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Description of the service
Atlantis Medicare Plas Eleri Ltd is registered with CIW (Care Inspectorate Wales) to provide a 
service Plas Eleri Care Home. The service provides nursing care to 34 people over the age of 65 
years with a diagnosis of dementia. Of this number, two people can be accommodated under the age 
of 65 years.

The company has appointed a person as the responsible individual to represent them and oversee the 
service. There is a manager registered with Social Care Wales. 
The service is located in the historic town of Denbigh near to the town centre and has a car parking 
facility for visitors to the home.   

Summary of our findings

1. Overall assessment

Staff are willing and try their best but staff lack the insight and skill to care for people living 
with dementia. Care plans, risk assessments, and associated care records do not provide 
staff with the information they need to assist them in supporting people and providing 
anticipated, responsive, and appropriate person centred care. Staff lack in confidence to 
support people with behaviours which challenge and there is a lack of understanding about 
people’s capacity and decision-making. The service’s philosophy of care is not promoted. 
The philosophy advocates “Choice - giving a service user the opportunity to select for 
themselves from a range of alternative options”. To manage behaviours which challenge 
the staff approach is to offer people a cup of tea and / or constant questioning such as “are 
you going to sit in the lounge?” and “do you want to sit in the lounge?” this approach in 
effect heightens people’s anxiety.  

There is confusion and a lack of communication amongst the staff team and management 
about people’s actual needs. As a result, people do not receive the care and support they 
need when they need it. Therefore, people are placed at unnecessary risk and do not 
experience enhanced well-being.  
 
There is no clear leadership and management to provide a sense of direction or 
consistency. Best care practices are not advocated to ensure people receive good care and 
support. The service’s care ethos does not create an open, positive, inclusive, and enabling 
atmosphere. Therefore, people are excluded, limited, and not empowered to have a ‘voice’.   
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2. Improvements

The bath panel has been repaired. 

3. Requirements and recommendations 

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

 Nutrition: There was insufficient support for people to eat well and records were not 
clear about people’s actual needs which increased the risk to people’s health and 
well-being.

 Environment: All doors have a lock and key, however, two bedrooms had a 
additional  hasp lock fitted to the outside of the door which is not appropriate and 
does not allow those two people to come and go freely to their room. 

 Environment: Infection control practices were not robust and did not maintain 
people’s dignity.

 Environment: Personal valuables and money were not stored securely or respected.  
 Leadership and management: There is no clear leadership, and management to 

ensure the service is managed well so people receive good care and support. There 
is a lack of insight and skill in caring for people living with dementia.

 Care planning: Information was inconsistent and did not provide a comprehensive 
picture of people’s needs. Therefore, staff do not have sufficient information to assist 
them in providing anticipated, responsive and appropriate person centred care and 
support. 

 Medication: Medication administration and management was not robust or safe to 
ensure people receive the medication they need when they need it. 
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1. Well-being 

Summary

Staff try their best but lack understanding to care and support people living with dementia. 
People are done to, they are not encouraged to have a voice, or treated as a unique 
individual to enhance their well-being. 

Our findings

People’s potential and independence is not maximised. We saw notice boards displaying 
information to help familiarise people to time but the date showing was incorrect. We saw 
clocks which were not working so they did not help to orientate people to the time of day. 
Care plans identified some people did not have awareness of time and place and as such 
required staff support to prevent disorientation. 

We saw inappropriate storage in bathroom facilities which means people had to rely on staff 
to access these areas safely. We saw all bedroom doors had a lock and key but two were 
also fitted with a hasp lock to the outside of the door. We asked the manager why this was 
required but they did not know. They asked other staff who said to the manager “you 
remember” and explained to us the hasp locks were fitted on the doors to prevent a person 
using the service from going into the rooms. We asked who this person was but they 
explained they no longer used the service. We asked why the hasp locks remained in place 
we were told a different person using the service enters the same bedrooms. We looked at 
the associated care plans; there was no information to explain why the hasp locks were 
needed. We asked the manager to remove the hasp locks immediately and at the following 
inspection visit, we issued a non-compliance notice for immediate action. We checked the 
doors; the hasp locks had been removed. We saw that signage was used to help people 
find their way independently, some signage was bi-lingual which was helpful for people 
whose first language was Welsh. 

We observed staff restricted people’s freedom to move. A person got up from their chair to 
walk out of the lounge into the corridor but a member of staff prevented them from doing so. 
They said abruptly to the person “Where are you going, I’ll come with you later. I’m still 
feeding, turn your back, turn your back”. The person went back into the lounge and sat 
down. 

We observed (heard) a positive interaction between two members of staff and a person 
who was new to the service. They spoke with the person about the country they were born 
in to help alleviate their anxiety and offer reassurance. However, in the main staff were task 
orientated in their approach to care and support and did not always encourage people’s 
independence. We observed staff did not offer people a choice about wearing protective 
clothing at mealtime. Staff placed paper protectors around people’s necks without asking if 
they wished to wear one and neither did they explain to people what they were doing. We 
saw a person tried to remove the paper protector but staff prevented them from doing so 
which had a negative effect and as a result the person did not eat all their meal. We asked 
a person what they were going to do to occupy their time but before they could answer a 
member of staff answered for them. We saw people became frustrated with staff because 
staff limited them and staff constantly used the same language telling people to sit down 
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and / or asking people if they wanted a cup of tea and this approach heightened people’s 
anxiety. We spoke with staff about how they managed behaviours which challenged as we 
had observed very specific and challenging behaviour which was not managed effectively. 
Staff explained they offered people a cup of tea and we saw this approach was reflected in 
people’s care plans.  

We looked at care plans but these did not promote people’s remaining strengths to help 
people maintain life skills. In terms of people making decisions and assessment of capacity, 
care plans were not clear. We spoke with the manager about this to stress the importance 
of people receiving support to make specific informed decisions should a person be 
deemed to lack capacity. 

Language used in the home was not always appropriate, terms such as “kicks off”, 
“nappies” and “bibs” was used by staff and the manager and was written in documentation. 
Overall, there is a lack of staff insight and skill to care for people living with dementia. 
Therefore, people become frustrated; they are not empowered, and they do not experience 
enhanced well-being. 

  



Page 5

2. Care and Support 

Summary

Staff do not have sufficient information to assist them in meeting people’s individual needs 
effectively. Needs are not always clearly reflected in a care plan or managed appropriately.   

