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Description of the service
Bridell Manor is located in Bridell, near Cardigan and is registered with Care Inspectorate 
Wales (CIW) to provide nursing and personal care for up to 37 people over 65 years of age 
living with dementia or mental infirmity. At the time of the inspection there were 34 people 
living at the home.

Ashberry Healthcare Limited operates the service, the day to day responsibility for the 
management of the home is held by Lynwen Summers and there is a Responsible 
Individual.

Summary of our findings

1. Overall assessment
This was a full unannounced inspection conducted as a result of concerns that had been 
received by Care Inspectorate Wales (CIW). Since the last inspection five concerns have 
been raised with CIW. There are concerns regarding the quality and effectiveness of the 
leadership and management of the service, and the care and support of people living at the 
home. The service is going through a period of instability in operational leadership and 
management due to a change in management at the home. Bridell Care Home was not 
being managed in a competent manner. This is because we noted inadequacies in: 

 staffing levels;
 environment and equipment;
 activity planning to ensure well-being;
 care planning;
 risk assessment;
 provision for training to ensure people are cared for by competent and skilled carers; 
 communication with staff  and people living at the home.  

2. Improvements
Reassurances received at the last inspection to address shortfalls in care delivery 
documentation, provision of adequate seating and supply of individual ‘hippies’ have not 
been met.

3. Requirements and recommendations 
Section five of this report sets out the actions the service provider needs to take to ensure 
they meet their legal requirements and recommendations to improve the quality of                                                         
the service. These include: 

 the registered provider needs to ensure that the leadership and receives sufficient  
support; 

 the quality of care and support for people living at Bridell, 
 the delivery of person centred care;
  comprehensive dementia training for staff;



 actions to address environment hazards and shortfalls;
 The provision of adequate equipment; 
 the robust completion of all documentation;
 the deployment of staff to ensure the safety and well-being of people;
 sufficient  facilities and provision of bathing.



 
1. Well-being 

Summary
People’s well-being cannot be assured. Throughout our inspection there were no 
opportunities for people to participate in meaningful activities or participate in local, social 
and community activities. At the time of the inspection no activity coordinator was in place 
although we were told a part time position has been recently been filled and another post 
will be advertised. People do not have choices regarding their daily routines. There are no 
opportunities for people to feel valued or their opinions acted upon.

Our findings
People do not have opportunities to participate in meaningful activities nor do they have 
things to look forward to. There is no activity coordinator currently in post and no staff 
member is taking responsibility for this role. There is a daily activity board with one notice of 
an upcoming birthday. We (CIW) undertook short observational framework for inspection 
observations (SOFI) throughout the day and these showed that people had very limited 
positive interactions. People were observed sitting in chairs for lengthy periods of time 
without nothing to do. During SOFI observations one person was weeping and no one 
came to her aid, another was observed singing and trying to engage with staff but was 
ignored, another person repeatedly asked the inspector for a drink. A relative we spoke with 
told us they tried to speak with people as they felt staff had no time and people lacked 
stimulation. Later we observed the person interacting with people. We consider people lack 
emotional interaction are not valued or provided with opportunities to enable their well-
being.

