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Description of the service
Ty Porth Care Home is owned and operated by Hallmark Care Homes (Porth) Limited. It is 
registered with Care Inspectorate Wales (CIW) to provide nursing and personal care to 81 
adults aged over 18 years, 22 of who may have dementia care needs.

The care home manager has recently left the service and at the time of our visit, the home’s 
deputy manager was taking responsibility for the operational management of the service. 
The company has nominated a responsible individual (RI) who has overall responsibility for 
the quality and performance of the service. 

Summary of our findings

1. Overall assessment
On the whole, people living at the home are supported by kind and caring staff. 
Recreational activities are provided for residents’ enjoyment and social stimulation; 
these are in the process of being developed and extended so that the emotional well-
being of the more dependent residents is also met. People benefit from a choice of 
good quality meals to meet their dietary requirements and preferences. However, they 
do not always receive timely care which meets their needs. Insufficient staffing levels 
and poor managerial oversight place some residents at risk, compromising their 
safety, dignity and well-being. While some care plans are person-centred and address 
residents’ specific needs and choices, others lack detail and are not being revised in 
accordance with changes in people’s condition and requirements. 

2. Improvements
Staff training (although further development is required);
Cleanliness and freshness of the environment;
Further refurbishment within the home. 

3. Requirements and recommendations 
Section five of this report identifies areas where legal requirements are not being met 
and outlines our recommendations for improvement. These relate to:

 care and supervision of residents;
 staff sufficiency;
 revising of care plans;
managerial oversight of care;
 accuracy of daily care recordings;
 provision of appropriate support and seating for nursing care residents.
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1. Well-being 

Summary
Some people living at the home receive support which promotes their emotional well-being. 
This, however, tends to be residents with a lower level of dependency and less complex 
needs. Others are at risk of social isolation and of having their dignity and choices 
compromised.  

Our findings
People can enjoy certain recreational activities within the home.
During our visit, we saw residents on the personal care unit participating in a chair-based 
exercise session for building strength and co-ordination. This was well-attended and 
residents were smiling or laughing as they threw and caught the ball. On another unit, the 
activities organiser played well-known, era-appropriate songs and led a singing session, 
which a few residents joined in enthusiastically. Staff informed us that the two activities 
organisers also led church services in the home on Sundays in which some residents 
enjoyed participating. A cartoonist had recently visited the day before our visit and had 
drawn pictures of several of the residents which had been put on display. The activities 
organiser told us this had been successful and one resident proudly showed us their 
cartoon portrait. 
We found that residents on the nursing units did not benefit from the same level of social 
stimulation, as many were confined to their rooms and/or lacked the ability to take part in 
group activities. Although the activities organisers tried to spend one-to-one time with these 
individuals whenever possible, we received feedback from residents and visiting family 
members which indicated that the time spent was inadequate for their needs. Four 
residents on the nursing units expressed their sincere gratitude to the inspectors for 
spending time chatting with them and stated that the carers rarely had time to sit and talk. 
At the time of our inspection visit in January 2018, we were advised that a new structured 
activities programme was being devised and introduced, which aimed to meet the needs of 
all residents. These were to be benchmarked and scored against how they met residents’ 
physical, psychological, sensory and spiritual needs. We found this had not yet been 
implemented and there was no consistent recording of the effect of available activities and 
interactions on the well-being of residents. Furthermore, we found that care plans 
addressing residents’ emotional well-being, mental state and preferred activities were not 
always completed thoroughly. We have been informed since our visit that progress is being 
made to improve activities for all residents; we will pursue this area at our next inspection. 
We conclude that while some people benefit from group activities, the service is not 
meeting the social and emotional needs of its more dependent residents. 

