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Description of the service

Gwendraeth House is a care home that can accommodate up to two people aged 18 and 
over. The homes statement of purpose states they provide personal care and support to 
people ‘with autism, learning disabilities, mental health, display behaviours that challenge’. 
The home is located in a residential area on the outskirts of Cross Hands. 

Ty Gofal Ltd. is the company that owns the home and Mark Davies is the nominated 
responsible individual. There is an appropriately qualified manager in post, who is 
registered with Social Care Wales (SCW the workforce regulator).

Summary of our findings

1. Overall assessment

People live in a homely environment that meets their needs. We observed attentive 
interactions between staff and the people living at the home. Care workers recognised and 
respected people for who they are, and were able to recognise and describe their care and 
communication needs. However, we found that Improvement is required to ensure the 
service meets legal requirements in the areas detailed throughout this report. Immediate 
action is needed to ensure staff are safely recruited and effectively trained.

2. Improvements

There was little evidence of improvement since the last inspection. The recommended 
areas of improvement had not been actioned. This included: 

 All correspondence regarding DOLs applications are documented.
 Training delivered in relation to communication methods.

3. Requirements and recommendations 

Section five of this report sets out our recommendations to improve the service and the 
areas where the care home is not meeting legal requirements. These include the following:

 Staffing: fitness, supporting, supervision and development.
 Notifying relevant authorities of concerns/incidents.
 Dating the Statement of Purpose.
 Medication processes.
 Organisational governance and oversight including quality assurance processes.
 A designated visitors book for use by the home only.
 Monitoring water temperatures.  



 
1. Well-being 

Our findings

People are supported to make choices. We saw a friendly atmosphere; people appeared 
relaxed and comfortable, in the company of the care workers. People were very much ‘at 
home’ in their environment. We saw warm and caring interactions between staff and people 
living at the home. Staff treated people with dignity and respect, recognising and valuing 
their individual identities and routines. Staff were able to easily recall people’s particular 
preferences and customs. Staff responded appropriately to people’s interactions. The staff 
we spoke to understood their role in protecting people, and were able to recognise signs of 
abuse. Two staff members told us that they were confident they could raise concerns, as 
they had done previously. They felt supported by the specialist Learning Disability Nurse 
employed by the organisation, and the manger. We saw an application had been made, as 
required under the Deprivation of Liberty Safeguards (DoLS), for people who do not have 
the ability to make decisions about aspects of their care and support, although the relevant 
authority had not yet to conduct their assessment. The service is to continue to document 
communication made in relation to the application.  We saw an advocate was in place to 
support people who were unable to communicate for themselves. Based on our findings we 
believe people’s rights are protected.

Care workers were familiar with peoples known triggers enabling them to anticipate 
people’s needs. They knew how to diffuse/distract the person when needed, which we 
observed during our inspection visit. We saw care was unrushed and discreet and staff 
members were ensuring that care was given in a way that was appropriate for the 
individual. People had a range of needs, which includes communication. We saw staff were 
able to identify no verbal forms of communication due to familiarity. 
We spoke with two staff members about what it was like to work at the service. They 
informed us that a large proportion of staff had recently left the organisation, which has led 
to increase in working hours whilst recruitment was ongoing. Both described a positive 
change in culture the since former staff members left. They described the current working 
environment as ‘happy’ with an increase in staff morale and team working. Staff 
demonstrated that the care delivered focused on the individual. They made comments such 
as ‘this is x’s home’ and ‘it’s all about x’, which demonstrated they were person centred. 
Both staff members were able to give a detail account of the person’s needs, likes, dislikes 
and routines. People benefit from having their individual routines, identities and preferences 
valued and recognised. 



2. Care and Support 

Our findings

This was a focused following concerns relating to the leadership and governance across 
the organisation and the welfare of people. Care and support was not a focus of the 
inspection. However, we noted the following:

People receive support to maximise their physical and mental health and emotional well-
being. We saw detailed person centred care plans and risk management plans supported 
individual needs and that these were reviewed and updated regularly and in line with 
changes. Daily notes of care delivered was detailed. We saw timely access to external 
health and social care services. Care records showed that people had access to medical 
and specialist health services when needed. This included the GP, dentist, optician and 
other health professionals. We conclude that people have access to suitable medical 
intervention.



