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Description of the service
Llety House is a care home that can accommodate up to two people aged 18 and over. It 
provides personal care to people who have mental health needs and/or a learning disability. 
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 experience a good level of independence and benefit from positive relationships 
with staff who care for them. Llety House provides a clean, comfortable and personalised 
environment for people to feel at home in. People said they were happy living in the home 
and that they were encouraged to do the things that matter to them. Care workers 
recognised and respected people for who they are. 

However we found that the service was not being delivered in line with the organisations 
statement of purpose (SOP), which outlines the service provision. Staff had not undertaken 
the specified training; staffing levels by night were incorrect and there was no bedroom 
downstairs.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

The service registered with Care Inspectorate Wales (CIW) on 13 June 2019. This was the 
services first inspection. 

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.
 Service delivery not in line with the organisations Statement of Purpose.
 Medication processes.
 Organisational governance and oversight including quality assurance processes.
 Health and safety
 The use of inappropriate language in recordings. 



1. Well-being 

Our findings

People have developed positive relationships with others living at the home and those 
delivering their care. People told us that they got on well with each other, in that they had 
similar interests. We viewed the services Statement of Purpose that outlines the service 
provision. We identified that the document required further development and we notified the 
registered persons that they were not fully meeting the legal requirements. Discussions with 
the manager highlighted that careful consideration was given to resident compatibility when 
assessing requests for new placements. This was to facilitate as smooth a transition for the 
person, people living at the home and those delivering the care. Matters such as staff skill 
mix, people’s current care and behaviours needs were factors considered.  The manager 
involving the person, their family/representative, and other professionals who had carried 
out the initial assessment. In care documentation, we saw risk assessments around 
individuals’ behaviours and guidelines for care workers to follow. 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. There was no one living at the home 
whose first language was Welsh. The manager was aware of the ‘Welsh active offer’. We 
were told that if the need arose, reasonable adjustments would be made to support people 
through the medium of Welsh. People receiving a service appeared to be relaxed in the 
company of each other, the manager and care workers during our visits. 

People are supported to manage their own behaviour and are supported after any 
occurrences. We had been notified of an incident relating to challenging behaviour with 
threats of self-injury that resulted in police involvement. We were told by a staff member 
that the NHS Mental Health Crisis Team had been accessed prior to the incident for 
additional specialist support for the person. The service determined that they were no 
longer able to support the individual in question and issued immediate notice. The person 
had been admitted as an emergency placement the week prior. Although the service had 
requested a variation with CIW to increase their numbers to accommodate the placement 
they this had not be approved prior to admission. As such, the placement was outside the 
homes condition of registration. . Neither commissioners nor  CIW had not been notified of 
this. We notified the provider that they were not fully meeting the legal requirements in 
relation to reporting significant incidents. One person living at the home referred to the time 
as ‘….quite scary. I didn’t like it one bit’. We found that people were supported with feelings 
of anxieties following the incident and reassurance was given that the person would not 
returning. This illustrates that people can express themselves and are supported at times of 
apprehension. 

People’s independence is promoted. People had access to the kitchen and laundry facilities 
independently or with staff support. People were encouraged to make their own meals. 
People told us they were supported with food shopping, and that care workers supported 
them to produce a shopping list to buy ingredients. People were encouraged to take part in 



domestic duties, including laundry, to enhance their independence and to take pride in their 
home. People were involved in low-level decision making, within their capabilities, about 
their care. We saw that people followed their own routines, such as when to get up and go 
to bed, what they wanted to eat and drink and activities in which they were involved. We 
observed people accessing the community with staff returning later that day. Positive risk 
taking was promoted. Social leave, where by a person went out on their own had been 
agreed by their care manager. We identified that people were being left in the home without 
staff supervision. People living at the home and a staff member confirmed this. We 
discussed with the manager who informed us that this had been agreed with the individuals 
care manager. The service is registered as a care home and as such a staff member must 
be in the home at all times when residents are present. We notified the registered persons 
that they were not fully meeting the legal requirements in relation to staffing. We were 
informed that this would cease immediately. Overall, it is evident that people are supported 
to do as much as they can for themselves. 