Our findings

Individual needs and preferences are not always understood. We looked at care plans, risk 
assessments, and associated care records. The information recorded was not clear or 
person centred. Information was conflicting, for example, in relation to nutritional needs, 
wound care, and medical conditions. There was no clear protocol in place for two people 
with a medical condition which required staff to take specific actions in the event of an 
emergency. There was no information to support timely referrals were made when required. 
Some care needs were not followed up so actual needs were not known and / or treatment 
was not reviewed. For one person a diagnosis had not been determined and for another 
their medication was not reviewed which was requested by the GP (General Practitioner) 
and the person was still symptomatic. There was no information to show how an instruction 
from a GP regarding titration (a reduction) of a person’s medication and how this was going 
to be managed or how and when alternative medications were going to be introduced. 
There was no fall pathway in place to help staff reduce and manage the risk of falls for 
people. 

General feedback about care planning included, “different views / styles” and expectations, 
“training for nurses and improvements were needed”. One person did not know what a care 
plan was and told us “I haven’t been told anything, no review” and in relation to contributing 
ideas about care one person selected “always”. With regard to knowing, what a care plan 
was one person selected “sometimes”, in terms of agreeing to their plan of care they 
selected “no” and in relation to discussing their plan of care they selected “never”. 

Individual nutritional needs were not clear; the information recorded was conflicting and 
staffs’ understanding about people’s needs differed. There was no consistent approach to 
monitor people’s weight. In a person’s care plan it was highlighted they disliked vegetables 
but we observed they were served these for their lunch. We saw a person had a low BMI 
(Body Max Index) which helps to categorise an individual’s weight, their BMI was less than 
18.5 which means they were underweight and this can have serious health implications. 
There were records completed for January and February 2018, which showed a loss of 
weight but there were no records for March or April 2018 and in May 2018, it was identified 
the person had lost more weight. There was no information to show how this was being 
managed. We spoke with catering staff who explained they did not have any formal training 
and they did not know the nutritional value of the menu they said “its trial and error” and 
they “did their best”. They had a list of individual specialist dietary needs but this did not 
always correspond with individual needs or the risks identified in the care plans. Staff told 
us “care plans get changed without discussion”. We spoke about a person’s nutritional 
needs because they were assessed as a high risk of choking and they told us the nurses 
didn’t agree about this. There was no clear communication system in place regarding 
nutritional needs and specialist diets to manage conditions such as diabetes. To 
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communicate people’s dietary needs / changes the reliance was on the nurse to share such 
information.   

In terms of providing nail care staff have not received training to do this. There was no 
policy in place and no clear instruction in the care plan to instruct staff about how best to do 
this. We saw a person was assessed, as a ‘high risk’ and staff were instructed to seek 
permission to provide nail care from the person’s family. However, there was no information 
to support the person was unable to make this decision for themselves. In their social 
activity care plan it was recorded “XXX enjoys (their) nails being done” and in the personal 
hygiene care plan it was recorded “to allow XXX to be seen by chiropodist every six weeks 
mood dependent”. Staff had recorded in the person’s daily notes that they enjoyed having 
their nails done and some entries noted “mood dependent”. The information known about 
the person was not advocated by staff to help empower the person and promote their 
autonomy; consequently, the person’s ‘voice’ was lost.  

We saw a new care file which contained a completed “This is me” record which provides 
staff with information about the person as a unique individual and what matters to them. If 
used consistently this would help staff to know what is important to the people in their care. 
We spoke with the manager and the responsible individual about our concerns who 
explained they were aware of the issues in relation to care planning. They told us they 
intended to introduce an electronic care planning system which prompts staff and makes 
staff accountable for their actions and omissions. It is anticipated this will be in place and 
staff will be trained in its use by September 2018. Overall, care plans do not contain 
consistent and sufficient information to assist staff in providing anticipated, responsive, and 
appropriate person centred care. The registered persons are aware of the issues and 
intend to address this matter in the near future. 

People do not always receive the right care at the right time. We looked at a person’s care 
plan. In May 2018, it was recorded they had a wound and the healing progress was slow. In 
June 2018, it was recorded “continue to monitor skin integrity” but there were no further 
entries or evidence to support any monitoring had been done. We saw a dressing was 
loose on a person’s heel, which compromised their dignity and raised concern about 
infection control. We looked at their care records which identified this aspect of their care 
was to be reviewed weekly. However, there was no information to support this had been 
done and it was recorded one heel had deteriorated. 

We looked at the staff rota and a record which staff signed to show they were on shift but 
the records did not match. Eight care staff were scheduled to work but six care staff were 
on duty. Two nurses were scheduled to work but one nurse was on duty. We spoke with the 
manager who confirmed the service was short staffed and explained two care staff were 
due to come on shift later in the morning. Staff feedback by questionnaire highlighted more 
staff were needed. We observed staff adopted a task-based approach to care and support. 

We observed staff administer the morning medications. This took a significant amount of 
time because one nurse was on duty instead of two and polypharmacy (people having 
multiple medications). We were concerned this had an impact upon subsequent medication 
doses. We spoke with the member of staff who confirmed it did. This has implications in 
relation to effective pain management and the management of medical conditions such as 
epilepsy. 
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We observed staff did not recognise people’s non-verbal communication cues and when 
staff did notice they interpreted these as behaviours which challenged and consequently 
people’s needs were not met. We tested a person’s call bell one member of staff walked 
past while the bell was ringing. The call bell was later answered by a senior member of care 
staff. 

We observed the mealtime experience for people. A pictorial menu board was displayed to 
show people what the day’s menu was and it reflected the day’s meal choices. However, 
this was not used by staff to help orientate people to mealtime or to show people what they 
were having for their lunch which may be beneficial for some people. The tables were not 
set in preparation to draw people’s attention to mealtime. With the exception of two / three 
people, the dining room was not used and people were not told that lunchtime was 
approaching. We saw inappropriate storage in the dining room including a broken door. We 
highlighted this to the manager so it could be removed. 

We observed people ate their meals in the lounges from a small table pushed up in front of 
them. We observed a member of staff support a person. They stood over the person to 
assist them and instructed them to “open, open” (to open their mouth for food). The 
member of staff did not explain to the person what they were offering them to eat or offer 
any positive conversation to make mealtime a more sociable occasion. We observed staff 
support three / four people to eat at the same time. This was not a dignified approach and 
meant whilst staff were supporting one person with their meal for other people their food 
was going cold. Staff offered people two or three mouthfuls of food and then took the meal 
away. The mealtime experience was not positive and was an isolated one for some 
because staff did not engage in conversation or provide support when needed. 