People cannot be assured they are treated with dignity or their wishes will be respected. 
Due to staffing issues, people’s care and support needs could not be maintained in three 
separate sitting areas therefore all residents were to be moved to be monitored in one 
room. One man who, inspectors were told usually sits in a recliner chair in the small lounge, 
had to move to the other room with everyone. People were not offered the choice as to 
where they wished to sit. During the morning of the inspection the lift in the home had 
broken down so people who wished to get out of bed but were unable to walk downstairs 
were allocated to spend time in a double room. We observed six people in the room, with 
the television on but a person positioned with their back to the screen was blocking the view 
should anyone have wanted to watch a programme. Carers told us “this is utter chaos”, 
“everything is pear shaped”. At 11.20am we were told four people upstairs had yet to have 
breakfast and housekeeping staff were coming to assist. Staff told us this was not the first 
time people were still awaiting breakfast late in the morning “It’s a shame, not the first time”. 
A relative told us on a previous occasion they had observed breakfast being offered at 12 
pm and lunch at 12.30pm “it’s disgusting”. People’s dignity was not being maintained. This 
is because we observed one person with food all over their chin with no offer of support 
with the meal or an offer to wipe their mouth, “this is the way.. it is.” At 14.10pm two people 
in the double room asked the inspector if they could go back to their beds, one of whom 
had been sitting in a wheelchair throughout the morning and was complaining of back pain. 
When this was raised with a carer the inspector was told “ (they) had back pain yesterday 
as well, we can’t do it, everyone up here are doubles , so we can’t do pad changes and get 
people to bed… they just have to wait.” We conclude people are not treated with dignity.



2. Care and Support 

Summary
Overall whilst care staff whom we spoke with had the intention of providing good care and 
support this was not possible due to inadequacies in training, care planning, communication 
and staffing levels. The registered provider should ensure urgent action to address these 
inadequacies. It is noted the recommendation made at the previous inspection,” care staff 
to ensure timely completion of referrals and the accurate recording in documentation” has 
not been met

Our findings
Concerns have been raised with CIW about the standard of care provided by the service. 
People cannot be assured they receive the right care at the right time in the way which they 
want. Care plans were inconsistent, contradictory and failed to inform how care should be 
delivered. Whilst some risk and assessment tools were employed they do not inform care 
planning or care delivery. This is because we examined four people’s care files in depth 
and found there to be gaps in care planning and reviews, a failure to record falls, no 
evidence of action plans, a lack of person centred care and a failure to meet personal 
wishes. One care file identified the need to complete the Cornell Scale for depression 
monthly and a Bradford Well-being care plan to be completed. Whilst oneCornell tool had 
been completed 8 August 2016 no care plan was present. For one person a falls risk 
assessment had been completed but no care plan, whilst bedrails were identified as a 
requirement due to immobility, no care plan for moving and handling was in place. Another 
care file identified the “decide assessment” tool should be used to manage distress but 
again this was not evident in the file. Personal wishes of people were often not recorded 
and if they were they were not acted upon. Care plans had a chart “statement of wishes 
and care preferences” and these were blank. In one person’s care file it was recorded the 
person liked a bath each week, however the care record showed the person had a bed bath 
every second day instead. Another personal hygiene care plan noted the person was to be 
offered a full bath at least twice a week. However, there was no record of a bath or shower 
being offered in weeks commencing 19 November or 26 November 2018. People’s needs 
relating to their dementia diagnosis were not recorded properly and records did not identify 
strategies on how to deal with behavioural issues. One person was identified as being 
aggressive but there were no triggers for this aggression identified and no documented 
actions to take to avoid these triggers. Another person’s pre admission assessment 
identified aggression and risk of physical violence, however possible triggers were not 
recorded and this behavioural risk assessment did not inform care planning. One person 
was identified on admission as “unsettled and agitated but can be easily distracted”. No 
care plan was in place as to how to distract the person or manage their behaviour. This 
means people are at risk of aggressive behaviour and negative outcomes because staff do 
not have the information necessary to care for them properly. One person was deemed 
“independently mobile and quite steady on feet “ in March 2017 but by May 2017 “not really 
able to walk mainly due to oedema”, no care plan was in place for management of oedema 
neither was there an update to manage reduced mobility needs. This means people are at 
risk of poor mobility as staff do not have information to support and promote people’s 
mobility. Whilst some falls were recorded on a falls safety cross, not all falls were recorded. 
We saw five accident reports for falls recorded for August 2018 which were not recorded on 
the safety cross. A pre admission assessment of one person noted high risk of falls with 
care plan action “to remain in the observation area in the dining room in the day” (2 August 