2. Care and Support 

Our findings

Care and support is provided in consultation with people receiving a service. Personal plans 
were in place describing the support people needed. However, plans viewed were basic 
and required improvement, to ensure they were outcomes focused. The service actively 
promoted and supported people to maintain friendships and family relationships and people 
accessed the community independently on a daily basis. The manager and care workers 
informed us that people were progressing well, however, there was no process in place to 
actively measure outcomes for people. People told us that they were happy living in the 
home and felt well supported and informed about their care. People are able to participate 
in opportunities and activities of daily living both inside and outside the home.

People using the service said they were satisfied with the care and support they receive. 
Comments from people receiving a service indicated they were happy with their placement 
and were treated well. We looked at the care files and found that people’s needs had been 
assessed prior to their admission. Over all we saw that care plans had been completed and 
covered areas of the person’s physical and social health. We noted that care plans address 
a range of needs including personal care, independent living skills, medication, laundry, 
meal preparation and accessing the community. A care worker told us that some people‘s 
1:1 time had stopped recently. Care plans did not reflect peoples contracted 1:1 hours or 
how they were to be utilised.  Discussions with commissioners, who fund the placements, 
confirmed individual 1:1 hours were commissioned. We notified the registered persons that 
they were not fully meeting the legal requirements in relation to staffing. We saw risk 
assessments had been completed which outlined how risks to people’s health and well-
being were to be managed. Care workers were able to provide a verbal account of peoples 
current needs. Completed daily records provided a description of the care received.  Staff 
handover records were also completed. We saw that in places inappropriate language had 
been written in the staff handover book. We discussed this with the manager who was 
aware of the matter and had also assured discussion in relation to suitable communication 
would be addressed with staff. To conclude people may not always get the appropriate 
level of care and support they need to fully develop their independence. 

Robust procedures were not in place to manage medication safely or to ensure stock levels 
were accurate. Improvements are required in relation to medication management, storage 
and administration within the home. Medication was stored in separate locked cupboard 
attached to the wall of the staff sleep-in room. We noted on our first visit that one of the 
locks were broken, we raised this with staff who arranged to have it fixed.  No one currently 
self-medicates but we were told that people were motivated to progress to becoming more 
independent with medication management. We saw the label on one person’s medication 
stated ‘one to be taken twice a day’ yet the medication was given as PRN (as and when 
medication). The dosage need to be clarified with the GP/prescribing consultant. This 
medication was not on a Medication Administration Record chart , a medication signing  



sheet was used to record the number of tablets in stock. The number of stock did not tally 
with the sheet. We notified the registered persons that they were not fully meeting the legal 
requirements in relation to medication. On our second visit we noted the lock had been 
fixed and a MAR’s was in place for PRN medication however there were no protocols for 
PRN for staff to refer to with the MAR’s when the person asks for it. Although we were told 
there was guidelines in the persons care records we recommend a copy of this is kept with 
the MAR’s. PRNs were now also being recorded in a book. Staff had written in front of this 
book that a maximum of two doses of the medication were to be given in any 24-hour 
period. We discussed with the manager that this could be misinterpreted and could result in 
a person overdosing with more than two doses should the doses be close to midnight and 
within a 24-hour period. We also discussed with the manager the need for undertaking 
regular medication audits and weekly stock counts to evidence and deal with any 
discrepancies. We were assured this would be addressed. 
We examined three organisational policies. Safeguarding; Whistleblowing and Medication. 
We saw that these were appropriate, however there was no evidence to demonstrate that 
staff had read the policies. People are at risk from unsafe medication practices, which could 
place them at a significant risk of harm and result in relapses to their physical and mental 
health. Improvements are needed to ensure roust audits, processes and procedures are in 
place, which are effectively underpinned by appropriate training. 