3. Environment 

Our findings

This was a focused following concerns relating to the leadership and governance across 
the organisation and the welfare of people. The environment was not a focus of the 
inspection. However, we noted the following:

 People live in a domestic sized detached house, which meets their needs and 
supports them to maximise their independence. We viewed all communal areas of 
the home, including the staff sleep-in room/office. People showed us their bedrooms, 
which we found to be personalised with their belongings, which reflected their likes 
and lifestyles. The home was clean, warm and comfortably furnished. To the rear of 
the home, an enclosed garden area was available for people to use. 

 Visitors to the home needed to ring the bell to gain access and staff and visitors were 
asked to sign in, meaning that only people with a reason to be in the home could 
gain access. We noted that the signing book was shared with the organisations 
sister home and as such, entries did not identify which home had been visited. We 
recommended separate signing in books for each service.  

 We asked about health and safety checks such as monitoring safe water 
temperatures. These checks were not in place. We recommend that water 
temperatures be checked on a regular basis to ensure adjustments can be made to 
ensure the risks from scalding are minimised. 

 There were small fire extinguishers, which did not have an expiry date. We were told 
that there was no external contractor who serviced the extinguishers and we saw 
evidence that the pressures on the extinguishers were regularly noted to ensure they 
were within appropriate range. The RI informed extinguishers would be replaced if 
the pressure were not within the appropriate range. We recommended the service 
provider seek advice from the fire service in relation to clarifying the suitability of the 
fire extinguishers in situ. 

In conclusion, people live in a clean, comfortable environment, which is homely and also 
allows for personal space. However, environmental risks were not always fully assessed. 
We refer the service provider to ‘Health and Safety in Care Homes,’ document produced by 
the Health and Safety Executive published 2001 to ensure they have a clear understanding 
of their duties under health and safety legislation. Risks identified must be prioritised to 
ensure people’s safety is effectively promoted and protected.



4. Leadership and Management 

Our findings

People do not always benefit from a service where the provider recruits, vets and inducts 
staff in a safe way. We reviewed the recruitment process and fitness of staff. We saw staff 
files had missing information, for example, there was no recent photograph or a full 
employment history with an explanation of any gaps or references from the last employers. 
We saw that Disclosure and barring (DBS) checks weren’t evident in all files. We spoke to 
staff members who told us that they had appropriate qualifications in health and social care, 
however certificates were not available in files and appropriate checks to verify 
qualifications were not seen. People may be at risk from being supported by unsuitable staff 
as recruitment checks, to ensure staff suitability, are not effectively completed or evidenced. 
This is a serious matter and we have issued a non-compliance notice to the provider in 
relation to the fitness of staff. We also identified that staff disciplinary procedures had been 
undertaken and concluded, which resulted in staff dismissals. CIW had not been notified of 
these. We identified the disciplinary of one staff member was conducted without 
consultation with the local authority safeguarding team. We notified the registered persons 
that they were not fully meeting the legal requirements in relation to notifications.

The service provider has failed to provide suitable supervision and training for staff to 
further enhance people’s safety and well-being. The manager was unable to provide an 
oversight of staff training without searching through computer records. We spoke with two 
staff members who informed us that they had any training since being with the organisation. 
Both had experience in care and stated that they had relevant training with their former 
employer. We asked to see the former training certificates and the manager was unable to 
provide these. We asked if a training needs analysis had been completed so that it was 
clear in what training staff needed. The manager confirmed that it had not. Staff had not 
received training in communication, such as total communication, as recommended in the 
last inspection. Positive behaviour management training had also not been accessed due to 
a waiting list for the training. We expressed that staff may be carrying out duties, which they 
are not trained to do, which could put people at risk. From staff files, there was no evidence 
of formal supervision for care staff or the manager. Although care staff spoken with 
confirmed that they had regular access with the learning disability nurse in relation to care 
delivery and practice. The learning disability nurse informed that she had peer supervision 
with the manager however, these were not documented. The manager did not themselves 
receive formal supervision. This is a serious matter and we have issued a non-compliance 
notice to the provider in relation to supporting and developing staff. 

