff
working in the mornings and evenings to support the four people. Staff told us this was an improvement as
they had enough time to meet people's care needs and support them to engage in activities and go out
more often than previously.

Systems and processes to safeguard people from the risk of abuse

e Some people had experienced an inconsistent approach to safeguarding them from avoidable harm
which meant the provider had not always protected them from risks to their well-being and safety. Since our
last inspection the local commissioning authority had investigated concerns about a person's care as a
safeguarding concern. Managers had worked with other professionals to respond to this.

e The provider had systems in place to protect people from abuse. These included processes for recording
and monitoring when staff handled people's money so as to protect people from the risk of financial harm.
e Staff had completed training on safeguarding adults. Staff we spoke with knew how to respond to
safeguarding concerns and felt they would be listened to if they raised these. Staff also knew about
whistleblowing and that they could report such concerns to other agencies if required. There was
information about adult safeguarding on display in the home and records showed managers discussed this
at team meetings to promote staff awareness.

Preventing and controlling infection

e When we visited on 20 January 2020 a large bin outside the home was overflowing with rubbish bags
which created a risk of the premises not being kept clean and hygienic for people and staff. We saw the
deputy manager had been working with external contractors to resolve this.

e At our last inspection we found there were arrangements for the prevention and control of infection but
these were not always followed. At this inspection we found these were being followed. This included
making sure food was appropriately wrapped and labelled when it was opened and stored in the fridge to
avoid the risk of cross-contamination.

e Staff had completed safe food handling and infection control training so they could promote support
people safely. We saw staff were also due to attend additional food safety training in the month after our
visit.

® People's rooms, bathrooms, corridors and communal areas appeared clean and this helped to promote
infection control.

e Staff used equipment such as gloves, aprons, handwash and hair nets when cooking to prevent and
control infection. The team monitored and re-ordered stocks of these to make sure they were available
when staff needed them.

Learning lessons when things go wrong
e The provider had systems in place to record and monitor incidents and accidents.
e Managers recorded when incidents occurred and the actions taken in response to these. We saw action
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was also taken to lessen the risk of the same incident happening again. For example, after a medicines
administration error managers then required a second member of staff to observe medicines being
administered so as to reduce the risk of errors re-occurring.
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Requires Improvement @

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 the last inspection this key question was rated as requires improvement. At this inspection this key
question has remained the same, requires improvement. This meant the effectiveness of people's care,
treatment and support did not always achieve good outcomes or was inconsistent.

Staff support: induction, training, skills and experience

At our inspection in July 2019 the provider had failed to make sure staff always had the skills and experience
or support and supervision needed to provide effective care and support. This was a breach of regulation 18
(Staffing) of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014. At this inspection
we found some improvements had been made and the provider was no longer in breach of regulation 18.

e At the last inspection we found the provider did not use periodic formal supervision and day- supervision
to develop and motivate staff and review their competence, practice or behaviours. At this inspection we
found managers had recently re-instated formal supervision sessions with both temporary and employed
staff. These included discussions about staff support and performance, team-working and people's well-
being. Staff told us they found these sessions helpful.

e Managers provided more day-to-day oversight and support to staff and staff said they felt more supported
by them. One told us, "As staff we feel like we are really helped." Another support worker said the provider's
senior staff had supported them, "[The senior manager] comes to the house many times, doing lots of things
to help out and explain what is needed, how to do it."

e At the last inspection we found some staff had not completed annual refreshers of some training as
required by the provider's staff training policy. At this inspection we found this to still be the case, but we
saw a range of face-to-face refresher training had been arranged for staff in the month after our visit.

e Staff records showed both temporary and employed staff had completed a variety of online and face-to-
face training since our last inspection to enable them to develop and maintain their skills. This this included
topics such as moving and handling, food safety, adult safeguarding, dementia awareness, data protection,
person-centred care, and safe medicines handling.

e New staff received an induction to the service when they started, which included training, reading people's
care and risk management plans and shadowing staff more experienced at working in the home. The
provider had only employed experienced adult social care workers since our last inspection so we could not
judge whether improvements had been made regarding the induction of new care staff in line with the 'Care
Certificate.' The Care Certificate provides an identified set of standards health and social care workers
should adhere to in their work.

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

At the inspection in July 2019 we found the provider did not always have regard to people's well-being and
quality of life when meeting their nutritional and hydration needs. This was a breach of regulation 9 (Person-
centred care) of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014. At this
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inspection we found the provider had made enough improvement in relation to having regard to people's
well-being when meeting their nutritional and hydration needs, although we found other concerns that
continued to be a breach of regulation 9 (see Is the service Responsive?)

e At our last inspection we found there was not an organised approach for ensuring people were always
supported to eat food that met their dietary requirements and reflected their preferences. At this inspection
we found there was a more structured approach to ensuring people had enough to eat and drink enough
and maintained a balanced diet.

e At our last inspection we found there was very little fresh vegetables or fruit at the home. At this visit we
saw the kitchen had sufficient stocks of food, including fresh vegetables or fruit.

e There was a weekly menu plan in place that set out varied meals prepared daily by staff. Staff had
completed records of daily care for all the mealtimes in the month before our inspection to show what
people ate and drank. These showed people ate a variety of meals and these changed each day. One
relative told us they felt staff followed the menu plans and said, "They have the meal chart, | see them
[follow] it when | go there unannounced."

e At lunchtime we saw staff created a pleasant dining experience for people. This included supporting
people in a relaxed and unhurried manner, encouraging people to eat independently and speaking with
them about the smells and tastes of the food.

e On a couple of occasions, these records of daily care indicated when a person had been offered and made
a choice of meal. We also observed staff offer each person a choice of drinks at lunchtime and drinks
throughout the day to help them stay hydrated.

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

e At our last inspection we found the service had not always shared information with relevant professionals
in a timely manner to make sure people's health and wellbeing was maintained or improved. At this
inspection we found this had improved. Adult health and social care professionals' comments included,
"[Before] it was very bad, they couldn't share information. [This] time they could share information about
everything | could ask for" and "[Staff are] better at a handover of what's happened with people and reports
on how people have been."

e Staff supported people to access healthcare services so as to meet their health needs. This included
support to see their GP, chiropodist and consultants, dentists, and community nursing. Staff recorded the
outcomes of these appointments and shared this information with the team. For example, we saw
managers discussed advice from healthcare professionals in team meetings.

e Staff continued to support a person to attend medical appointments with their relative.

e People had health actions plans in place and these provided information about people's healthcare
needs, the healthcare professionals involved and how these needs were to be met.

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

e The provider had made improvements and adaptations to the home environment since our inspection in
July 2019. However, some of the adaptations and how staff supported people to use them did not appear to
always meet people's needs. The provider had developed a new sensory room for people to use with tactile,
sensory features on two walls for people to feel and play with. On 20 January 2020 we saw wooden chairs
were placed in front of these features so they were inaccessible to three people who used wheelchairs to
mobilise.

e There was a large noticeboard in the communal dining area. This showed assorted information for people
and staff, including pictures of the meals planned for that day. We found one of the meal pictures was
obscured by a party celebration pinned over it.
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e Improvements to the environment included redecorating and repairing the accessible bathrooms,
redecorating people's bedrooms and new furniture in the communal dining area. There was new furniture
and some personalising features such as pictures on the walls in most people's bedrooms. A relative said
they were happy with the changes. Staff and adult social care professionals told us they felt the environment
was lighter and more welcoming. We saw the home was clean, well-lit and free from unpleasant odours. The
provider had arranged for a contractor to complete a monthly 'deep clean' of the home to help maintain
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 mak