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Description of the service
Mihomecare Western Bay is a Domiciliary Support Service, with a registered office base in 
Ammanford. They are registered to provide a domiciliary support service in the Western 
Bay area which covers Swansea and Neath, Port Talbot areas, to adults aged 18 and over.

MiHomecare Limited owns the service. The organisation own a number of domiciliary care 
services in Wales including MiHomecare Carmarthen. The Responsible Individual (RI) who 
has responsibility to oversee the strategic operation of both the MiHomecare Western bay 
and the MiHomecare Carmarthen is Ian Hadingham. There is a manager in post, who is 
registered with Social Care Wales (SCW), who oversees the day-to-day running of both 
services.
CIW regulates the care the domiciliary support service provides to people, however this does not 
include the accommodation they live in. 

Summary of our findings

1. Overall assessment

People were complimentary of the service and the standard of care received however, the 
service did not fully meet people’s expectations, care needs or personal well-being 
outcomes, which requires addressing. This was mainly relating to preferred call times and 
meeting people’s needs.  People reported inconsistency in call times, without 
communication from the office. Improvements were also needed in regards to the overall 
governance of the service to ensure it meets regulatory requirements. 

2. Improvements

This was the service first inspection since re-registering with Care Inspectorate Wales 
(CIW) under the Regulation and Inspection of Social Care (Wales) Act 2016 in April 2019. 
This was their first inspection under the new legislation. Any improvements will be 
considered as part of the next inspection.

3. Requirements and recommendations 

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

 Personal service plan reviews.
 Call times.
 Staff supervision, appraisal and training.
 Quality of care review, monthly audits and responsible individual visits.
 Access to Personal Protective Equipment (PPE) supplies.
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1.  Well-being 

Our findings

Generally, people are able to speak for themselves and contribute to the way their care is 
delivered by the care worker. People told us care staff who delivered their care were 
competent, respectful and kind. People could express how they wanted to be supported 
whilst the carer was at their home. People using the service and relatives were 
complimentary about those delivering the care and told us they were “like part of the family” 
and felt that they were treated with dignity and respect at all times. Discussions with staff 
demonstrated respect and regard for people’s welfare. One person told us “They always 
listen to me” and ‘they do what they are meant to, the way I like it. I couldn’t ask for more” 
Everyone, who used the service were fully aware of what it provided.  This was explained at 
assessment. A written guide was provided, which explained the service, as well as how to 
raise a concern or compliment. We saw people’s needs had been assessed, by a person 
with the necessary skills, prior to receiving support. Therefore, the rights and entitlements of 
people are promoted.

People did not always receive the care to meet their needs or personal well-being 
outcomes.  People told us that they had consistent care staff during the week however this 
was not the case for weekend visits where people reported they experienced inconsistency 
in call times and care worker. Call times did not always suit their individual needs especially 
when prompting medication was an element of the service provided. People lacked choice 
and control over when their care was delivered. The service provider had not ensured 
effective arrangements had been put in place to monitor the service in relation to achieving 
peoples overall outcomes. However, we did see some internal auditing and quality control 
practices, which included seeking feedback from people associated with the service, were 
in place. Legally required information in relation to recruitment was available within most of 
the files examined. Internal systems and processes were in place to oversee the training of 
staff. Based on the information available to us, we are not satisfied that the systems in 
place ensure peoples well-being outcomes area being measured in order to meet legal 
requirements. 

People receive support from a service that considers their Welsh language needs. The 
service is working towards the Active Offer of the Welsh language. This means being 
proactive in providing a service in Welsh without people having to ask for it. On discussions 
with the manager, care workers, people receiving support and their relatives, we saw where 
there was a request for Welsh speaking support the service made attempts to ensure 
Welsh speaking care workers attended however this was not guaranteed. The manager told 
us that the statement of purpose and written guide would be made available in Welsh on 
request. No one had requested Welsh versions to date. The service was able to translate 
other documents into Welsh on request. This means that Welsh speaking people would be 
able to make informed decisions about their care and support. 
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2.  Care and Support 