We looked at nutritional care plans and associated records; they contained conflicting 
information. Some people had lost a significant amount of weight and timely healthcare 
referrals were not made and / or the advice sought was not recorded to show how people’s 
needs would be managed. It was noted a person had complex nutritional needs. We spoke 
with the manager about this to establish how this was going to be managed but they were 
not sure. Some people were assessed as a ‘high risk’ of choking and required a soft / 
liquidised diet but other records showed they had a “normal diet and fluids” with no 
reference to liquidised food. We observed a person coughed periodically throughout their 
meal; they were identified as a high risk of choking. We spoke with a senior member of staff 
and some care staff who told us the person was on a liquidised diet but we observed the 
person eating a normal diet. We asked the manager about their needs but they were not 
sure so they asked another member of care staff who said the person was on a normal diet. 
No one was clear about individual nutritional needs, which increases the risk for people 
because they were given food which may not be suitable. 

We looked at food and fluid records and these were not consistently completed by staff. We 
saw a person had no fluid intake from 01:05 to the last recorded entry of noon. It was 
recorded they had not had breakfast because they were asleep and there was no 
information for the mid morning or lunchtime period. We spoke with a member of staff about 
this who said they had “not had time to complete the records”. We looked at minutes from 
staff meetings and saw staff were frequently reminded about completing records. 

We observed a relative who supported their family member with their lunch they 
commented to us their family member needed more liquids. On the second inspection visit, 
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we issued a non-compliance notice in relation to nutrition and associated risks for 
immediate action. For one person we have referred our concerns to the safeguarding 
authority for consideration. Overall, staff are not employed in sufficient numbers and / or 
deployed effectively which means staff are busy and as a result adopt a task based 
approach to care and support. Care plans are not adequate to assist staff in providing 
person centred care. There are no clear communications systems in place to ensure 
people’s needs are properly identified and met. 
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3. Environment 

Summary

Ancillary staff are employed to help keep the home clean and maintained. Storage space is 
limited; therefore, areas of the home are inaccessible and pose health and safety risks as 
some items such as chemicals are not stored appropriately.  

Our findings

People live in accommodation which is warm and large and provides a number of 
communal areas but some areas are cluttered and more could be done to promote people’s 
independence so people achieve a sense of well-being. We saw nameplates and 
photographs were used to help people find their bedroom independently. This approach is 
considered good practice but some were missing which means for those people they may 
find it difficult to locate their bedroom without needing staff support. We looked at 
communal lounges and people’s bedrooms including a shared bedroom and we identified 
health and safety, and infection control risks. In a person’s bedroom, we saw a potential trip 
hazard due to an extension lead which was being used because there were not enough 
sockets to plug their television in. 

We viewed bathroom facilities and saw inappropriate storage of mechanical equipment 
which prevented people from using the facility independently and safely. We saw indicators 
of communal care practices adopted by staff. Personal toiletries were not individually 
identifiable to show to whom they belonged. Such practice increases the risk of cross 
contamination because more than one person may use the items.

We saw towels, sheets and bedding in use which were of poor quality, they were thin, 
frayed, and threadbare. We asked the manager who was responsible for monitoring this 
they told us it was the laundry person. However, the poor quality items were still being 
used. The manager told us towels were being replaced. 

We viewed the laundry room. We saw soiled items were not processed properly. We spoke 
with a member of staff who explained this was due to a lack of red bags. There was a thick 
coating of dust and debris behind the washing machine and drying machine which posed a 
fire safety risk. Staff explained there was no written cleaning schedule in place and they did 
their best. We observed staff constantly walked through the laundry room to take their 
break outside (to smoke). We saw staff placed cigarette packets and lighters on the window 
ledge; the window was blocked by a trolley and was difficult to close. Therefore, cigarette 
smoke came into the laundry room through the open window. A member of staff raised 
concern about passive smoking. In terms of improvement, a staff questionnaire highlighted 
new washing machines and drying machines were needed because the ones in use 
frequently break down.  

We saw inappropriate storage of equipment used in the home such as Zimmer frames and 
hoists, COSHH (Control of Substances Hazardous to Health) chemicals and incontinence 
products, some of which posed infection control and fire safety risks. At the second 
inspection visit, we were told a skip had been hired to dispose of unused / broken items in 
the home. We observed some areas of the home had been cleaned and de-cluttered. 
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We observed inappropriate notices displayed throughout the home, in people’s bedrooms, 
in storage rooms and cupboards which gave staff instructions. We saw an instruction to 
staff on the inside of a linen cupboard which read “Please do not put new blankets on XXX 
or XXX beds use old white ones – thank you”. This practice indicates not all people using 
the service were being treated equally; it does not demonstrate value or promote dignity 
and respect. In effect, this practice excluded these two people. We discussed this with the 
manager but they could not explain why the notice was there. We requested they removed 
the notice, which they did. 
In the care plans, we saw reference to the use of pressure alarm mats used by the bedside 
to alert staff to people’s movement. There was no information to show the use of such aids 
were discussed or even agreed by the individual and or their family / representative, which 
we would expect to see. The use of such aids restricts people’s freedom to move and no 
thought had been given to this. 

We viewed the kitchen and saw it required de-cluttering and cleaning. The clinical waste 
area was just outside the kitchen and this area was also unclean. In February 2017 the food 
standards agency awarded a food hygiene rating of five, which equates to very good. 

Feedback about the environment included a “Garden to be able to sit out when weather 
permitting” and “The home is very spacious and welcoming, and it has a nice homely feel”. 
Overall, infection control practices contravened good practice guidelines. People’s 
independence is not promoted and people are placed at unnecessary risk due to poor 
practices. An institutional approach to care and support is adopted which does not maintain 
people’s dignity or help people to feel valued.   
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4. Leadership and Management 

Summary

There is no clear leadership and management and a lack of insight means best care 
practices are not advocated and therefore, people do not experience enhanced well-being.  

Our findings

People do not benefit from care which is committed to innovation and informed by best 
practice. We found individual continence needs were not managed appropriately to promote 
people’s self-esteem. In a person’s file it was recorded they asked to use the toilet and on 
occasion they were incontinent but it was noted they wore incontinence products. It was not 
clear if the person had been formally assessed to determine if they were incontinent, what 
type of incontinence they experienced or whether the products used were suitable to meet 
their individual needs. In addition, this practice does not promote independence, dignity or 
help people to feel valued. 