While some residents are supported to maintain their dignity and to make choices, others 
are unable to exercise these basic rights.
We found that the majority of residents accommodated on the personal care and some in 
the dementia care units appeared well-kempt. They were able to move around their 
environment independently or with assistance and could choose where to spend their day. 
This was not the case on the nursing units. At 11:30 a.m. we found there were still 12 
residents in bed on the third floor and 14 people in bed on the top floor. At the time of our 
previous visit in April 2018, we found there was a lack of specialist armchairs to meet the 
postural needs of nursing residents. This continued to be the case and therefore people did 
not have the choice of sitting safely in the lounges.  The deputy manager informed us that 
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four armchairs had been ordered but these were not specialist chairs and therefore not 
suitable for many of the residents. We saw that two frail residents had slipped off their low 
bed mattress and were half lying on the crash mats in their respective bedrooms. When we 
drew this to the attention of the nurse in charge, in the first instance, she informed us that 
the person should be nursed in a specialist chair but there was none available. We also 
saw that one resident had crumbs all over their face and a half-chewed tablet stuck to their 
nightclothes. Seven other residents had food caked on their faces an hour or so after lunch, 
which we drew to staff’s attention. 
We conclude from our findings that the service is not making provision for the proper care 
of all its residents. Further details in respect of this failure can be seen in the attached non-
compliance notice. 
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2. Care and Support 

Summary
People benefit from good quality, well-presented food. However, the quality of care and 
support they receive varies. While many staff demonstrate kindness and understanding to 
residents, staffing levels are not sufficient to address the needs of the more dependent 
residents.  In addition, the accuracy and detail of care documentation needs to be improved 
to ensure the correct support is being given.

Our findings
People are provided with a choice of nutritious meals.
We saw that residents were offered a varied diet and meals were attractively presented. 
People’s food preferences, dislikes and allergies were recorded in their care files, along 
with any specific food consistency required to meet swallowing difficulties. We viewed the 
monthly menu plans and the lunchtime meal presented on the day of our visit, which 
appeared appetising. Residents provided us with positive feedback about the food and one 
person told us, “the meals have improved a lot recently.” We saw that dining rooms were 
pleasantly decorated with residents’ artwork and dining tables were neatly laid, with the 
menu of the day provided. Unfortunately, very few residents on the nursing units made use 
of the dining areas and we advise that, wherever possible, people should be encouraged 
and supported to enjoy a pleasant and social dining experience. 
We conclude that the service ensures that residents are provided with food that meets their 
dietary needs and offers good dining facilities. 

Not all residents receive appropriate support, treatment and supervision for their needs.
We saw that some carers had an excellent rapport with residents and displayed a good 
understanding of their needs and preferences. Although most feedback we received from 
residents and their visiting families in respect of the staff was complimentary, they also told 
us there was often not enough staff on duty to meet people’s needs in a timely manner . A 
significant number of carers also advised us of the same, with a few expressing their 
frustration that they did not have enough time to spend with residents because of their 
workload. We found that this had, on at least one occasion, contributed to residents 
sustaining injuries through falling. We also saw that some residents who remained in bed 
were not receiving the support they required with eating their meals; others were not being 
offered sufficient fluids throughout the day as staff were too busy. Residents and visiting 
family members advised us of delays in answering call bells.
We found that some residents experienced pain which was not well-managed. While 
visiting the four units, we saw a few residents in discomfort. Through conversation with staff 
and examination of care documentation, it transpired that this was attributable to a number 
of factors including failure to offer prescribed PRN (“as needed”) medication to residents, 
lack of care planning and risk assessing for pain, and failure of staff to order medication in a 
timely manner. Details of the above concerns are provided, along with evidence of the 
impact on residents’ well-being, in the attached non-compliance notices.
Our findings infer that the service is not ensuring residents receive appropriate and timely 
care to meet their health and well-being needs.