Our findings

People cannot always be assured care workers have access to their most recent personal 
plan in order to meet their needs. We looked at care records of seven people receiving the 
service, including their personal plans. These plans outline a person’s needs and provide 
staff with guidance of how they should be met. We were told that the service carried out 
reviews by visiting people every six months with telephone reviews in between.  People 
spoken to told us that the office staff did visit and review their personal plans, however 
telephone reviews were completed a week or two later with some unable to recollect any 
telephone reviews. We saw that two of the seven personal plans viewed in peoples homes 
were not up to date with information; indicating day centre visits whereby the centre had 
been closed for several months and another had four calls per day, but only three were 
detailed on their care plan. Despite this, we saw that more accurate documentation was 
stored securely electronically which the care workers could access on each visit, however 
the paper copies available in the persons home were not always up to date. We discussed 
this with the manager who told us how all care records were in the process of being 
uploaded to the system. We found personal care plans did not highlight medication people 
received, which meant staff were unable to monitor the effects the medication had on 
people.  We informed the provider they were not fully meeting legal requirements in relation 
to reviewing personal plans. People and relatives expressed confidence in care workers to 
provide the agreed level of support. We were told many positive comments such as, ‘we 
can’t wish for anything more, the carer is like a daughter to us now” and “it’s an excellent 
service, because I have a regular carer who goes above and beyond what I need” Overall, 
people were very happy with the care and support they received from the care workers who 
visited them in their own homes.

People are not always able to contribute to the decisions that affect their lives. Several 
people and relatives we met told us they felt their views and needs weren’t always 
considered, particularly in relation to call times. People and their relatives had been given 
the service’s statement of purpose and written guide – these documents described what 
people could expect from the service as well as details of the complaints process should 
they need to use it. People were also clear on how to raise a concern if need be, however 
they were not confident that matters relating to call times would be addressed in a timely 
manner. Two people told us they were told that earlier/later calls could not be allocated until 
people passed away. One person told us ‘There does not appear to be any flexibility in the 
rota once it is set’. Every person visited told us they did not receive care workers’ rotas, 
which meant they did not know who was scheduled to visit them in their own homes each 
day. We were told that people did have continuity of familiar carers in the week, especially 
in the mornings, however. The general consensus was that on weekends they never knew 
who would come or what time to expect them. Wewe were told that call times were often 
late, sometimes as much as by 2.5 hours. They had no contact to inform them when call 
times were being changed.  This frustrated people with one saying “I don’t know when there 
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coming and never know when to prepare X’s breakfast, it’s so frustrating”. Care workers 
told us that frequently their run was altered at short notice with little consideration to the 
geographic location of calls. We examined a selection of records on the providers 
Electronic Call Monitoring (ECM) system that noted call times and length. We saw evidence 
that supported people’s claims.  We saw the service completed initial assessments within 
the persons own home. Risk assessments were carried out as part of the initial assessment 
process. We saw environmental risks had been considered. However risks to people’s 
health care needs were at times brief and strategies to manage the risks were not always 
clear. We saw that people requiring the assistance of two carers were booked for bedtime 
calls as early as 5:40 pm and the next morning call was not until 8:30 am the following day, 
resulting in people staying in bed for fifteen hour or more.  Control measures were not 
always taken into account to minimise these risks particularly with call time allocation. 
Medication needs of people were not considered at assessment and we saw that people 
receiving calls to assist with medication were often subject to all four calls being booked 
within 10 hours which did not allow sufficient time in between doses. We discussed this with 
the responsible individual (RI) and the manager. This is a serious matter and we issued a non-
compliance notice to the provider, as improvements are needed in relation to providing call 
times to minimise the risks to people’s health and wellbeing.

People accessing the service told us they felt safe with staff. The service had internal 
policies in place, which were aligned to current legislation, national guidance and local adult 
safeguarding procedures. Care workers recognised their personal responsibilities in 
keeping people safe. They were aware of the whistleblowing procedure and were confident 
to use it if the need arose. Staff ensured they wore Personal Protective Equipment (PPE), 
such as gloves and aprons, during personal care to minimise the risk of cross infection to 
people. Care workers told us that access to PPE was not always easy as they were limited 
to only having small quantities at a time and some staff lived a fair distance from the office 
where they were expected to go to collect stock. Care workers demonstrated good 
knowledge of the safeguarding process, and accurately described the actions they would 
take in relation to any suspected acts of abuse. They said they would go to the manager 
initially, but would go to external agencies such as the local safeguarding office if they 
thought they needed to. Within employee training records, we saw that safeguarding 
training had been completed as part of their initial induction process and updates were 
provided. People who used the service felt safe with care workers who provided their care 
and support. Comments such as “I feel very safe when there with me” and ‘they don’t rush 
me, they have plenty of time to see to me” supported our findings. This demonstrates that 
the service has mechanisms in place to protect people from abuse.
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3.  Leadership and Management 

Our findings

People can be assured that procedures are in place to ensure safe and robust recruitment of staff. We 
looked at six staff files and all except one had the required documentation and background checks in 
place for recruitment including up to date Disclosure and Barring Service (DBS) checks. The file 
with missing documentation was an office staff member file. The manager told us that under the 
previous provider all office staff personnel files had been taken to the head office location and had 
never returned, they were working on building these files back up at the time of inspection but 
confirmed that DBS checks were up to date for all employees. We advised the provider that this 
documentation in staff files is a regulatory requirement. New staff members carried out induction 
training at the office premises. The manager told us that this was a three day course which covered 
all the mandatory training detailed in the services’ Statement of Purpose (SoP). Staff completed a 
work book during this training to evidence competency that was assessed by the trainer. 
We were told that new staff members carried out shadowing duties in the community with 
other care workers initially, however on speaking to people receiving the service, four 
people said that they were sent new care workers who had not been introduced by existing 
carer staff. People are not always supported by care staff who know them well.

