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Summary

About the service 
Wrexham County Borough Council (WCBC) Community Living Service is registered with 
the Care Inspectorate Wales to provide domiciliary care services to adults with learning 
disabilities who are either living in their own homes or within a community supported living 
environment. The services office is located in Wrexham town centre. Wrexham County 
Borough Council have nominated a responsible individual, the registered manager is 
Kimberly Thomas.

What type of inspection was carried out?
This was a focused inspection undertaken by an inspector in response to a concern we 
had received. An inspector made an unannounced visit to a community supported living 
house on 8 February 2018 between 9.55 and 16.05 and to the agency office on 9 
February between 9.45 and 17.05.

The following methods were used:
 We spoke with a staff member and the registered manager
 We looked at a sample of records in relation to the operation and management of 

the service. 
 We looked at support plans and records in relation to people using the service and 

we looked at three staff files.

Prior to the inspection, we received a concern and attended a strategy meeting relating to 
the service in regards to alleged poor record keeping and auditing of files, poor quality of 
care to a service user and inappropriate staffing levels. 

What does the service do well? 
The focus of the inspection was to check on the operation of the service in regards the 
concerns which had been received. Therefore we did not focus on this area.

What has improved since the last inspection? 
No improvements were noted since the last inspection which was undertaken on 7 
September 2017

What needs to be done to improve the service? 
We have identified the following breaches in regulation which the registered person 
must address:

 The Domiciliary Care Agencies (Wales) Regulations 2004 13 (b) in relation to the 
conduct of the agency. Personal care has not been provided so as to safeguard the 
service users against neglect. This is a serious issue and we have issued a non-
compliance notice to the registered person.

 The Domiciliary Care Agencies (Wales) Regulations 2004 14 (3) in relation to the 
provision of personal care. Personal care has not always been provided in line with 
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the requirements of the service user’s service delivery plan. This is a serious issue 
and we have issued a non-compliance notice to the registered person.

 The Domiciliary Care Agencies (Wales) Regulations 2004 20 (2) in relation to 
record keeping. A detailed record of the personal care provided to the service users 
have not been kept up to date or in good order. This is a serious issue and we have 
issued a non-compliance notice to the registered person. 
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Quality Of Life

Overall people have input into the support they receive and have choice in the daily 
activities they undertake. Care is not always provided appropriately or in a timely way. 
Health and wellbeing issues are not always identified or acted upon quickly. People’s files 
are not always updated or accurately reflect the course of action to be taken when health 
care needs change. 

People using the service are involved in planning their care and support. We saw person 
centred delivery plans which people have input into before they are completed. We saw 
evidence of pre-assessments being undertaken at a person’s home by a senior member of 
staff prior to the person moving into the home. We saw evidence that risk assessments 
were in place and people are involved in the care planning process. People can expect to 
receive support from staff who have an understanding of their needs as soon as care is due 
to start.

People have positive relationships with each other and members of the staff team. We 
observed staff prompting one person to get ready to go out shopping. They did this by the 
use of appropriate touch, supportive language and humour. We saw person centred 
delivery plans provided person centred information about the person using the service. 
Plans included hobbies and interests, background and family details, routines of importance 
to people including their emotional support and communication needs to give a sense of the 
individual person. We saw evidence in people’s files and spoke with a staff member which 
confirmed people undertake activities which are in line with how they liked to spend their 
time, which was outlined in the persons person centred delivery plan. This plan outlines the 
persons likes and dislikes and the options of what they want when they go shopping. 

People have choice in what activities they are involved in and when they take place. People 
are able to choose what they want to buy when shopping and their meal choices are 
influenced by the food they have purchased. We saw someone going shopping for items 
such as food whilst we were at the home. We saw evidence that food choices reflect 
people’s preferences recorded in their support plans.

We observed someone going out with a member of staff, laughing and joking as they went, 
happy and relaxed in what they were doing. We saw people’s rooms are personalised and 
decorated to their individual taste and preference. People were able to have their own 
furnishings and belongings in their rooms which helped to provide a homely and familiar 
atmosphere. Through personalised support documentation, and by speaking with staff and 
observing people’s interactions, people are able to undertake meaningful activities and 
have choices which matter to them. We spoke with members of staff and saw records 
which showed people were able to go for day trips to places such as Cheshire Oaks.  