Staff encourage people to be as healthy as they can be and people have timely access to 
external health and social care services. People were registered with the local General 
Practice (GP). Care records showed that people had access to medical and specialist 
health services when needed. This included the dentist, optician and other health 
professionals. We spoke to a person who confirmed they were supported to access the GP 
when required and that appointments were made in a timely manner. We conclude that 
people have access to suitable medical services.



3. Environment 

Our findings

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. Upstairs, people showed us their bedrooms, which 
we found to be personalised with their belongings and reflected their likes and lifestyles. 
People told us it was their responsibility to keep their rooms clean and tidy, and that staff 
prompted them to do this. We noted window restrictors in place on bedroom windows, yet 
there weren’t any in situ in the ensuite or within the main bathroom upstairs. Downstairs 
there was a communal lounge, dining area, toilet and kitchen. Laundry facilities were 
located in the utility room, which lead from the kitchen to an adjoining garage. We observed 
that COSHH (Control of Substances Hazardous to Health) items were freely accessible for 
people to do their own cleaning and laundry. We recommend risk assessments are 
completed in relation to window restrictors and COSHH items to identify if risks need to be 
mitigated or not. A spacious kitchen downstairs allowed people to prepare their own meals 
with staff encouragement and prompting. The manager informed us that consultation with 
the food standards agency had identified that they home did not require an inspection from 
them as people make their own food. We saw opened produce in the fridge, such as milk, 
butter, ham, which had not been labelled to identify when opened to ensure it was used 
within the suitable time scale. An entry in the staff communication book identified food had 
to be thrown when it had passed the use-by-date. We recommended dating when food is 
opened, and a mechanism for routinely checking dates in the fridge to minimise risks to 
health. We saw communal areas were clean and homely. Furnishings were homely and 
comfortable. To the rear of the home, an enclosed garden area is available for people’s 
use. In conclusion, people live in a clean, comfortable environment, which is homely and 
also allows for personal space. 

People aren’t always supported in an environment where all potential risks have been 
identified. 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 noted some matters needed attention, such as a 
broken radiator cover in the hall way and the light was not operational in the garage area.  
We noted an odour of fumes in the adjoining garage where the boiler was. The odour 
permeated into the utility room and the downstairs toilet area. The odour did not affect other 
areas of the home. We discussed this with the RI who immediately arranged for a boiler 
engineer to visit. The odour was also evident on our second visit to the home. We 
contacted environmental health, who visited and confirmed the odour was kerosene. The 
boiler was then serviced by an OFTEC (Oil and Renewable Heating Technologies) 
engineer on the advice of environmental health. We recommended that the service provider 



continue to follows the advice provided by environmental health in relation to dealing the 
odour. 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. We asked to see the fire safety file. An up to date risk assessment 
was in place that had been completed by an external provider. The fire log detailed weekly 
alarm / light tests; these were up to date. 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. Overall, the services systems in place to identify and mitigate risks 
to health and safety require further attention. 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. This evidences that environmental risks were not always fully 
assessed and routine maintenance was not always carried out in a timely manner.



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 were not 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.

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 not 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. We 
spoke with a staff member about safeguarding residents and they were unclear of the 
correct actions to take. 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. 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 outlined outcomes that were to be set and measured, through a 
process, either the recovery or active support model.  However there was no processes in 
place to record peoples outcomes and 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 for a long period of time. We were 
informed of interim arrangements where the manager was to oversee the RI duties and an 
interim manager was in place . We discovered during our inspection that the interim 
manager no longer worked for the organisation and we were not notified of this. 



We asked to see the home’s first six monthly 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 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. 

Although people using the service said they were satisfied with the care and support they 
receive they may not always be adequately protected from abuse, harm and neglect. 
Failings in medication management, safe recruitment, training of staff and lack of 
governance puts people health and wellbeing at risk of deterioration, relapse and decline. 



5. Improvements required and recommended following this inspection

5.1  Areas of non compliance from previous inspections

This was the first inspection of the service since was registered with CIW.