Some staff document accurate and person-centred support, while others fail to record, 
review and revise care as required. 
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Through examination of care documentation, we found examples of good care planning 
which reflected the residents’ specific needs and preferences. However, several care plans 
and risk assessments had not been reviewed for at least three months. Furthermore, we 
found that planned care had not been revised for a number of residents following falls or 
significant changes in their condition. As such, we could not be confident that residents’ 
current needs were being addressed. 
We saw examples of resident fluid intake charts which indicated inadequate fluid intake 
although in many cases it was not possible to determine whether fluids had not been 
offered or whether staff had forgotten to complete the recordings. Likewise, wound 
management reviews and repositioning charts for residents with, or at risk of skin damage 
revealed numerous gaps and some indicated that people had been left lying in the same 
position for long periods of time. In some instances we saw that recordings had been 
completed retrospectively and not at the time of care delivery. Some people’s weight 
recordings had not been completed in accordance with their assessed need and there was 
a lack of evidence in some cases that residents had been referred to the dietician as a 
result of significant weight loss. Further details are provided in the attached non-compliance 
notice. 
We conclude that people’s care is sometimes compromised because of poor quality 
documentation. 
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3. Environment 

Summary
This domain was not the focus of our inspection on this occasion. However, during the 
course of our visit we made the following observations:

Our findings
People generally experience a clean and pleasant environment. 
We found that cleaning rotas were in place and the home was generally free from 
malodours. The foyer area of the home was spacious, having been recently renovated to 
provide a café facility and attractive seating area where residents could sit and relax with 
their visitors. Refurbishment work was on-going in other parts of the building. We were 
advised this would include planned improvements to the dementia care unit and outdoor 
seating area. While acknowledging that attention had been given to ensuring the safety of 
the environment, we found one store room on the dementia care unit had been left 
unlocked. This contained the handbag and toiletries of a staff member. We advise that in 
future, management and staff should check that all rooms and cupboards containing 
hazardous or valuable items are kept locked. We also saw that the cover of a light switch 
was missing, exposing wiring beneath, in an area where people with dementia were 
walking. We brought this to the immediate attention of the management and this was made 
safe.
We conclude that overall, the service provides an environment that promotes the safety and 
comfort of its residents. 
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4. Leadership and Management 

Summary
Although this domain was not the focus of our inspection, we made the following 
observations during our visit.

Our findings
On the whole, staff receive adequate training for the roles they undertake. 
We viewed the staff training matrix and found that progress was being made to achieve full 
compliance. The majority of staff were up to date with core training, although the regional 
manager informed us that a few staff members had yet to attend because of sickness. 
Dementia workshops had recently been commenced and a small number of staff had 
attended. Wound care and sepsis training had yet to be sourced at the time of our 
inspection. We were advised that these would be accessed as soon as possible. In view of 
the importance of wound care, especially in light of our findings, this will be pursued at the 
next inspection. 
We conclude that the service is taking action to ensure all staff are appropriately trained to 
meet residents’ diverse needs. 

Residents cannot be sure their day-to-day care is being overseen and monitored. 
Since our last inspection visit in April 2018, the  manager had left the service and the 
deputy manager was fulfilling this leadership role. We were advised that the provider was in 
the process of interviewing for the vacant position. During our visit, we found little evidence 
that a robust system was in place to ensure residents’ needs were being appropriately met. 
Over recent months, CIW had been notified by the home of residents’ falls and resulting 
injuries, as well as about incidents where people were not given sufficient fluids to drink. 
Despite this, we found that measures had not been put in place to minimise further risk. 
Through examination of care documentation, we saw no evidence that management was 
effectively auditing resident care plans and daily recordings. These included wound 
managements and repositioning charts, daily fluid intake recordings, weight monitoring and 
residents’ falls. As a result, poor care practices continued to impact on the health of some 
residents. Further details are provided in the attached non-compliance notice. 
We conclude that the service is not ensuring that effective oversight of care and quality 
assurance processes are in place to promote people’s safety and well-being.
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5. Improvements required and recommended following this inspection

5.1  Areas of non compliance from previous inspections
We did not issue any non-compliance notices at the previous inspection although we 
advised the registered person that they were not meeting regulatory requirements in 
respect of the following:

Regulation 24 (2) (n). This is because residents were not provided with the 
necessary equipment and support to meet their nursing needs. We found on this 
occasion that there continued to be a deficit in specialist chairs for residents. This 
deficit is, however, addressed in an over-arching non-compliance notice below in 
respect of lack of proper provision of care for residents. 