People cannot be confident they will always receive the appropriate care at the right time. 
We saw evidence in a person’s day notes that on several occasions, this person was in 
extreme discomfort and pain and notes had been made of this situation by the staff. From 
the records we examined and discussions with both the senior support worker and 
registered manager we could not find any evidence that the manager or staff had taken 
appropriate measures to contact health care professionals to obtain further assistance for 
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the individual concerned. We saw several incidences where issues around a person’s 
continence, though recorded in the daily notes by staff, was not escalated as a priority with 
the persons General practitioner. We saw the day care pro-forma, a form which is used as 
a summary of any issues occurring throughout the day for individuals, is used as a 
reference for other staff and managers to address matters which arise during the day, on 
this and many occasions had not been filled in correctly with the daily “health care matters” 
section not having being completed accurately or at all. Descriptions of people’s a persons 
behaviour were being recorded, but timely interventions and actions for example to mitigate 
pain were not always undertaken by the staff team. We saw that re-occurring issues, such 
as a person going to the toilet on numerous occasions throughout the day were treated as 
being insignificant behaviour by staff when this behaviour should have alerted them to 
potential medical issues that needed to be checked out. We viewed staff handover 
documentation, which we cross referenced with the daily notes. This documentation had 
not recorded when a person had been unwell or if incidents of this person being in distress 
or being incontinent had occurred.  We saw a care plan for one person had not been 
updated to reflect and manage  a deterioration within that persons health condition 
specifically in relation to continence despite the deterioration being recorded in the day 
notes. Directions given in support and care plans by other professionals weren’t being 
followed, which leads us to conclude  people weren’t receiving the right support in the 
correct way and the health and support needs of individuals were being overlooked. 

People’s individual needs are not always understood and anticipated. We viewed a 
person’s support plan which stated the persons support team should note any changes in 
the individuals behaviour that may indicate if the person is worried or unhappy and to 
explore them thoroughly and the support team to report any concerns to the relevant 
person. We saw evidence of incontinence being experienced by this person on several 
occasions, we were told by a member of the staff team this was not normal behaviour, 
however we saw no further action had been taken by the manager or staff to consult the 
appropriate health professionals and seek advice and guidance as to how to manage the 
persons difficulties, thus preserving the persons dignity and ruling out any physical 
deterioration of the individual. We reviewed a persons day care notes and saw that the 
doctor had been telephoned on other occasions but it is unclear from these records what 
information was forwarded on to the general practitioner. The person centred delivery plan 
also records that when the person is unhappy they shout and this should be investigated, 
and staff should support the person to recognise when they are unwell and support them to 
access their doctor. We found people were not receiving appropriate support and care and 
appropriate actions were not being undertaken by the home in a timely manner, putting 
people’s health and well-being at risk.
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Quality Of Staffing

This inspection focussed on the quality of life and leadership and management themes. 
We, Care Inspectorate Wales (CIW) did not consider it necessary to look at quality of 
staffing on this occasion because this theme was looked at in great detail during the 
previous inspection which was held recently. This theme will be considered at future 
inspections.
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Quality Of Leadership and Management

Overall people don’t receive quality care and people’s health needs are not being met by 
staff or managers of the home. Records for people living at the home and staff working 
there are not updated regularly or accurately and the needs of people are not identified 
and acted upon quickly. Regular audits are not being undertaken in line with the 
organisations own procedures. 

We looked at issues raised in a concern we received regarding the auditing of records by 
the management team We also looked at the concern regarding appropriate staffing 
levels available during the night.

People can not be confident that they will always receive high quality care from a service 
which sets high standards for itself. We saw staff files which showed staff supervision 
was being undertaken regularly, however we noted in one person’s supervision records, 
notes which had been copied verbatim from notes of the previous meeting. We spoke 
with the registered manager regarding this who advised us they are now aware that 
supervision records have been copied from one meeting to another, the manager told us 
she was now more pro-active in managing her senior staff, undertaking regular meetings 
with them herself. We viewed day care notes which hadn’t been signed by senior 
members of staff, and we were advised by the registered manager that spot checks, 
undertaken by managers, had not been completed for the period October 2017 to 
January 2018; it is the policy of the service that senior staff are expected to review the 
day care notes as part of the audit systems. We saw day care notes hadn’t been filled in 
correctly, with sections of information, such as toilet monitoring forms and fluid intake 
charts either missing or not completed. These omissions were not being identified by 
senior staff, acted upon or rectified. The patterns of people’s behaviour and changes in 
their health and wellbeing, which had been occurring over a period of time, were not 
identified by managers. 