2018). This person’s mobility care plan (20 October 2018) noted although the person was 
identified at high risk of falls “is in fact more of risk of falls.” No update detailing actions to 
support the person to reduce risk was completed. The care plan had been reviewed or 
informed care actions to reduce potential of further falls. Later we read the persons daily 
notes (3 November 2018) stated “fidgety trying to mobilise – unsafe”, no falls care plan 
review was completed. A carer told us they could not be confident they knew what was 
going on with people; another told us that “care planning needs improving but staff are too 
busy” and “there doesn’t appear to be any expertise.” Care staff told us everyone in the 
home was now on a fluid balance chart regardless of whether a need had been identified 
and the same information was also required to be recorded on two other documents. This 
triplication had the potential for errors and resulted in staff having less therapeutic time to 
spend with people. CIW found that one person had not received fluids from 5pm on 1 
December 2018 to 11 am on 2 December 2018 (i.e. 18 hours). This was confirmed in three 
documents. The failure to provide sufficient fluids placed the person at risk of dehydration. 
In conclusion there is a failure to plan safe care delivery to ensure positive outcomes for 
people and support staff.

People cannot be assured required documentation is completed accurately or errors 
corrected. One Deprivation of Liberty application we read held an incorrect date of birth, 
potentially this is an unsafe application of the legislation. 

People living at Bridell Care Home cannot expect training needed by staff will be identified 
and provided. The home specialises in dementia care but there was no evidence to 
demonstrate that staff had completed appropriate and sufficient dementia care training. 
Inspectors examined five staff training records ; three care staff  had completed basic online 
Social Care TV challenging behaviours training and one staff member had completed an 
online dementia awareness module October 2017.The fifth carer had no evidence of 
completing any dementia awareness training. We conclude the lack of comprehensive 
detailed dementia training is putting people living with a diagnosis of dementia at risk of 
harm as staff do not have the skills to support them adequately.

People cannot be confident they are supported by a motivated care team. Staff morale was 
very low.  Care staff we spoke with on the day of inspection commented; “we are managing 
on a sixpence” , “it never used to be like this, it’s diabolical, imagine how it feels to know it is 
the residents that suffer, I am ashamed”. Another staff member told us” it is chaotic” and 
staff told us they would not place their relative at Bridell. Inspectors also observed staff on 
duty did not take any breaks including a meal break, staff told us they were 
“exhausted…really flagging now,” “I had to get a breath fresh air , I felt faint”. Four staff 
members we spoke with reported there was a “bullying culture” amongst staff. Inspectors 
saw the minutes of a staff group supervision to discuss staff behaviours which had occurred 
resulting in a staff member feeling isolated. We conclude staff feel demoralised, tired and 
insufficiently supported to provide good quality care.



3. Environment 

Summary
People do not have access to from well maintained equipment and facilities .There are a 
number of areas below expected standards which presented a potential risk to people living 
at the home. There is a leak in the roof, broken ceiling tiles, insufficient bathing facilities, 
broken equipment, and the wall on the staircase was broken and exposed the venting 
behind the wall. The inadequate supply of appropriate seating noted at the last inspection 
has not been addressed. Access to fire evacuation aids is impaired. Fire evacuation 
information is out of date. An urgent programme of works and position statement regarding 
the fitness for purpose of the premises is recommended.