Regulation 15 (2) (d). This is because care plans were not being revised in 
accordance with residents’ changing needs. We did not find improvements on this 
occasion and therefore a non-compliance notice has been issued. 

5.2  Recommendations for improvement
In addition to the information outlined in the notices below, we made the following 
recommendations to improve the quality of care for residents:

Wherever possible, nursing care residents should be encouraged and supported to 
eat their meals in the dining areas;

Care plans should be reviewed regularly to ensure care remains effective;
All storerooms containing valuable personal items or those hazardous to residents’ 

health and safety should be kept locked.
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6. How we undertook this inspection 
We (CIW) visited the home on an unannounced basis on 17 July 2018 in response to 
various concerns received in respect of the care received. Two inspectors undertook a 
focused inspection where we considered the well-being of residents and the quality of 
care and support they receive. We used the following sources of information to compile 
our report:

 observations of routines and care delivery at the home;
 conversations with residents and visiting family members;
 discussion with the deputy manager, the provider’s regional manager and with 

various members of staff on duty;
 consideration of social activities available to residents;
 observation of the lunchtime dining experience and food presentation;
 examination of ten resident care files and related daily recordings;
 consideration of staff training and compliance;
 examination of staff rotas and consideration of staff sufficiency;
 consideration of managerial oversight and monitoring of care, and 
 visual inspection of areas of the premises to which residents have access. 

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 Adult Care Home - Older

Registered Person Hallmark Care Homes (Porth) Limited

Registered Manager(s) No manager at the time of inspection visit

Registered maximum number of 
places

81

Date of previous Care Inspectorate 
Wales inspection

23/01/2018 & 04/04/2018

Dates of this Inspection visit(s) 17/07/2018

Operating Language of the service English

Does this service provide the Welsh 
Language active offer?

No, but is working towards it

Additional Information:



Care Inspectorate Wales
 Care Standards Act 2000

Non Compliance Notice 

Adult Care Home - Older

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

Ty Porth

Ty Porth Care Home
Cemetery Road

Porth
CF39 0BH

Date of publication: Monday, 10 September 2018

www.careinspectorate.wales
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Care and Support Our Ref: NONCO-00006419-SSRN 

Non-compliance identified at this inspection

Timescale for completion 21/09/18

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

 The registered person has failed to make proper provision for 
the care, treatment and supervision of residents living at the 
home.

Regulation 12 (1) (b)

Evidence

- The registered person is not compliant with Regulation 12 (1) (b) of the Care Homes 
(Wales) Regulations 2002.

- This is because they have failed to make proper provision for the care, treatment and 
supervision of residents living at the home.

- The evidence:
1. Poor management of pain for at least three residents.

* Resident 1 was visibly in pain. A family member informed us this was the result of pressure 
sores that had developed since the resident's admission to the home. We found that there 
was no care plan or risk assessment in place to address pain although analgesia had been 
prescribed. However, pain relief had not been administered for four days because staff had 
forgotten to order it from the pharmacy.

* Resident 2 was complaining of pain. We saw that strong analgesia had been prescribed on 
a PRN ("as needed" basis) although the medication chart indicated that this had not been 
offered regularly and the resident told us they didn't like to disturb staff to ask for it as they 
were so busy. A milder analgesic was also prescribed but because of gaps in recordings, it 
was not clear whether this had been given.

* Resident 3 was prescribed PRN medication for on-going pain but gaps in recordings made it 
unclear whether this was being administered regularly. There was no reference to pain 
management in daily records.