We viewed records for the period October 2017 to January 2018, two people living at the 
home were awake regularly throughout the night. We saw care plans which advised that 
when awake, each person required one to one support, though the home operated with 
one member of staff sleeping in. We viewed staff supervision notes showing a staff 
members concern regarding people’s compatibilities at night and we spoke with a staff 
member who told us sleep-in shifts were, at times, turning into waking nights. We saw 
evidence the staff had highlighted their concerns about people being awake during the 
night with other professionals and senior managers at the home. A Social worker had 
written in one person’s assessment on 17/2/16 that “The greatest area of concern is 
whether the sleep-in support provided at the service is enough to manage the risks to my 
client’s safety.” It was also evident in notes we viewed relating to an incident in 
December 2015 in regards one person at the home being awake regularly during the 
night, that when two members of staff worked a waking night during the month of 
December 2015 the person’s health improved. We found that people were not receiving 
the correct support at night and this inability to provide the correct staffing, even though 
there was an example of the correct staffing levels resulting in an improvement in 
people’s health, put people at the home and those staff working there at risk of harm. 
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The records were not accurate, auditing and reviewing was not taking place  and the 
registered manager, who has responsibility for the oversight of the service, so as to 
ensure procedures and safeguards are in place and they are working to protect people 
from harm was unaware of the issues taking place. Lack of management oversight has 
also resulted in audits not being undertaken and staff supervision not being completed 
thoroughly, this evidence leads us to conclude that the management oversight is poor 
throughout the home; which has contributed to the neglect of a person living in the home. 
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Quality Of The Environment

This theme is not applicable to domiciliary care agencies.
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How we inspect and report on services 
We conduct two types of inspection; baseline and focused. Both consider the experience of 
people using services.

 Baseline inspections assess whether the registration of a service is justified and 
whether the conditions of registration are appropriate. For most services, we carry out 
these inspections every three years. Exceptions are registered child minders, out of 
school care, sessional care, crèches and open access provision, which are every four 
years. 

At these inspections we check whether the service has a clear, effective Statement of 
Purpose and whether the service delivers on the commitments set out in its Statement 
of Purpose. In assessing whether registration is justified inspectors check that the 
service can demonstrate a history of compliance with regulations. 

 Focused inspections consider the experience of people using services and we will look 
at compliance with regulations when poor outcomes for people using services are 
identified. We carry out these inspections in between baseline inspections. Focused 
inspections will always consider the quality of life of people using services and may look 
at other areas. 

Baseline and focused inspections may be scheduled or carried out in response to concerns.

Inspectors use a variety of methods to gather information during inspections. These may 
include;

 Talking with people who use services and their representatives
 Talking to staff and the manager
 Looking at documentation
 Observation of staff interactions with people and of the environment
 Comments made within questionnaires returned from people who use services, staff and 

health and social care professionals

We inspect and report our findings under ‘Quality Themes’. Those relevant to each type of 
service are referred to within our inspection reports. 

Further information about what we do can be found in our leaflet ‘Improving Care and 
Social Services in Wales’. You can download this from our website, Improving Care and 
Social Services in Wales  or ask us to send you a copy by contacting us.

http://wales.gov.uk/cssiwsubsite/newcssiw/publications/leaflets/puttingpeople/?lang=en
http://wales.gov.uk/cssiwsubsite/newcssiw/publications/leaflets/puttingpeople/?lang=en


Care Inspectorate Wales
 Care Standards Act 2000

Non Compliance Notice 

Domiciliary Support Service

This notice sets out where your service is not compliant with the regulations. You, as the 
registered person, are required to take action to ensure compliance is achieved in the 

timescales specified.

The issuing of this notice is a serious matter. Failure to achieve compliance will 
result in Care Inspectorate Wales taking action in line with its enforcement policy.

Further advice and information is available on CSSIW’s website 
 www.careinspectorate.wales

Wrexham Social Services Community Living Service
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Quality Of Life Our Ref: NONCO-00005841-QMYN 

Non-compliance identified at this inspection

Timescale for completion 02/07/18

Description of non-compliance/Action to be taken Regulation number

The registered provider shall ensure that the personal care 
arranged by the agency is provided so as to safeguard service 
users against abuse or neglect.

13(b)

Evidence

- The registered person is not compliant with The Domiciliary Care Agencies (Wales) 
Regulations 2004 13 (b).

- The registered person shall make suitable arrangements to ensure that the agency is 
conducted, and the personal care arranged by the agency is provided so as to safeguard 
service users against abuse or neglect.

The evidence:
We had received notification of a safeguarding referral in respect of allegations of neglect. We 
carried out an inspection of the service and reviewed the records of person A.