Overall people receive a service where the wellbeing of staff is important and staff generally feel 
supported in their roles. We spoke to care workers who said that they felt supported in their roles. 
One said “I get loads of support, it’s never an issue to phone and ask questions” another 
said  “they are very good to work for, they accommodated my request to change my work 
pattern” On looking through the staff files we saw that supervision had not been carried out quarterly 
to meet the regulations and annual appraisals were not visible. We saw spot checks were in place but 
these did not offer care workers reflection on their practice on a one to one basis with their 
supervisor. On discussing this with the manager they stated that they were aware of situation with 
staff supervision and that it was something that had not been prioritised due to the struggles to 
maintain staffing levels and providing continuity of care to people. The manager also told us that 
they were not in receipt of formal supervision themselves, we discussed this with the RI who 
confirmed that this will be addressed. We saw the training matrix and could see that all staff had 
three day induction training. Most care workers who had been in post over a year had also attended a 
one day update session on mandatory training. We saw the lesson plan for this and questioned the 
quality of the content covered due to the number of topics covered within the one day. We were also 
told that some care workers had received further specialist training in different areas however this 
could not be evidenced as it was not recorded on the training matrix. The current system used for 
recording completed training did not reflect all training undertaken.  We informed the provider 
they were not fully meeting legal requirements in relation to evidencing staff training. Care 
workers spoken to were all complimentary about the amount of training they had received and felt 
confident and enabled to carry out their duties. We were told of monthly and annual incentives that 
were available to staff who were awarded the employee of the month. On winning this award, 
staff would receive a gift voucher and be nominated into the providers annual rewards for 
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excellent service. People benefit from a service where the staff feel supported in their roles, 
however this would be enhanced further with regular supervision and annual appraisals. 

The provider has systems in place that monitor the quality of support people receive. 
MiHomecare Carmarthen and MiHomecare Western Bay both operate from the same registered 
office and have one nominated responsible individual and manager. The organisation that owns both 
services have quality assurance processes in place, however these did not separate out the two 
service provision. The manager had recently collected feedback/satisfaction questionnaires from 
people receiving to inform the quality of care report, which did not specifically focus on the care 
delivered by the Western Bay service. We saw that the almost all responses stated that people, 
overall, were satisfied with the care received from Mihomecare. We saw that staff meetings 
were held every two to four months for the Western Bay staff team, where staff had the opportunity 
to discuss any issues and to keep up to date with developments within the service. We saw a range of 
policies and procedures which had all been reviewed and updated annually. The service stored a vast 
amount of information on the computer system and within this we saw a range of audits that were 
carried out by the manager, these included a section on quality assurance management, 
administration management, HR audit and more. We found that these audits were two 
weeks over due on the system. We also saw that accidents, incidents and complaints were 
stored on the system and were closed once the manager had reviewed them and 
responded to them. The manager showed us two self-assessment monthly audit reports 
that they had written. These had not been completed monthly, and were two months apart. 
Outstanding actions from the previous audit report had not been included when compiling 
the new audit report, which meant that inaccurate information, was being provided. The 
responsible individual told us that they visited the service regularly and had weekly 
discussions with the manager, however these discussions were not recorded to support 
this. In conclusion, improvements are needed to ensure the service fully meets regulatory 
requirements. In addition, there needs to be separate processes in place for recording 
governance for both MiHomecare Western bay and MiHomecare Carmarthen. 
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4.  Environment 

Our findings

The quality of environment is not a theme which is applicable to a Domiciliary Care Agency.
However, the agency operated from ground floor offices with limited parking outside. Rooms were 
clean and well equipped, with adequate space for record keeping. People can be assured that 
confidentiality is maintained with personal information stored in files which were kept in locked 
filing cabinets within the office and no personal information was displayed. 
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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 following re-registration under The Regulation 
and Inspection of Social Care (Wales) Act (RISCA) 2016.