People do not receive a service, which is committed to quality assurance and constant 
improvement. Governance and auditing arrangements are not always in place. The vision, 
values and purpose of the services are not always actively implemented. The statement of 
purpose (SOP) document, which was not dated to reflect when completed/reviewed, 



outlined outcomes that were to be set and measured, through either the recovery or active 
support model process. Staff had not received training in these models. We asked to see 
evidence in relation to the RI visits. These could not be evidenced.  We were aware of a 
period where the RI had been unavailable due to serious illness. We were informed of 
interim arrangements. Where the current manager was to oversee the RI duties and an 
interim manager was supporting. We discovered during our inspection that the interim 
manager no longer worked for the organisation and we were not notified of the change in 
management arrangements. We asked to see the most recent quality of care review, it had 
not been done. We asked the RI / manager how a clear oversight of the service to 
demonstrate that audits, lessons learnt and monitoring fed into recommendations to 
improve the service could be evidenced. They were unable to answer. We conclude, 
systems are not always in place to facilitate daily operations, therefore did not meet legal 
requirements. Arrangements had not always been made to ensure effective internal 
auditing and quality control practices had been followed. This included seeking feedback 
from people associated with the service and the completion of the six monthly quality of 
care review. We will be reviewing and assessing these at the next inspection. 



5. Improvements required and recommended following this inspection

5.1  Areas of non-compliance from previous inspections

At the previous inspection no areas of non-compliance was identified.

5.2  Areas of non-compliance identified at this inspection

We have identified that the provider is non-compliant with the following Regulations within 
The Regulated Services (Service Providers and Responsible Individuals) (Wales) 
Regulations 2017 and these must be addressed:

 Regulation 35: Fitness of staff. The service provider has failed ensure recruitment 
processes ensure staff are safely vetted before working at the service. 

 Regulation 36: Supporting and developing staff. The service provider has failed to 
provide suitable supervision and training (including communication training) for staff 
to further enhance people’s safety and well-being.

This is a serious issue and we have issued a non-compliance notice to the registered 
persons. Details of the actions required are set out in the non-compliance report 
attached.

In addition, improvement is needed to fully meet the legal requirements of The Regulated 
Services (Service Providers and Responsible Individuals) (Wales) Regulations 2017:

 Regulation 60 Notifications. The service provider did not notify the regulator of any 
abuse or allegation of abuse in relation to an individual that involves the service 
provider and/or a member of staff. We were also not notified of any allegations of 
misconduct by a member of staff.

 Regulation 66 Supervision of the management of the service. The responsible 
individual must ensure suitable supervision support for the management. Whilst 
ensuring a clear separation between the two Ty Gofal service provisions (Llety 
House & Gwendraeth House). 

 Regulation 73 (2) Visits. The responsible individual is to visit and meet with people 
using the service and staff at least every three months. Visits are to be documented 
and logged.  Clear separation between the two Ty Gofal service provisions (Llety 
House & Gwendraeth House) are required. 

 Regulation 80 (4) Quality of care. A report is to be completed six monthly. Whilst 
ensuring a clear separation between the two Ty Gofal service provisions (Llety 
House & Gwendraeth House). 



A notice has not been issued on this occasion, as there was no immediate or significant risk 
for the people using the service: We expect the provider to take action to rectify this and it 
will be followed up at the next inspection.

We also made the following recommendations:

 Water temperatures are to be checked on a regular basis.
 The service provider seeks advice from the fire service to clarify the suitability of the 

fire extinguishers in situ, and whether they need to be regularly serviced. 
 A separate signing in book for visitors for each service. 
 The statement of purpose is dated to reflect when completed/reviewed. 



6. How we undertook this inspection 

This inspection was brought forward following an anonyms concern relating to the 
leadership and governance across the organisation and the welfare of people. We 
undertook a focused inspection, considering the care and support, and leadership and 
management theme in relation to how this affects the overall wellbeing of people using the 
service. We found evidence to support some of the concerns raised and issued non-
compliance notices. 

We made an unannounced visit to the home on the 25 November 2019 between 13:30pm 
and 16:00pm.  Two inspectors made a further announced visit to examine documentation 
and to meet with the responsible individual and manager on 16 December 2019 between 
9:00am and 12:50pm at another location. 