We identified:
- We viewed the toilet monitoring form for person A from 1 October 2017 to 30 October 2017, 

it is recorded by staff that person A had a bowel movement on 1/10/17 & 2/10/17, there 
were no further entries into this record until 31/10/17 when it recorded that person A had a 
bowel movement. “We reviewed person A’s daily records and saw that on 21/11/17 person 
A refused to get out of the car, waited and assessed her, but started shouting “nurse, nurse” 
‘left to calm down, thought I was someone else, and came into the house and clothes off 
straight to the toilet. When we looked at the daily records no entries had been made as to 
any actions taken by the staff in response to person A's distress on the 21/11/17. In the 
subsequent day logs from 21/11/7 until 8/12/17 there were incidents recorded in the daily 
records of person A being incontinent, in pain and discomfort; on 23/11/17 person A was 
incontinent twice during the night; on 24/11/17 three days after  person A was recorded as 
shouting for a nurse  it is recorded that person A was screaming "nurse, nurse" in the car 
whilst out with staff, it is further recorded for the 24/11/17 & 25/ 11/17 was awake for most of 
that night. When we looked at the daily records for 21/11/17, 23/11/17, 24/11/17 & 25/11/17 
no entries were made as to the actions taken by staff in response to person A's distress, the 
daily notes do not record that the GP was contacted to discuss these issues; on 28/11/17 it 
was recorded that person A went to the toilet a number of times but was said to be 
constipated, then complaining of tummy ache and then went to the toilet and was 
incontinent before they reached the toilet. The day notes record that the G.P. was 
telephoned on 28/11/17, however no records were made by the  staff member in the daily 
log as to what the conversation with the doctor entailed, only that a stool softener was 



requested by the member of staff. We saw in person A's daily log that on 9/12/17 staff had 
recorded as person A going to the toilet approximately 15 times and reported "A" as 
"wincing in pain" and "urinated on the floor". We saw person A's daily records for the 
9/12/17, person A's G.P. was telephoned by staff as "A" was said to be in pain and was 
going to the toilet frequently. There were no records of the conversation with the G.P. or 
how A’s symptoms had been described or if any treatment was suggested by the G.P. There 
is no evidence of how this situation was to be managed for A or evidence of a risk 
assessment being in place at the time.

- We reviewed person A's "hazard identification" notes. Within these notes it is recorded that 
the staff support team is to record any changes in person A's behaviour that might indicate 
that person A is worried or unhappy and explore these changes thoroughly. Person A's 
person Centred Delivery Plan identifies that staff should support person A to recognise 
when person A is feeling unwell and support person A to access the G.P. person A was not 
seen by their G.P. on any occasion during this time.

Poor record keeping has resulted in incidents and patterns of behaviours not being managed 
effectively which has adversely affected person A.  Appropriate action had not being taken by 
staff when person A indicated they were unwell, which lead to a deterioration in person A's 
health. The evidence indicates that action is required from the registered persons and staff to 
ensure that service users receive timely interventions from staff when their physical and 
emotional health shows signs of deterioration. People using the service must have their support 
documentation completed, reviewed and updated when any changes to their health and 
Welfare occur.



Quality Of Life Our Ref: NONCO-00005842-LXLB 

Non-compliance identified at this inspection

Timescale for completion 02/07/18

Description of non-compliance/Action to be taken Regulation number

The registered person shall ensure the personal care which 
the agency arranges to be provided to any service user meets 
the service users needs specified in the service delivery plan.

14 (3)

Evidence

The registered person is not compliant with The Domiciliary Care Agencies (Wales) Regulations 
2004 14 (3).

The registered person shall, so far as is practicable, ensure that the personal care which the 
agency arranges to be provided to any service user meets the service user’s needs specified in 
the service delivery plan.

We had received concerns alleging issues of poor care and poor practice. We carried out an 
inspection of the service on 8 February 2018 and 9 February 2018 and reviewed the records of 
person A.

We identified:
- We reviewed person A's Hazard Identification Sheet, dated 29/1/16 which stated "the 

support team is to note any changes in person A's behaviour that may indicate person A is 
worried/unhappy and explore them thoroughly and the support team is to report any 
concerns to the relevant person.”  We also saw in person A's Person Centred Delivery Plan, 
dated April 2017 stated that  “support staff are to support person A to recognise when 
person A is feeling unwell and to support person A to access the G.P. and other primary 
health care." These instructions had not been changed since 29/1/16 and therefore 
remained current for staff to follow.