2. Inadequate recordings of wound care and repositioning of residents at risk of pressure 
damage.

* We viewed ten resident care files which failed to provide evidence of appropriate and 
effective care. These included unclear information regarding type and frequency of wound 
care (and where chart entries were made, dates were frequently omitted); failure to grade 
pressure sores; gaps in repositioning records which indicated that residents were being left 
in the same position for long periods despite recordings that their skin was marking or sore, 
and retrospective entries where records had not been completed at the time of care 



delivery.

3. Poor recording of residents' food and fluid intake, inconsistent weight monitoring and 
inadequate support with eating and drinking.

We viewed ten resident care documents and found that:
* Three fluid intake charts contained gaps indicating that drinks had not been recorded as 

being offered regularly. Charts failed to display the target daily fluid intake and were not 
totalled every 24 hours with oversight by a nurse on duty who may have initiated appropriate 
medical action as required if necessary.

* Two residents had very dry mouths and one complained of feeling very thirsty. We saw that 
there was no drink in their cup and therefore the inspector asked a carer to bring fluids.

* Four residents had not been weighed since April (two) or June (two). One of these had not 
had their MUST score calculated despite their history of weight loss and dietetic involvement 
and another has experienced weight loss at the time of the last recording.

* The weight monitoring charts of three other residents indicated significant weight loss but 
there was no clear evidence that they had been referred to a dietician.

4. Inadequate supervision of residents.

* Two residents on one of the nursing units were hanging off their low bed mattresses and 
were half on the crash mat at the side of their beds. One of the residents was distressed 
and their heels were resting on the hard floor. Staff were unaware until summoned by the 
inspector. The nurse informed staff that the resident required a specialist chair for postural 
support but none was available. The same resident continued, on at least two further 
occasions witnessed by the inspector, to wriggle off their bed to rest half on and half off the 
crash mat.

* One resident was lying in bed with their lunch untouched. Due to their confusion they did not 
know how to use their knife and fork yet no staff assistance had been provided.

* Through examination of care documentation, we found that two residents living on the 
dementia care unit had fallen on the same afternoon shift and both had sustained serious 
injuries. We examined the staff rota for that day and spoke with staff who confirmed that 
there had been insufficient staff on duty at the time and they had been unable to supervise 
mobile residents as per their care plan.

The impact on people using the service:
As a result of this deficit in care and supervision, residents have experienced unnecessary pain 
and discomfort. They remain at risk of dehydration, weight loss and serious injuries.



Leadership and Management Our Ref: NONCO-00006510-HMYF 

Non-compliance identified at this inspection

Timescale for completion 21/09/18

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

 The registered person has not ensured that at all times there 
are suitably qualified, competent, skilled and experienced 
persons are working at the care home in such numbers as are 
appropriate for the health and welfare of service users.

Regulation 18 (1) (a)

Evidence

- The registered person is not compliant with Regulation 18 (1) (a) of the Care Homes 
(Wales) Regulations 2002.

- This is because they have not ensured there is a sufficient number of appropriately skilled 
staff to meet the health and well-being needs of residents in their care.

- The evidence:
      Most of our evidence for issuing this notice can be seen under the failings of Regulation 12 
(1) (b) above.
As further supporting evidence,  we found the following:

* Three residents informed us there were not enough staff on duty and they often had to wait 
for long periods for staff assistance. One resident added that "no one answers the buzzers."

* Three sets of visiting relatives (not related to the residents above), informed us the home 
was understaffed. One relative stated, "there's not enough staff, especially in the evenings 
and at night. Nobody has time to sit with residents and encourage them to drink."

* One carer, in reference to a very unwell resident told us, "we don't have enough time to sit 
with X; it's heart-breaking."  Two other carers were noticeably stressed and informed the 
inspector they had been unable to take a break because the unit was so busy. One 
commented tearfully, "I can't go on like this."

* Since our inspection visit, we have received a concern via a relative informing us that 
residents sometimes have to wait up to 50 minutes for assistance to the toilet and this has 
resulted in incontinence and loss of dignity.