We spoke with staff who told us most people were incontinent. We saw a substantial 
amount of continence products in the home which were not properly stored because there 
were so many of them and space was limited. We saw continence products in people’s 
rooms but these were a mixed supply in a person’s bedroom we saw a stock of three 
different products. We spoke with staff responsible for ordering continence products they 
explained they ordered products every two weeks. We spoke with the manager about this 
who told us most people using the service were incontinent, people wore net pants to 
accommodate the pads, as opposed to underwear for comfort, and products were routinely 
ordered on a regular basis. Overall, it was not clear whether individual continence needs 
were properly assessed and best care practices are not advocated to promote 
independence and enhance individual well-being.

People do not benefit from a service which sets high standards for itself, is committed to 
quality assurance and constant improvement. We completed a medication administration 
and management assessment. We identified a person was not given a prescribed 
medication to manage a health condition and another person’s medication was crushed to 
administer it covertly but the medication was enteric coated to protect the lining of the 
stomach so it should not have been crushed. We spoke with staff about this but they could 
not explain why this had happened. We saw two pestle and mortars in use on the top of the 
medication trolleys. We observed medication was routinely administered covertly (hidden in 
food) it was given to people in a spoonful of chocolate dessert and / or jelly. The 
administration of covert medication was not always clear in the care plans or agreed but we 
did see one care plan which was signed by the GP (General Practitioner) to agree to the 
measure. There was no information to support there was input from the pharmacist supplier 
to ensure a medication could be crushed and it was not clear if alternatives were explored 
before resorting to such measures. For behaviours which challenge, the care plans did not 
detail any positive coping or distraction strategies to assist staff in supporting people before 
resorting to the use of ‘as and when required’ anti-psychotic medication. Therefore, staff 
would not know when it was appropriate to administer the medication to support a person. 
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We looked at care records and saw an entry in relation to a person’s bankcard and 
reference to this being stored in the CD (controlled drugs) cupboard. We looked in the CD 
cupboard it was not stored there but we saw other inappropriate storage of valuables such 
as jewellery and money which belonged to nine different people. We spoke with staff who 
told us the bankcard was now stored with administration staff and said people wanted 
access to their money at the weekend and stated there was nowhere to store people’s 
valuables and money.

We looked at the destroyed drugs record which showed a significant number of medications 
were being destroyed but there was no information to show why this was. The code ‘O’ was 
used but this did not correspond with any of the codes on the MAR (Medication 
Administration Record) so it was not clear why the medication was not given / omitted. We 
spoke with a member of staff who told us ‘O’ meant the medication was not given.  

We checked the medication room temperature record. Some entries showed the 
temperature on occasions was as high as 30 degrees but there was no information to show 
what action if any had been taken to ensure medications were stored within a safe range to 
prevent damage. This also contravened the service’s medication policy and procedures, 
which stipulates, “non fridge items must be stored according to conditions required by the 
manufacturer. This is commonly below 25 degrees centigrade”. 

We saw blood sample bottles and dressings which were out of date. We saw prescribed 
creams and emollients stored in people’s bedroom drawers, bathroom cabinets and under a 
small table in the lounge. In most cases, the labels were partly removed so it was not clear 
whom they were originally prescribed for. We saw some cream and emollients in use which 
had been prescribed in 2016. They were open but there was no date of opening recorded to 
help staff identify the use by date and they were being used for people which they had not 
been prescribed for. There was no system in place for the safe application and review of 
cream and emollients. 

We observed a person with bruising to their face. We asked staff about this. Staff explained 
they thought the person had fallen and banged their face on a radiator cover. We looked at 
accident / incident records in relation to this. There was a record with their name on it but 
there was no date or details. We spoke with the manager about this. They told us it was an 
unobserved fall and said “Bank staff have been told to complete the record”. Overall, 
Medication administration and management practices are not safe, and people are placed 
at unnecessary risk. Incidents / accidents are not always documented to show transparency 
and in addition, learning is not identified to make the necessary improvements to effectively 
meet people’s care and support needs.  

People do not always benefit from a service where the well-being of staff is given priority 
and staff are well led, supported, and trained. We looked at three records of minutes from 
staff meetings. We saw staff were reminded about the use of mobile phones, smoking in 
the laundry in groups, completion of weight records, wound care recording and accident / 
incident reporting. Despite regular discussions, the manager has not effectively addressed 
these matters. A staff questionnaire commented, “Staff morale is low well its low because 
some carers are already applying for jobs and it short staffed at times”. We spoke with a 
member of staff who told us communication required improvement between nursing staff, 
care staff, and management. They said a communication system regarding people’s care 
was introduced but due to the nature of the shift patterns, more than writing “no changes” 
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was needed. They explained more information was required because staff needed to 
understand what had happened for people since their last shift which could have been as 
long as five days ago. Staff questionnaire responses told us they “mostly” felt valued by 
management. We spoke with staff who told us they felt supported by the manager and a 
member of staff told us they thought the manager needed support. Questionnaire feedback 
from a relative commented, “I am happy with the way the home is run”. 

We looked at a staff file and saw safety checks were undertaken as part of the recruitment 
process to help protect people using the service. There was reference to staff supervision in 
the form of observations in relation to “feeding” and “abuse”. We could not find any 
supervision records. We discussed this with the manager who told us supervisions were 
carried out every six weeks; however, there were no written records to support staff 
received more formal one-to-one supervision. We spoke with staff who said they had 
supervision. 

We looked at a staff training record which showed staff have completed some training but 
training was limited. The training record did not support the service’s Statement of Purpose 
which advocated, “as a standard, all staff have specialist dementia and palliative training”. A 
member of staff told us they had had recent dementia awareness training. We discussed a 
person’s needs and they said they are a “feisty one, unpredictable and can shift to be a 
moody person. I don’t like it - leave(s) the food. We know how to manage feisty and 
aggressive behaviour – we tell the nurses”. Our observations identified staff lacked the 
insight, skills, and confidence to care for people living with dementia. Overall, the manager 
does not know what is happening in the service. Views about management support varied 
and there were no records to support staff receive one-to-one supervision in order to 
discuss all aspects of practice, philosophy of the care home and career developments. Staff 
morale and views about care and services were mixed but if staff do not feel properly 
valued and supported this will have a negative impact on the care and support people 
receive. 
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5. Improvements required and recommended following this 
inspection

5.1 Areas of non compliance from previous inspections

None identified. 