- We viewed person A's daily records, on the 10/10/17 staff had noted that person A had "wet 
themselves" twice during the night. Person A had been up twice in the night and the last 
time, at 4.30 a.m. had refused to go back to bed and hadn't gone to bed until 8.30a.m. 
When we looked at the daily records no entries were made as to the actions staff had taken 
to explore the reasons behind this behaviour. There were no entries in the daily records to 
show staff had explored the reasons for changes to person A's behaviour, had reported any 
concerns to the relevant person or had recognised if person A was unwell or supported "A" 
to access their G.P. We reviewed person A's daily records and saw that on the13/10/17 
person A refused to go to bed, records showed "A" was "awake all night" and was in and out 
of bed. Records for this date show that person A was mopping the bathroom floor at 3.30 
a.m. and finally went back to sleep at 4.00 a.m. When we looked at daily records for the 
13/10/17, no entries had been made to show that staff had attempted to investigate these 



behaviours, and had not reported any concerns to the relevant person such as a health care 
professional or a manager. We viewed person A's daily records for 20/11/17 which showed 
that "A" went to the toilet 9 times during the day. The daily records show that the staff team 
took no further action , that any concerns weren't reported to the relevant person such as a 
health care professional or a manager and that person A was not supported to access their 
G.P.  We saw in person A's daily record that on 21/11/17, between 12 noon and 5 p.m., no 
specific time had been recorded by staff,  person A was shouting "nurse nurse", and running 
to the toilet, possibly in pain. We viewed day records for 13/10/17, 20/11/17 and 21/11/17 
which showed that although staff were aware of the behaviours by A the staff team took no 
further action.

- Staff had failed to follow the instructions in person A's Hazard Identification notes and the 
Person Centred Delivery Plan, thus contributing towards a delay in seeking appropriate 
professional advice for person A. People were also put at risk of harm as indicators around 
health and behavioural changes, outlined with in the support documentation, were not being 
recognised by staff and therefore appropriate actions were not taken in line with people's 
support documentation. The evidence indicates that action is required to ensure instructions 
given in people's support documentation is followed so as to ensure their medical needs are 
managed at the time they occur.

- The impact on people using the service of people's support documentation not being 
followed closely or understood by the staff is people's medical needs are not being reviewed 
by the appropriate health care professionals when people’s health deteriorates. This is 
neglectful and contrary to good practice.



Quality Of Leadership and Management Our Ref: NONCO-00005844-VPSX 

Non-compliance identified at this inspection

Timescale for completion 02/07/18

Description of non-compliance/Action to be taken Regulation number

The registered provider shall endeavour that detailed records 
of the personal care provided to the service users are kept up 
to date and in good order.

20 (2)

Evidence

The registered person is not compliant with The Domiciliary Care Agencies (Wales) Regulations 
2004 20 (2)

The registered person shall endeavour to ensure that, a detailed record of the personal care 
provided to the service user is kept at the service user’s home and that they are kept up to date, 
in good order and in a secure manner.

The evidence:
We had received notification of a safeguarding referral in respect of allegations of neglect. We 
carried out an inspection of the service and reviewed the records of person A.

We identified:
- We viewed the toilet monitoring form for person A for October 2017.This record indicated 

that person A had a bowel movement on 1/10/17 & 2/10/17. The next entry into the record is 
dated the 31/10/17 when it was recorded that person A had a bowel movement. Between 
these dates, a period of 29 days elapsed when no entries were made in relation to 
monitoring continence.

- In daily records for person A for October 2017 we found that recording sheets for areas 
such as Food and Fluid Intake; daily charts to monitor input and out put of fluid and urine 
and a toilet monitoring form were present. We saw that these forms were missing in the 
daily records for November 2017.

- We viewed in person A's daily records that, though recorded by staff in the daily narrative 
section that person A went to the toilet on 1/11/17 to 10/11/17, in the "What has been 
recorded" tick box, which should also be filled in by staff, person A's toileting had not been 
recorded. The registered manager told us that the daily narrative should be cross 
referenced onto the tick box on the opposite page and then this should be input into the 
monthly summary at the rear of the document. Neither of these requirements had been 
carried out.

- We saw person A's daily record for 9/12/17, staff had recorded that person A's GP was 
telephoned as person A had been in pain and was going to the toilet frequently, staff had 



not recorded the conversation they had with the G.P. in the daily record.

The evidence indicates that action is required to ensure service users information is kept up to 
date and regularly reviewed. Peoples continued support needs are reliant upon the staff’s ability 
to complete with accuracy the documentation they are required to maintain. If documentation is 
not maintained accurately, any actions which should be taken on behalf of people using the 
service which include deterioration in their health and welfare may not be taken in a timely 
manner. This could result in people being put at risk of neglect as their health needs aren't 
being recorded accurately and appropriate follow up action is not being undertaken.