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 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 7 Requirements in relation to the statement of purpose. The service 
provider must ensure the statement of purpose accurately reflects the correct night-
time staffing level and the accommodation facilities. A notice has not been issued on 
this occasion as the service provider amended the document immediately.  

 Regulation 34 Staffing – overarching requirements. The service provider must 
ensure that at all times sufficient numbers of suitably qualified, trained, skilled, 
competent and experienced staff are deployed to work at the service. 

o We were told that people were not having their commissioned 1:1 hours. 
 Regulation 58 Medicines. The service provider must have arrangements in place to 

ensure that medicines are stored and administered safely. 
 Regulation 60 Notifications. The service provider did not notify the regulator in 

relation to the serious accident, injury to or illness of an individual.
 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:

 The service provider refers 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. 

 The service provider follows the advice and guidance of environmental health in 
relation to the odour of kerosene from the adjoining garage. 

 People are supported to ensure food is used within date. Food is to be labelled with 
the date opened to ensure it is used within the recommended timescales. 

 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. 
 Discussions with staff in relation to the inappropriate use of language written in 

handover records.
 The service provider undertakes risk assessments in relation to each individual to 

identify any risks to individuals particularly in relation to COSHH items and whether 
there is a need for window restrictors above ground floor level. 



6. How we undertook this inspection 

This was the services first full inspection as part of our post registration programme. We 
considered all four themes; wellbeing of people using the service; care and support; 
leadership and management and quality of the environment. This inspection was brought 
forward due to concerns raised around leadership and governance across the organisation 
and the welfare of people. 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 (telephoning just 
before arriving to ensure there was someone home) between 9:40am and 13:30pm, 
returning on the same day between 16:00pm and 17:00pm following staff shift change. 

Two inspectors made a further announced visit to the service on 16 December 2019 
between 9:00am and 12:50pm to meet with the responsible individual and the manager. 

The following methods were used:

 We considered The Regulation and Inspection of Social Care (Wales) Act 2016 (RISCA) 
registration report and statement of purpose prior to the inspection.

 Conversations with two people living at the home.
 Conversations with the responsible individual and the home’s manager.
 Conversations with the local authority safeguarding team.  
 Conversations with the contracting authority. 
 Conversations with two care workers.
 A tour of the home.
 Inspection feedback to the Responsible Individual and manager on 16/12/19. 
 Observations of interactions between staff and residents. 

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 and a sample of environmental 

certificates.

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

http://www.careinspectorate.wales/


About the service

Type of care provided Care Home Service

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

This is the services first inspection since 
registering. 

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

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

Llety House

Llanelli

Date of publication: 12/02/2020

www.careinspectorate.wales
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Leadership and Management Our Ref: NONCO-00009040-DCKW 

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 manager.
- There was no evidence of 3 monthly staff supervision been carried out for staff.
- Two members of staff confirmed they had not received 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

We also offer, encourage and support all staff members to achieve their QCF [Qualification 
Credit Framework] 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.

- Only one staff member had undertaken the three-day induction training and first aid training. 
All other members that had completed induction had left the organisation.

We discussed all of this with the RI and manager. We asked how many staff were employed at 
the home and we were informed that there were seven care staff and the manager. The 
manager told us that the 3 day induction training was being organised but no dates had been 
booked and confirmed for all other staff. 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 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-00009041-BTCH 

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. Staff 
were not recruited and vetted in a safe way.

- 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 
manager. 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 - Only one reference on file. No evidence of qualifications. No evidence of 
supervision.
Staff file 2 – No photograph. No DBS number. No references. No documented evidence of 
verification for leaving previous employment in a care setting. No full employment history. No 
evidence of qualifications. No evidence of supervision.
Staff file 3 – No photograph. No proof of identity. No DBS number. No references. No 
documented evidence of verification for leaving previous employment in a care setting. No full 
employment history. No evidence of qualifications. No evidence of supervision.
Staff file 4 - No photograph. Only one references. No evidence of qualifications. No evidence of 
supervision.
Staff file 5 - No photograph. No references. No full employment history. 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 seven staff 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 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.