Our findings
People live in accommodation which requires improvement to ensure their safety and well-
being. We saw a water leak from the roof into the dome area which required two mop 
buckets and towel on the floor to be contained on the day of inspection. Staff told us the 
leak had been present “for months”, “sometimes , when the weather is really bad we need 
three or four buckets.” Access to the area was hampered and people were no longer 
allowed to wander freely in this area as it represents a significant hazard. However on the 
day of inspection a person was observed wandering unsupported in the area. This was 
reported to staff who then closed doors to the area. People do not have access to rooms 
which had been designed to support their well-being. One care plan which we examined 
suggested “sensory room to be used, to provide positive stimulation.” We were told by 
carers; the sensory room was used as a storage room, or could not be accessed due to the 
leak in the dome area making access unsafe, on the day of the inspection we saw the 
sensory room door was locked. We were shown the room which contained a sensory lamp 
which could not be used as” it overheated and triggered fire alarms “. The room was clean 
but lacked sensory stimulation. The dome area which had previously been set up as sweet 
shop/café style was being used for storage for disused equipment and weighing scales. 
The area was not being used due to the leak hampering access and the lack of heating in 
the area. We observed a metal strip securing flooring between the small lounge and 
corridor to be raised representing a trip hazard. The flooring in room 21 was raised and 
uneven, as was the carpet outside room 6 (now used as staff accommodation).We 
discussed some of the issues with the maintenance person, who told us there was always a 
lot to do and trying to keep on top of works meant there was no time to maintain the outside 
grounds and garden. The responsible individual acknowledged a maintenance plan 
overseen by a new facilities manager had been slow in coming forth as other homes had 
been prioritised but she recognised Bridell needed attention.

People are unable to have their choices met regarding personal hygiene. There were 
inadequate bathing facilities. On the day of the inspection the upstairs bathing facilities 
were: one fixed low bath was not being used as there was no hoist, one hoist bath was 
broken and staff told CIW they would only use the manual tip bath when absolutely 
necessary as it was hard to use. There was a bathroom and wet /shower room on the 
ground floor. This means there are three possible bathing facilities at the home, this does 
not meet Standard 35.3 of the National Minimum Standards for Care Homes for Older 
People 2004 which  states there must  be one bathing/shower facility for every eight people 
living at the home. As a consequence people’s wishes in relation to personal care and 
bathing are not being met. Inspectors were told by a member of staff some people had not 



been bathed for months and were offered bed baths as this is manageable for care staff. 
Two people’s care records which we saw supported this comment. This means people’s 
personal hygiene wishes were not acted upon. 

People do not have access to equipment to support their health and safety. This is because 
the issue of inadequate seating raised at the last inspection has not been resolved. Several 
people we saw during the course of the inspection were sitting and sleeping in hard chairs 
for a considerable amount of time, presenting a risk of pressure damage. We saw that, 
some of the covers on pressure relieving cushions were torn and ripped presenting an 
infection control risk. Two cushions were in such a poor state of repair they were given to a 
member of management for immediate disposal.  Ten chairs in the lounge and small dining 
area were hard, low and missing seat pads. A pile of disguarded cushions was scattered in 
the rooms. The one recliner style chair was dirty as was a red low chair which was also 
sticky and marked. Whilst talking to one person in their room we noted padded protective 
bumpers for bed sides were torn, marked and in a poor state of repair, representing an 
infection risk. At the last inspection the shared supply of ‘hippies’ (padded underwear 
garments to protect those at risk of falls) was discussed and it was agreed the practice 
would cease. However, during the tour of the home we saw shared hippies left out, on the 
door handles and in a box. Care staff confirmed the ‘hippies’ were still in use. Staff told us 
they did not have access to sufficient slings to assist with moving and handling procedures. 
We were told by carers they shared slings between people even when they knew them to 
be soiled and represented a risk of infection. We saw a pile of slings in the manager’s office 
which were waiting to be assessed as it was unclear when they had last been safety tested. 
This shows that people are living in an environment where potential risks and harms are not 
addressed and they are not provided with equipment to support their safety and 
independence.

We found some areas of the home were cluttered and presented a potential risk to people 
living at the home, staff and visitors. We found access to fire evacuation equipment upstairs 
was hindered as it was blocked by a trolley and clutter. The downstairs fire exit next to room 
33 was blocked with one wheelchair immediately behind the door and several zimmer 
frames and walking aids stored in the passageway. Room occupancy information to be 
used in event of an emergency evacuation was last updated 15 June 2018 and a carer later 
confirmed this was out of date as eleven people named were no longer living at Bridell. This 
represents a potential risk in an emergency situation.  