5.2  Areas of non-compliance identified at this inspection

We have identified the following breach of The Regulated Services (Service Providers and 
Responsible Individuals) (Wales) Regulations 2017, which the registered persons must 
address:

 Regulation 21: care and support. The service provider has failed to provide suitable 
call times which protects, promotes and maintains the person’s health, safety and 
well-being to some people who require support with continence care and medication.

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, we have identified the following breaches of The Regulated Services (Service 
Providers and Responsible Individuals) (Wales) Regulations 2017:

 Regulation 16 (1) review of the personal plan. The personal plan must be reviewed 
as and required, but at least every three months. 

 Regulation 35 (d) fitness of staff. Not all staff files contained all of the required 
documentation as specified in Part 1 Schedule 1 of the regulations.

 Regulation 36 supporting and developing staff. Staff did not receive regular 
supervision or an annual appraisal in line with regulation. The training matrix needs 
to accurately reflect all training staff have undertaken.

 Regulation 66 supervision of the management of the service. The responsible 
individual must supervise the management of the service. Whilst ensuring clear 
separation between the two Mihomecare service provisions (MiHomecare 
Carmarthen and Mihomecare Western Bay). 

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 registered person to take action to rectify 
this and it will be followed up at the next inspection.

We also made the following recommendations:
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 The ‘Branch manager self-assessment monthly audit’ form includes any outstanding 
actions from the previous month to provide an accurate reflection account of ongoing 
actions. 

 Consideration to increasing the amount of PPE supplies staff can collect from the 
office at any one time.

 The responsible individual should ensure that visits to the service and individuals 
receiving the service are recorded. 
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6.  How we undertook this inspection 

This was a full inspection undertaken as part of our inspection programme. We made an announced 
visit to the office premises on 28 October 2019 from 9:30 a.m. to 5:30 p.m. with a second visit on 12 
November 2019 from 9.15am to 2.00pm. Community visits to speak with people using the service 
took place between 10.00 am and 4.00 pm on 29 October 2019.

The following regulations were considered as part of this inspection:

 The Regulated Services (Service Providers and Responsible Individuals) (Wales)
Regulations 2017

The following methods were used:

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

 We spoke to the responsible individual and manager who were present during the inspection.
 We viewed the office.
 We looked at a range of records including seven people’s care records 
 We looked at six staff files; supervision and appraisal records and training records.
 We looked at policies and procedures including the safeguarding and whistleblowing policies 

and service user guide.
 We visited and spoke to seven people receiving the service and spoke to four over the 

telephone.
 We spoke to seven staff members.
 We gave feedback to the manager and responsible individual on the second day of the 

inspection.

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 Domiciliary Support Service

Service Provider MiHomecare Limited

Responsible individual Ian Hadingham

Date of previous Care Inspectorate 
Wales inspection

This is the first inspection under RISCA

Dates of this Inspection visit(s) 29/10/2019 + 12/11/2019

Operating Language of the service Both

Does this service provide the Welsh 
Language active offer?

Working towards the active offer.

Additional Information:

Date Published 20/01/2020



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

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

MiHomecare Western Bay

Ammanford

Date of publication: 20/01/2020

www.careinspectorate.wales
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Care and Support Our Ref: NONCO-00008750-PPBL 

Non-compliance identified at this inspection

Timescale for completion 21/02/20

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

Regulation 21: Care and support:   The service provider must 
ensure that care and support is provided in a way which 
protects, promotes and maintains the safety and well-being of 
individuals. 

Evidence

The registered person is not compliant with regulation 21: Standards of care and support.
- As the provider does not  deliver a service, which meets the needs of people and keeps 

them safe .
This is because :
- The needs of people were not considered when allocating call times.
- People who receive four calls a day for medication support are at risk of being over 

medicated when calls are too close together.
- People with personal care and continence needs are at risk of being in soiled continence 

wear for long periods of time which leaves them at high risk of skin breakdown and pressure 
areas.

The evidence:
- Three people told us that there was no flexibility with their call times and they had to have 

the times offered.
- Four people told us that calls were often delivered anything up to two hours later than the 

scheduled time and they were not notified of this.
- Two people told us that they were told that they could not have an earlier call until other 

people had passed away.
- Two people told us that their calls were for medication four times a day.

- The electronic call monitoring records showed that some calls were often delivered two 
hours apart.

- Electronic call monitoring records showed that people receiving four calls a day for personal 
care and continence assistance with two carers for mobilising, were often in bed in one 
position over night for over 15 hours due to early bed calls and late morning calls.

- Staff members spoken to told us that they often change their rotas themselves to meet 
people's needs. This was because they knew the allocated times were not suitable for 
individuals. They also said that this was not possible for everyone.

The impact on people using the service is that:
People’s individual circumstances are not  considered. People  do not get the right care and 
support they need which can seriously affect their Health and well-being .