5.2  Recommendations for improvement
We recommend the following:

 The registered persons should seek advice, guidance, and training in relation to 
the use of the falls pathway to assist staff in managing people’s risk of falls. 

 The registered persons should ensure staff have the skills and knowledge to 
support people properly during mealtime and to make mealtime a more sociable 
occasion. 

 The registered persons should ensure there are effective communication systems 
in place to share important information amongst the staff team and manage 
needs such as individual nutritional and specialist dietary requirements. 

 The registered persons should ensure internal systems are in place to audit and 
monitor the care and services provided by Plas Eleri Care Home so appropriate 
action can be taken when needed.  

 The registered persons should seek information and training to support people to 
make informed decisions about their care and support and what matters to them 
in line with The Mental Capacity Act, Deprivation of Liberty Safeguarding, and 
The Human Rights Act. 
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6. How we undertook this inspection 

We (Care Inspectorate Wales, CIW) undertook an unannounced full inspection on 6 July 
2018 between 08:30 and 17: 50 and an announced inspection on 10 July 2018 between 
08:30 and 17:50. Two inspectors undertook both inspections. 

 As part of the inspection process, we looked at a wide range of records. We 
focussed on 12 care plans, risk assessments and associated care records. We 
looked at minutes from staff meetings, a staff training record, and the staff rota. We 
looked at some of the services policies and procedures and the Statement of 
Purpose. 

 We spoke with two people using the service, visitors to the home, eight members of 
staff, the manager and the responsible individual.

 We provided questionnaires for issue to obtain people’s views about the care and 
services provided by the home. We issued:

o 10 for people using the service, we received one.
o 10 for family / representatives, we received two. 
o 10 for staff, we received two.
o Two for visiting professionals, we received none.  

 We viewed the premises including communal areas, bedrooms, sluice, hairdressing, 
laundry, kitchen and bathroom facilities and storage rooms and cupboards.

 We used the Short Observational Framework for Inspection (SOFI). The SOFI tool 
enables inspectors to observe and record care to help us understand the experience 
of people who cannot communicate with us.

Prior to the inspection, we received a concern in relation to leadership and management. 
We also received a safeguarding referral in relation to alleged neglect. We could not 
discuss this matter during the inspection as the matter was being progressed following the 
Safeguarding procedures by the Local Authority.

When we inspected the service we found:

We observed the manager’s office was situated upstairs which means they are not easily 
accessible should people using the service and visitors to the home need to speak with 
them. We spoke with the manager and the responsible individual about this who explained 
they have had discussions about this and the manager’s office will be moving downstairs so 
they will be more visible and available to people. 

We discussed the leadership and management of the service. The manager explained they 
needed to learn. A lack of internal systems  and reviews means the manager does not 
always know what is happening in the service and there is a reliance on other staff. We 
spoke with a  member of staff who told us they felt the manager needed support but they 
were not sure what kind of support was required.   
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We spoke with the responsible individual about our concerns. They were receptive to our 
feedback and are addressing matters.   

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

http://www.careinspectorate.wales/
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Care and Support Our Ref: NONCO-00006260-DQPN 

Non-compliance identified at this inspection

Timescale for completion 24/09/18

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

The registered persons are not compliant with Regulation 15 
(1).

Evidence

The registered person is not compliant with regulation 15 (1).

This is because care plans do not reflect all needs, they contain conflicting information and they 
do not provide staff with sufficient information and instruction to assist staff in providing 
anticipated, responsive and appropriate person centred care.

The evidence:

We carried out an unannounced inspection on 6 July 2018 between 08:30 and 17:40. We also 
carried out an announced inspection on 10 July 2018 between 09:00 and 17:55. We looked at 
12 care plans, risk assessments, and associated care records. We spoke with staff and the 
manager. We undertook observations using SOFI (Short Observational Framework for 
Inspection) and recorded our findings
.
• We looked at the service’s Statement of Purpose (SoP) dated June 2018 this is a 

document which explains to people what care and services they can expect to receive. The 
SoP stipulates, “Care is based around each person’s individual needs. Whatever the need, 
care is delivered with dignity, patience and kindness and understanding. We prepare a 
personal care plan for each service user, which is reviewed at least monthly by nursing staff 
to make sure your needs are met”. The SoP continues, “We very much recognise the 
importance of personal individual and focused care to achieve this good communication 
between all members of the care team (nurses, assistants, relatives and doctor) is 
maintained”. However, the evidence indicates this is not the reality.

• In relation to behaviours which challenge and / or where antipsychotic medication was 
prescribed on an ‘as and when required’ basis there was no information to instruct and 
assist staff to support people with appropriate coping and distraction strategies before 
resorting to the administration of medication to manage the behaviour.

• In person A’s care plan, it was recorded “XXX has on occasion been doubly incontinent, 
XXX will ask to go to the toilet and one member of staff to assist (them). XXX has a routine 
of going every two to three hours. This reduces the risk of (them) having an accident. XXX 
wears slip pads during the day and a large pull up at night”. There was no information to 
support the person had been assessed as having incontinence needs, what type of 
incontinence they experienced, or whether the products used were suitable to meet their 
needs and / or where even required.



• In person B’s care records on 22 February 2018 staff recorded a list of their medication 
there was no reference that covert methods were required. On 13 March 2018 there was an 
entry which read “Medications given as Px’d (prescribed) covertly”. However, there was no 
information to support this measure was appropriate or had been agreed.

This person had pressure area needs to both heels which were referred to as blisters. There 
was an entry dated 14 March 2018 with reference to the TVN (Tissue Viability Nurse) to visit on 
Monday regarding the heels. On the 17 March 2018, there was an entry which records “Both 
blistering heels areas dressings intact pressure to areas off-loaded” and there is reference to 
devon boots being applied. It was not clear who prescribed the use of devon boots.

On 19 March 2018 it was noted “Seen by TVN XXX this morning advised no dressings required 
at this time if any deterioration to call (them) again. Continue with all documentation”.
In their tissue viability care plan, it was identified “unable to reposition (themselves)”. This was 
reviewed on 22 June 2018 it was recorded “continues 2/3 hourly repositioning, heels offloaded 
and uses devon boots – no changes”. A body map was completed 10 March 2018 it was noted 
“Large blister to R (Right) heel blood like. L (Left) heel blister – water”. On 10 March 2018, an 
‘All Wales Review’ tool was completed in relation to pressure damage which noted “R (Right) 
heel upgradable to refer to dietician and TVN (Tissue Viability Nurse)”. In the communication 
diary, we saw reference to a TVN referral which was faxed on 13 March 2018.