4. Leadership and Management 

Summary
Bridell Care Home was not being managed in a competent manner. This is because we 
noted inadequacies in staff supervision and appraisals, staff training, quality assurance 
measures and addressing complaints. There is a newly appointed manager with 
responsibility for day to day management of the home, supported by a newly appointed 
clinical lead. The service is also being supported by members of management from sister 
homes. The registered provider needs to ensure that the leadership and management 
within the home receives significant support to address shortfalls including delivery of 
training and support of staff, the robust completion of all documentation, delivery of quality 
assurance and staff management to ensure the safety and well-being of people living at the 
home.

Our findings
People cannot be assured they receive care from trained and competent staff. We 
examined four care staff files, including a member of staff appointed in the last year and a 
longer serving staff member. We have requested a training matrix, to evidence staff 
completion of mandatory training, be forwarded to CIW. The four training records showed 
shortfalls in training undertaken, including;

 One file only contained one certificate showing completion of food hygiene training. 
 Another showed annual fire training and health and safety training to be over 

due(expired October 2018)
 Dementia awareness training comprised of basic online Social Care TV module.
 One file evidenced no training undertaken since 2January 2018. 

At this time we cannot conclude people are cared for and supported by trained and 
competent care staff.

People do not benefit from a service where care workers are well lead and supported. Care 
workers we spoke with said they felt exhausted, “we don’t know what’s going on”” we have 
asked for things and nothing happened”. During the inspection staff told inspectors they had 
not had breaks, we (CIW) informed a member of the management team. We were unable to 
be provided with any records of staff meetings on the day of inspection. We were told 
carers had raised the issue of insufficient wipes, gloves and protective personal equipment 
in the past and had resorted to hiding supplies as they were not confident they would have 
sufficient. Throughout the tour of the home we saw gloves available. We consider care 
workers we met did not feel well supported, valued or that they were listened to when they 
raised issues.

People cannot be assured effective disciplinary processes, supervision and appraisal 
measures are in place. Prior to the inspection CIW were made aware of a disciplinary 
investigation. We were told records relating to disciplinary actions were held at head office 
and would be forwarded to CIW. We are unable to confirm outcomes of disciplinary 
discussions. Records of informal disciplinary conversations were seen on one file, following 
a family member’s complaint. There is no record of actions taken, communication with the 
complainant as regard to outcome, or notes to confirm resolution. We saw evidence of 
meetings arranged to discuss concerns in January 2015, September 2016, March 2017 and 
September 2018 with documentation regarding outcome. Whilst we requested supervision 



records and appraisals for 2018 of four staff members these were not available. This means 
people are at risk of harm as poor practice, training needs and competencies are not 
identified. The registered provider must ensure all staff supervisions and are up to date.

Whilst relatives whom we spoke with are aware of the management structure of the 
organisation, they do not feel issues raised are addressed or resolved to their satisfaction.  
Relatives that we spoke with told us that they had raised concerns regarding lack of staffing 
and resulting inability of staff to deliver quality care, but had not received a satisfactory 
response. We could not see any records of meetings with residents or their representatives. 
We have requested the latest quality assurance report, and methodology. We conclude the 
service has no effective means of requesting feedback to monitor quality, support action 
plans for improvement or complete audit.



5. Improvements required and recommended following this inspection
At this inspection we issued urgent non-compliance notices under Regulation 10 (1), 
Regulation 12(1)(a) Regulation 24(2) .

5.1  Areas of non compliance from previous inspections
No areas of noncompliance were identified at the previous inspection.