The following methods were used:

 Review of the previous inspection report. 
 Observations of interactions between staff and residents. 
 Conversations with the responsible individual, the home’s manager and the learning 

disabilities nurse.
 Conversations with the local authority safeguarding team.  
 Conversations with two care workers.
 A tour of the home.
 Inspection feedback to the Responsible Individual and manager on 16/12/19. 

We looked at:

 One person’s care records.
 Five care workers’ records.
 Staffing rota & training.
 Three of the home’s policies and procedures selected at random.
 Incident and accident reporting documents.
 Quality assurance processes including records relating to staff.

Further information about what we do can be found on our website: 
www.careinspectorate.wales

About the service

Type of care provided Care Home Service

http://www.careinspectorate.wales/


Service Provider Ty Gofal LTD 

Manager There was a manager in place who was 
registered with Social Care Wales who had day-
to-day responsibility for running the home.

Registered maximum number of 
places

2

Date of previous Care Inspectorate 
Wales inspection

30/05/2019

Dates of this Inspection visit(s) 25/11/2019 & 16/12/2019

Operating Language of the service English

Does this service provide the Welsh 
Language active offer?

This is a service that is working towards 
providing an ‘Active Offer’ of the Welsh 
language and intends to become a bilingual 
service promoting the use of the Welsh 
language and culture. There were no Welsh 
speakers living at the home at the time of the 
inspection.

Additional Information:

Date Published 19/02/2020



Care Inspectorate Wales
 Regulation and Inspection of Social Care (Wales) Act 2016

Non Compliance Notice 
Care Home 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

Gwendraeth House

LLANELLI

Date of publication:  19/02/2020

www.careinspectorate.wales
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Leadership and Management Our Ref: NONCO-00009050-VSFR 

Non-compliance identified at this inspection

Timescale for completion 08/04/20

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

Supporting and developing staff  36(2) 
The service provider must ensure that any person working at 
the service (including a person allowed to work as a 
volunteer):- 
(c) receives appropriate supervision and appraisal; 
(d) receives core training appropriate to the work to be 
performed by them; 
(e) receives specialist training as appropriate; 
(f) receives support and assistance to obtain such further 
training as is appropriate to the work they perform. 

Regulation 36(2)(c)(d)(e)(f)

Evidence

- The registered person is not compliant with regulation 36(2)(c)(d)(e)(f) Supporting and 
developing staff.

- This is because the service provider does not have robust processes in place for ongoing 
supervision, training and development of staff.

The evidence:
- There was no records of supervision been carried out for the Learning disability nurse.
- There was no evidence of 3 monthly staff supervision been carried out for other staff.
- Two members of staff confirmed they had not received a formal supervision.
We reviewed the organisations statement of purpose for the service. This stated that:-
‘Staff are provided with a 2-week induction programme when they start their role, they are 
required to shadow as supernumerary with each individual to ensure they can affectively 
support each individual in the home, staff will also read policies and procedures and complete 
training courses during the first two weeks. Currently we offer the following training which is 
provided by ABT training Limited, and held at our Head Office.
COSHH Training ,Data Protection ,Equality & Diversity ,Fire Awareness ,Food Safety & 
Hygiene, Health and Safety Essentials, Infection Prevention and Control, Manual Handling, 
MCA,DOLS, SOVA ,Medication Awareness, First Aid Awareness, Learning Disabilities, Autism 
Awareness, Mental Health Awareness ,PBS – Positive Behaviour Support .
If required the team will attend training to adhere to the communication needs of the individuals
We also offer, encourage and support all staff members to achieve their qualification credit 
framework (QCF) Level 2, 3 and 5.

References to the following models of care were also made in the statement of purpose:

- The recovery model - a holistic, person-centred approach to mental health care.
- Active Support - a method of enabling people with learning disabilities to engage more in 



their daily lives.
CIW would expect staff to have training in the above models.
- Two staff members told us they had not had any training since starting with the organisation 

but had relevant training in their former employment. The manager was unable to evidence 
what training staff had received as part of previous employment, when it was achieved or 
was due for renewal.