We looked at their wound care records it was identified, to review both heels weekly. However, 
there were no entries for the whole of March or May 2018 and the last recorded entry was dated 
22 June 2018. The entries we saw for both heels were dated, 8 April, 15 April, 14 June, and 22 
June 2018. For the left heel there is an entry dated 14 June 2018 which read, “improved”. With 
regard to the right heel there is an entry dated 14 June and 22 June 2018 which refers to a 
“necrotic (dead) area”. On the 14 June and 22 June 2018 in relation to the right heel it was 
recorded Inadine was applied as a primary dressing to the wound bed. It was not clear where 
this instruction or prescription came from and there was no reference to whether the person had 
an allergy as the dressing can have contraindications.

Their care plan dated 13 March 2018 identified their tissue viability risk as 30 which equates to 
a high risk of developing decubitus ulcers / pressure sores which was determined by the use of 
the Maelor (assessment tool). We observed this person and saw their dressings were loose 
almost to the point of hanging off which not only compromised their dignity but also raised 
concern about infection control risk management. We spoke with the manager about our 
concerns and requested this person’s care was reviewed as we are not confident the manager 
knows the current presentation of the wound(s) and treatment needed if any.
• Person C’s care file a ‘high risk’ of choking was identified. In their maintaining a safe 

environment care plan it was noted they required a “soft diet” but it was also recorded they 
“demand foods like bacon, eggs and lamb when XXX is refused - this is when (they) kicks 
off”. There was no information to assist staff in managing this risk. In their eating and 
drinking care plan, it was also noted “soft diet, thickened fluids as requested after being 
seen by the SALT (Speech and Language Therapist) team as XXX is a high risk of choking” 
and “needs supervising as XXX will request bacon and other tough meats”. In the MUST 
(Malnutrition Universal Screening Tool) record there was an entry, dated 13 January 2018, 
which read, “97.6kg good appetite in heart failure oedematous (swollen) ankles and legs”. In 
April 2018, no date noted it was recorded “91.6kg loss 6kgs – good appetite”. The 
information is conflicting because they are losing weight. In the evaluation record, dated 6 
May 2018, it was recorded “good appetite and remains independent may need some things 



cutting up due to (their) tremors” and on 8 June 2018, it was recorded “continues to be 
independent, still needs help at times due to increased hand tremors”.  This information was 
not included in the eating and drinking / nutritional care plan.

We looked at the ‘preferred drinks and textures’ record which had been updated on 5 July 2018 
it was noted they had a “normal diet” and on another ‘textured diet’ record which had been 
updated 3 July 2018 it was recorded “diabetic – soft diet to be assessed daily”. There was no 
reference to the management of their diabetes or hand tremors in a care plan.

In their medication care plan, it was recorded “XXX has (their) medications administered by a 
registered nurse, she will need assistance to open the packet due to essential hand tremors”.
We looked at GP (General Practitioner) notes and saw an entry dated 11 June 2018 which read 
“longstanding tremor in hands, previously assessed for PD (Parkinson’s Disease), concluded 
not the case. Tremor worse last few days”. The plan was recorded as “possibly due to 
medications ? (query) Risperidone / Valproate. Observe for now if doesn’t improve would need 
review of meds (medication)”. However, this was not followed up and the date was now 10 July 
2018.

• Person D’s care file we saw a breathing care plan dated 25 June 2018. It was recorded 
“XXX had collapsed ? (query) cause on 18 June 2018. Possibly hypotension (low blood 
pressure – see care plan 15) to monitor XXX throughout the day”.

We looked at a care plan titled ‘Hypotension’ this recorded “BP (Blood Pressure) low in the 
mane (morning) to monitor BP”. There was no information to show what their low BP was so 
there was no baseline to assist staff in recognising what a low BP was for the person. We 
looked at the TPR (Temperature, Pulse and Respiratory) where their BP would be recorded but 
there was only one entry which was dated 16 November 2017. In the evaluation record there 
was an entry dated 18 June 2018, which read “XXX collapse ? (query) cause paramedics came 
and checked and liaised with GP (General Practitioner). GP requested blood tests routine to 
observe”. We looked at the daily records and saw an entry dated 22 June 2018. This showed 
staff tried to obtain bloods but they were unsuccessful and this was attributed to behaviours 
which challenged. On the 23 and 24 June 2018, there was no reference to staff trying to obtain 
bloods. We spoke with a member of staff who said the blood test had not been done yet and the 
date was now the 10 July 2018.

We saw they were to commence new medications Risperidone (anti-psychotic) and Zopiclone 
(sedative) on an ‘as and when required’ basis once the current medication of Setraline (anti-
depressant) and Memantine (to treat Alzheimer’s Disease) had been titrated (reduced and 
stopped). We looked at the MAR (Medication Administration Record) which showed the current 
medication was still being given. However, there was no management plan in place so it was 
not clear how staff were going to manage this. We spoke with staff who confirmed there was no 
plan and they did not know how this was going to be managed.

In relation to behaviours which challenge it was recorded “Staff need to be aware of triggers” 
but there was no information to highlight what these were. Staff were instructed to “de-escalate 
any challenging behaviour before physical aggression happens” but there was no information to 
assist staff in doing this. “Triggers to watch out for” included “tone of voice, facial expression i.e. 
does XXX appear angry, upset frustrated and XXX will rattle the front door as (they) want to get 
out and this will add to (their) frustration”. However, these are how the person presents when 
they are anxious or upset as opposed to triggers which may affect their behaviour. To support 



the person it was recorded “left to calm down and then staff will go back later and offer (them) a 
cup of tea”. In the evaluation record dated 16 June 2018 it was recorded “XXX requires time to 
calm down and to try to distract (them) with a cup of tea”. There was no other information to 
assist staff in supporting the person to manage the behaviour and evaluation records and daily 
records show behaviours are experienced frequently.

In their social activity care plan it was noted “mood dependent enjoys (their) hands being 
massaged”. In the evaluation of activity record, it showed they enjoyed having their nails done 
and some entries stated this was “mood dependent”. We looked at their nail trimming care plan 
dated 17 May 2018. There was no information to instruct staff about what equipment to use or 
the approach to take and this support / care intervention was assessed as a high risk on 13 
June 2018.  Staff have not received training to provide this aspect of care and there is no policy 
in place.