5.2  Recommendations for improvement



6. How we undertook this inspection 
This was a full unannounced inspection. Five concerns were raised with CIW since the last 
inspection. Areas of the concern we considered included people not receiving appropriate 
care in a timely manner, the management of the home, and the environment and provision 
of equipment at the home.
We issued three urgent noncompliance notices relating to Regulation 10(1), Regulation 
12(1), (a) Regulation 24(2) .

We made an unannounced visit to the home on 3 December 2018 between 08:10 hours to 
14:30 hours. 

The following methods were used:

 A tour of the premises;

 Private conversations with six members of staff; 

 Discussion with the responsible individual, the manager in day to day charge of the 
home, the deputy manager from a sister home. 

 We spoke to three people living in the home at the time of our visit and two relatives; 

 We looked at a sample of records including the induction and training , four people’s 
care files and we were shown  the ongoing operational manager’s audit; 

 Discussions with healthcare professionals;

 We undertook short observational framework for inspection observations (SOFI)

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 Ashberry Healthcare Ltd

Manager Lynwen Summers

Registered maximum number of 
places

37

Date of previous Care Inspectorate 
Wales inspection

20 July 2018

Dates of this Inspection visit(s) 03 December 2018

Operating Language of the service Both

Does this service provide the Welsh 
Language active offer?

This was not considered at this inspection, 
however at the last inspection it was noted the 
service was working towards providing an 
‘Active Offer’of the Welsh Language.

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

Bridell Manor Care Home

Bridell
Cardigan

SA43 3DD

Date of publication: 23 January 2019

www.careinspectorate.wales
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Care and Support Our Ref: NONCO-00007059-PJPJ 

Non-compliance identified at this inspection

Timescale for completion 21/12/18

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

The registered provider is not compliant with Regulation 
12(1)(a) because they have not promoted or made proper 
provision for the health and welfare of service users. The 
registered provider must ensure that care is provided that 
meets the individual needs of service users and that their 
health and welfare is promoted.

Evidence

- The registered person is not compliant with regulation 12(1)(a):
- This is because people's individual needs were not adequatly assessed or provided for.
The evidence:
CIW found that one person had not received fluids from 5pm on 1 December 2018 to 11 am on 
2 December 2018 (i.e. 18 hours). This was confirmed in three documents. The failure to provide 
sufficient fluids placed the person at risk of dehydration.
Four 20 minute Short observational framework for inspection observations (SOFI) were 
undertaken throughout the day and these showed that people had very limited positive 
interactions. People were left sitting in chairs with nothing to do. They all had to sit in the same 
room so staff could supervise them. One man who inspectors were told usually sits in a recliner 
chair in the small lounge, had to move to the other room with everyone else. There were no 
activities offered. One person was weeping and no one came to her aid.
People’s needs relating to their dementia were not recorded properly and documentatioon did 
not give strategies on how to deal with behavioural issues. One person was identified as being 
aggressive but there were no triggers for this aggression identified and no documented actions 
to take to avoid these triggers. This means that this person is at risk of aggressive behaviour 
and negative outcomes because staff do not have the information necessary to care for him 
properly.
Some risk assessments were in place however they were not completed accurately and details 
on how to manage these risks were not in the person’s care plan. Falls risk assessments were 
in place but not all falls were recorded and there was no audit of actions taken to prevent further 
falls. CIW saw accident forms where people had had falls but this was not recorded on the 
“safety cross” document.
Personal wishes of people were often not recorded and if they were they were not acted upon. 
Care plans had a chart called “statement of wishes and care preferences” and these were 
blank. In one person’s care file it was recorded that he liked a bath each week however his care 
record showed that he had a bed bath every second day instead.

- The impact on people using the service is :
People are at risk of negative outcomes because staff do not have the information necessary, 



or training  to support people properly.
People are not able to have their care preferences fulfilled as they are not recorded.
People have little meaningful interaction or opportunities to support their well- being. People are 
at risk of social and emotional neglect.
People are at risk of dehydration.
People cannot be assured that risks and incidents are recorded and action plans to mitigate 
repeat occurrence are undertaken.