- The impact on people using the service:

Inadequate staffing levels place residents’ physical safety and emotional well-being at risk. It 
also adversely impacts on staff morale, placing staff under increased pressure and demand. 
This could lead to higher levels of sickness and staff resignation, which in turn further affects 
residents’ care.



Care and Support Our Ref: NONCO-00006511-RLTW 

Non-compliance identified at this inspection

Timescale for completion 21/09/18

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

The registered person has failed to revise the service user's 
plan.

Regulation 15 (2) (d)

Evidence

- The registered person is not compliant with Regulation 15 (2) (d) of the Care Homes 
(Wales) Regulations 2002.

- This is because they have not ensured residents' care plans are revised in accordance with 
changes in need.

- The evidence.
In addition to the above mentioned deficits in care planning, we identified the following:

* Resident 1. Care plans relating to mobility and safety had not been revised following two 
recent falls. No care documentation had been reviewed since April.

* Resident 2. We found information recorded on a sheet completed by a paramedic attending 
the home after the resident had fallen in June. However, there was no mention of the 
incident on relevant care plans or elsewhere in the person's care file.

* Resident 3's mobility had significantly deteriorated after sustaining a fractured femur in May 
and their care needs had increased. However, their moving and handling assessment and 
mobility care plan had not been revised since the incident and therefore guidance for staff 
was out of date.

* Resident 4. There had been no revision of this person's care plan relating to their emotional 
and mental well-being since March despite their deteriorating mood and poor health. Also, 
although their pressure sore risk assessment indicated that their skin condition had 
deteriorated and that there were pressure sores present, there was no mention in the 
relevant care plan of any treatment received.

* Resident 5's mental well-being had deteriorated over the past couple of months. We saw 
mention of their history of depression, however no revision had been made to their care plan 
which addressed "emotional well-being and mental state" or to their "activities" care plan. 
Also, care plans had not been updated following the resident's fall in June and subsequent 
decrease in mobility. There was no mention either of the presence of their urinary catheter.



- The impact on people using the service:
Failure to update and revise care in accordance with residents' changes in need jeopardises 
their health and well-being and significantly increases their risk of receiving care that is not 
appropriate to their needs. It also fails to provide staff/colleagues with the correct information to 
competently carry out their roles.



Leadership and Management Our Ref: NONCO-00006512-NXKQ 

Non-compliance identified at this inspection

Timescale for completion 21/09/18

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

 The registered person has not made suitable arrangements to 
establish and maintain a system for monitoring, reviewing and 
improving the quality of care given to service users.

Regulation 25 (1).

Evidence

- The registered person is not compliant with Regulation 25 (1) of the Care Homes (Wales) 
Regulations 2002.

- This is because there was a lack of managerial oversight and monitoring of care given to 
residents.

- The evidence:
The above non-compliance notices provide evidence of the service's failure to effectively meet 
residents' needs in a number of areas. The registered person has not ensured that quality 
assurance processes within the home are robust and that where responsibility has been 
delegated to specific members of staff, that their competence has been monitored. We 
identified lack of managerial oversight in the following aspects of care for residents:

* Accuracy and timeliness of weight recordings, ensuring significant weight loss prompts 
dietetic referrals;

* Thoroughness and accuracy of recordings of residents' fluid intake (where indicated), 
confirming that signs of dehydration are detected as soon as possible;

* Accuracy of recordings of repositioning for residents at risk of pressure damage;
* Effective wound management with clear recordings of all treatments and reviews;
* Safety of medication management, to include administration, recording and ordering;
* Effectiveness of pain control;
* Prevention of falls and trend analysis;
* Addressing unrealistic staff workloads and lack of staff sufficiency, and
* Promotion of quality care planning.

- The impact on people using the service:
Without effective oversight and monitoring of care delivery, there can be no quality improvement 
in the service and poor practices are left unchecked. This can have serious impact on the well-
being of residents and places them at increasing risk of harm. Staff will become demotivated 
and de-skilled through lack of guidance and effective leadership.