- Evidence relating to staff training was on the computer. There was no system in place to 
allow the manager to have an accurate oversight of completed or future training needs of 
staff, such as a training matrix.

- It was found that no staff currently working at the service had undertaken the three-day 
induction training. All members that had completed this induction had left the organisation.

- Training in relation to communication needs had not been undertaken as recommended 
during the last inspection.

We discussed this matter with the RI and manager. We asked how many staff were employed 
at the home and we were informed that there were twelve in addition to the learning disability 
nurse and manager. The manager told us that the 3 day induction training was being organised 
for staff but no dates had been booked and confirmed. We asked if any staff were booked on 
forthcoming training. We were told that medication training had been planned for a few staff 
within the organisation.

The service provider did not have a clear oversight regarding the past, current or future training 
needs of staff employed at the service. As a matter of urgency, the service provider is to 
arrange mandatory and individual specific training for staff members. Appropriate systems for 
monitoring staff training (ongoing needs and update training) are to be implemented.

- The impact on people using the service is staff may be carrying out duties which they are 
not trained to do and that staff are not receiving effective support and assistance from the 
registered provider, in the form of core training appropriate to the work and duties which 
they perform. Staff are not receiving support and assistance to identify and obtain further 
appropriate training.

All of the above could seriously affect the health and well-being of those people receiving a 
service. They are receiving their care and support from a staff team who have not been 
appropriately supervised and do not have the relevant skills and qualifications to be able to 
meet their needs.



Leadership and Management Our Ref: NONCO-00009051-QNXM 

Non-compliance identified at this inspection

Timescale for completion 19/02/20

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

Fitness of staff. 
The service provider must not employ a person under a 
contract of employment to work at the service unless that 
person is fit to do so and the person has provided full and 
satisfactory information or documentation, as the case may be, 
in respect of each of the matters specified in Part 1 of 
Schedule 1 and this information or documentation is available 
at the service for inspection by the service regulator.

Regulation 35 (1)(a) 35(2)(d)

Evidence

- The registered person is not compliant with regulation 35 (1)(a) 35(2)(d) fitness of staff.
- the provider did not produce evidence that adequate checks and references had been 

undertaken in relation to the appointment of staff working at the home.
- The evidence: Staff files are missing information required to meet the regulation.
We reviewed the staff personnel files of five people working at the service including the 
Learning Disability Nurse. The majority of files examined lacked the necessary documentation 
to ascertain the applicant’s suitability and competency for working with vulnerable adults. 
Documentation such as: an application form; full employment history; verification why the 
employee had left their previous position; two references; a photograph; identification; 
Disclosure and Barring Service (DBS) checks; qualifications; staff supervision.
Staff file 1 - No photograph. Only one reference on file – from a former colleague not last 
employer. No evidence of qualifications. No evidence of supervision.
Staff file 2 – No photograph. No references. No documented evidence of verification if leaving 
previous employment in a care setting. No evidence of qualifications. No evidence of 
supervision.
Staff file 3 – No photograph. No proof of identity. No DBS number. Two references from the 
same individual who works for Ty Gofal (not from former employer). No documented evidence 
of verification for leaving previous employment in a care setting. No evidence of qualifications. 
No evidence of supervision.
Staff file 4 - No photograph. No DBS number. No references. No evidence of qualifications. No 
evidence of supervision.
Staff file 5 - No photograph. No references. No DBS number. No full employment history. No 
documented evidence of verification if leaving previous employment in a care setting.  No 
evidence of qualifications. No evidence of supervision.
Where reference requests had been made no attempt to chase them up or seek alternatives 
had been made.
Following the inspection we were provided with the DBS numbers for all twelve staff, the 
learning disability nurse and the manager who work at the home.



We expressed our concerns around the recruitment process and lack of effective information 
to allow the registered provider to review their decision and ascertain the suitability of the staff 
they had appointed prior to commencing with the service. Staff were not recruited and vetted in 
a safe way.
- The impact on people using the service is the health and well-being of people may be at risk 

from being supported by unsuitable and unfit staff as recruitment checks, to ensure people’s 
safety and staff suitability, are not effectively completed in full prior to people being 
employed at the service.