Environment Our Ref: NONCO-00007060-XYYN 

Non-compliance identified at this inspection

Timescale for completion 21/12/18

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

The provider is non compliant with Regulation 24(2) because 
the home environment was poor and hazardous to people. The 
provider must invest in the home to ensure that it and all 
equipment is maintained to a good standard and in good 
working order.

Evidence

- The registered person is not compliant with regulation 24 (2)
- This is because the home environment was poor and hazardous to people

- The evidence:
Lifting hoists had not been serviced appropriately. The stand aid had not been serviced since 
November 2016.
Broken chairs and hoists were scattered through the home.
The ceiling in one hallway was leaking and staff told us that the ceiling had leaked for several 
months. One person was observed wandering, unaccompanied, walking over wet towels and 
close to the buckets placed to catch the leaking water. This presented a real hazard to people.
The wall on the staircase was broken and exposed the venting behind the wall.
There were ripped cushions on the low chairs.
The fire evacuation equipment was inaccessible as it was blocked by clutter.

- The impact on people using the service is :
People live in a home which is below expected standards in relation to the environment, and 
where not all unnecessary risks to people have been eliminated.
People's ability to access all areas of the home safely are restricted.
People are at risk of pressure damage from inappropriate seating.
Manual handling equipment , including slings, have not been serviced and therefore people 
cannot be assured their safety is maintained.



Leadership and Management Our Ref: NONCO-00007061-HQMK 

Non-compliance identified at this inspection

Timescale for completion 21/12/18

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

The registered provider has not carried  on or managed the 
care home  with sufficient care, competence and skill.The 
registered person has failed to ensure that the home is carried 
on so that all statutory obligations are met and that people’s 
safety and care is secured.

Evidence

- The registered person is not compliant with regulation 10(1)
- This is because the registered person has failed to ensure that the home is carried on so 

that all statutory obligations are met and that people’s safety and care is secured.
- The evidence:
Insufficient staffing levels.  On the day of the inspection there were only six staff members on 

duty to care for 34 people with dementia and/or other nursing needs.  Staff members and 
relatives told inspectors that at times only four staff were on duty. The lift in the home had 
broken down so people who were able to walk downstairs were allocated to spend time in a 
double room. One person, who had sat in a wheelchair from 11:20 until 14:10, complained of 
backache and requested to go back to bed. The carers were aware of the request but unable to 
action it because each person required two carers upstairs. Inspectors observed people having 
their breakfast at 11:20 and were told by the carers that four people were still awaiting their 
breakfast. The situation was described as chaos by staff and relatives. The people who had 
their breakfast at 11.20 were then given their lunch at 12:00. Inspectors also observed staff did 
not take any breaks including a meal break.
The home specialises in dementia care but there was no evidence to demonstrate that staff had 
completed appropriate and sufficient dementia care training. Inspectors identified that the only 
training provided to staff was basic online Social Care TV challenging behaviours training.
There were inadequate bathing facilities. One fixed low bath was not being used as there was 
no hoist, one hoist bath was broken and staff  told CIW they would only use the manual tip bath 
when absolutely necessary as it was hard to use. This meant that people’s personal hygiene 
wishes were not acted upon. Inspectors were told by a member of staff that people had not 
been bathed for months. There was no evidence to demonstrate that people had or were able 
to have a shower. Inspectors noted two recordings of bed baths having been given.

- The impact on people using the service is :
The personal hygiene routines of people are not being maintained, as their views and wishes 
are not  followed. There is a potential risk to skin integrity.
People are at risk of pressure damage as they are sitting for extend periods in appropriate 
seating . There are insufficient staffing numbers to support people.



People have limited choice regarding where they wish to be seated. People have no 
opportunities to support their well-being as there are no meaningful activities.
People are not supported by care staff who have sufficient training and are competent to under 
take their role as they do not have specific person centred supporting people with dementia 
training.