In the daily records there was an entry dated 21 June 2018 in relation to administering 
medication covertly. It was recorded, “had some yoghurt with meds (medication) given covertly). 
However, the administration of covert medication did not formulate part of their care plan and 
this measure had not been agreed.

In their nutritional care plan, it was identified, they had lost weight and monthly checks of MUST 
(Malnutrition Universal Screening Tool) – weight were required. We looked at the MUST record 
there was a record for May 2018 but there was  no entry for June 2018.

The impact for people using the service is people will not receive the care they need when they 
need it which will affect their overall health and well-being.



Environment Our Ref: NONCO-00006261-JQHB 

Non-compliance identified at this inspection

Timescale for completion 10/07/18

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

The registered person shall ensure all parts of the home to 
which service users have access are so far as reasonably 
practicable free from hazards to their safety.   The registered 
person shall ensure that no service user is subject to physical 
restraint unless restraint of the kind employed is the only 
practicable means of securing the welfare of that or any other 
service user and there are exceptional circumstances.   On 
any occasion on which a service user is subject to physical 
restraint, the registered person shall record the circumstances, 
including the nature of the restraint.

13 (4) (a)
13 (7)
13 (8)

Evidence

The registered person is not compliant with regulation 13 (4) (a), 13 (7) and 13 (8).

This is because even though bedrooms have a lock and key we saw hasp locks were fitted to 
three bedroom doors at the top of the door on the outside, which means people could be locked 
in the room.

The evidence:
We carried out an unannounced inspection on 6 July 2018 between 08:30 and 17:40. We 
viewed the premises and we spoke with the manager.

This indicated:

• Despite bedrooms having a lock and key three bedrooms were fitted with a hasp lock.
• There was no information to support this measure was agreed with the person using the 

bedroom.
• We spoke with the manager about this but they did not know the hasp locks were in 

place. We asked the manager to enquire about this. They brought a member of staff to us to 
explain why the hasp locks were in place. They told us the hasp locks were fitted to prevent 
a person using the service going into the bedrooms. We asked who the person was they 
told us they no longer used the service. We asked why the hasp locks had not been 
removed and they told us another person who uses the service also goes into the same 
bedrooms.  This said the bedroom doors have a lock and key so they would not need to be 
locked from the outside.

• We looked at the service’s Statement of Purpose (SoP) a record which tells people what 
care and services they can expect to receive from Plas Eleri Care Home. In terms of 
independence, the record advocates, “Allowing a service user to take calculated risks, to 



make their own decisions and think and act for themselves”. In terms of rights, “Keeping all 
basic human rights available to the service user”.

• There is no reference in the SoP to the use of hasp locks.

The impact on people using the service is should staff use the hasp lock these people would not 
be able to leave the bedroom which would create distress and have an adverse impact on their 
health and well-being. Also in the event of an emergency such as fire, people would not be able 
to escape. In addition, there was no record to show this measure was appropriate or agreed. 
Therefore, a form of inappropriate restraint has been used.



Leadership and Management Our Ref: NONCO-00006262-TXNS 

Non-compliance identified at this inspection

Timescale for completion 24/09/18

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

The registered provider and the registered manager shall, 
having regard to the size of the care home, the statement of 
purpose and the number and needs of service users, carry on 
or manage the care home (as the case may be) with sufficient 
care, competence and skill.

Evidence

The registered person is not compliant with regulation 10 (1).

This is because there is a lack of insight into caring for people living with dementia and there is 
no clear leadership, and management.

The evidence:

We carried out an unannounced inspection on 6 July 2018 between 08:30 and 17:40. We also 
carried out an announced inspection on 10 July 2018 between 09:00 and 17:55. We undertook 
observations using the Short Observational Framework for Inspection (SOFI), we spoke with 
staff, and we looked at care records.

These indicated:
• Staff were not clear about people’s needs in terms of nutrition, dysphagia (swallowing 

needs), manual handling and tissue viability needs. People’s non-verbal communication 
cues were not recognised by staff and when staff did notice cues they attributed these to 
behaviours which challenge. Therefore, people did not get the support and care they 
needed when they needed it.

• We observed a person for 34 minutes. We saw they repeatedly made sounds and called 
out. Staff walked through the lounge but did not engage with the person. After 20 minutes a 
member of staff walked past into the next lounge and said “oh XXX” they then walked back 
into the lounge and went over to the person and asked if they were ok then they left again. A 
few minutes later a member of staff said to another member of staff “I’ll see if I can find XXX 
some music or something” but this was not done. A minute later the person’s sound levels 
increased, they moved uncomfortably in their chair and began to grind their teeth and this 
continued for 10 minutes. Two staff were close by but they did not offer any reassurance or 
ask the person what they needed. The two members of staff spoke to each other about the 
person looking uncomfortable and had a conversation about how the person had been 
assessed for a specialist chair sometime ago but that no chair had yet been provided. Staff 
were not sure how to respond or support the person so they sought help from the nurse on 
duty who came to see what the person needed. We highlighted to the nurse that the person 



required support with their personal care needs the nurse agreed and gave instruction to 
staff to support the person.

• We observed another person for 15 minutes. We saw they displayed a behaviour of 
habit. They repeatedly put spittal in their hand and then wiped the spittal on their feet. This 
behaviour was not documented in a care plan to assist staff in supporting this person 
properly.

We observed their lunch was served to them but staff did not support them to wash their hands 
/ freshen up. We saw they scooped up food from the plate and ate it with their hands. 
Therefore, their dignity was not maintained and they were placed at risk in terms of infection 
control.

We spoke with staff about this person but they were not sure about how to manage or support 
their specific needs. They told us the person liked football and therefore they were placed in 
front of the television at 12:25 even though the football had not yet begun. We heard staff say, 
“you like football don’t you” but they left the area without waiting for a response. We were also 
told the person strikes out and does not like their space invaded, when asked how that specific 
behaviour was managed we were told advice from the nurse would be sought.
• We observed that people were approached by staff members who placed paper cloth 

protectors around people without asking if they wanted one. One person was resistive to 
this lifting their hands to push it away. The member of staff said, “you have to have this bib 
around you so you don’t spoil your clothes” and persisted to place the protector around the 
person. As a result of this approach the person was observed to accept only two spoons of 
food and then refused to co-operate with eating and the food was removed by the staff 
member.

• Staff were observed to use inappropriate approaches when supporting people with their 
food. They were observed to stand up next to a person, load food onto a spoon and say 
“open” some staff knelt on the floor to support people with food and others were moving 
between three and four people providing a spoonful of food at a time. These approaches are 
undignified and humiliating.

• Although lunch is served in one lounge area later than in the other lounge it was 
observed that people were not prepared for their lunch prior to it arriving on a trolley. People 
were not engaged by the staff to look forward to the meal, they did not know what the meal 
was until they were about to eat it. There was no preparation in relation to repositioning 
people that had slipped down into their chairs, no hand washing / wet wiping hands or 
visiting the bathroom prior to mealtime. Two people in the lounge area had been sitting in 
the same position without moving since 10:30am. One person was sitting incorrectly in their 
chair which impeded their ability to eat their food without dropping some of it. The mealtime 
experience for people was rushed and not a positive one.

• We looked at a staff training record which showed limited staff training in relation to 
caring for people living with dementia. We spoke with staff who explained how they 
supported people. A member of staff told us “offer them a cup of tea”. We saw “offer a cup 
of tea” was written in some of the care plans as a way of supporting people. We observed 
staff offering people drinks and food when they were becoming anxious but this approach 
increased people’s anxiety. We observed staff lacked insight and skills to care for people 
living with dementia.

• Language used in the home does not promote dignity and respect or ensure individuality. 
Terminology such as “suffer”, “problems”, “nappies”, “bibs” and “kicking off” are used by staff 
and the manager and referenced in care documentation.

• The service’s Statement of Purpose advocates “service users will be treated as 



individuals and cared for with dignity and respect within a safe, comfortable, relaxed, and 
homely environment. Their care, well-being, and comfort are of prime importance and we 
aim to provide a stimulating environment which encourages independence where 
appropriate”. However, we saw this care ethos was not advocated in practice.

• We looked at a person’s “This is me” record which showed how they liked to be 
addressed by staff. However, we observed staff called the person “my man” and change 
their Christian name to end in “ie”. Thus the person’s preferred name was not used so their 
individuality was not respected.

• We saw indicators of communal care practices adopted by staff. In a bathroom, we saw 
a bar of soap, body sponge, creams, and other toiletries which were not individually 
identifiable to ensure such items were used by staff to support an individual or by people 
themselves for their own use.

• In the sluice room we saw the sink was in poor condition and unclean. Inappropriate 
storage of paint, paintbrushes and painting equipment.

• In a person’s bedroom, we saw a notice instructing staff about their repositioning needs. 
We highlighted this to the manager who then removed the notice.

• We viewed the hairdressing room. The door needed repair; the room was cluttered with 
activity equipment and unclean. We saw two chairs which were damaged. There were dead 
flowers in a basket, unclean cups, sun lotion, an unclean hairbrush, hairspray, Christmas 
decorations, and a container which stored rollers. There was a suitcase with possessions in. 
We spoke with the manager about this but they did not know to whom it belonged. After 
some investigation, we were told it belonged to a person no longing using the service. We 
asked for their belongings to be given to the person's relatives.

• We spoke with a member of staff who told us a person using the service had taken 
another person’s (person using the service) beads from around their neck. They explained 
all staff were worried about taking them from the person to give them back for risk of 
triggering behaviours which challenge. We also spoke with senior staff told us this was 
incorrect.

We therefore, asked to see the incident reports and the person’s inventory to establish if the 
beads they worn were their own. Two incident reports were provided which showed the 
person’s beads had been broken when they were pulled off. However, the member of staff who 
had completed this report was the same member of staff who had told us about the incident and 
the beads being taken. This indicates staff are not clear about incidents and / or have 
completed inaccurate records. We were not provided with information about the person’s 
inventory so we do not know if the beads they wore were indeed their own.
• We looked at a staff training record which showed staff training was limited. It was 

recorded:

Six staff have completed training is SALT assessment (Speech and Language Therapist) and 
the Mental Capacity Act.
Seven members of staff have completed training in Deprivation of Liberty Safeguarding.
Four staff have completed training in behaviours which challenge
Three staff have completed dementia awareness training
One member of staff has completed training in the Human Rights Act.

We have concerns about staff practices and the record indicates staff have not received 
sufficient training to care for people living with dementia.
• We spoke with the manager about our inspection findings but they either did not know or 

could not provide a sufficient response. They told us they “needed to learn”.



The impact on people using the service is people do not benefit from a service where there is a 
positive, enabling care ethos or clear leadership, and management. There is no innovative 
practice and best care practices are not promoted. Staff lack the insight and skills to effectively 
meet people’s needs; therefore, people do not experience enhanced well-being.



Care and Support Our Ref: NONCO-00006263-XYFR 

Non-compliance identified at this inspection

Timescale for completion 20/08/18

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

The registered persons shall, make suitable arrangements for 
the recording, handling, safe administration and disposal of 
medicines received in the care home.

Evidence

The registered person is not compliant with regulation 13 (2).

This is because medication administration and management is not robust or safe.

The evidence:
We carried out an unannounced inspection on 6 July 2018 between 08:30 and 17:40. We also 
carried out an announced inspection on 10 July 2018 between 09:00 and 17:55. We completed 
a medication administration and management assessment. We viewed the medication room, 
we spoke with staff, and we observed staff practice.

This indicated:
• We looked at the service’s medication policy and procedures for the handling of 

medication; the policy was not dated and referred to England as opposed to Wales. The 
policy stipulated:

“The registered manager to ensure that all staff are aware of this policy and that suitable 
training is made available in order that correct and safe practice is carried out at all times. It is 
the responsibility of each member of staff to be accountable for their actions in relation to the 
procedures within this policy”. However, the evidence indicates this policy was not followed.
• We saw handwritten entries on the MAR (Medication Administration Record) which had 

not been double checked for accuracy and signed by a second trained, designated person. 
There was no start or period date recorded. The allergy section was blank, a medication 
was crossed out and the correction not signed. The abbreviation PRN (Pro re nata) was 
used as opposed to ‘as and when required’ being written in full.

• Medication errors were not identified as part of internal auditing or reported to the 
manager.

• In relation to antipsychotic medication to manage behaviours which challenge, the policy 
situates “It is a requirement of the Mental Capacity Act that the resident and those involved 
in the care of the resident should be available to discuss the situation, such as the risks and 
benefits of the medication. Directions must be full and complete and the care staff must 
understand when it is necessary to administer the medication ……..”. There was no 
information to show this had been done. The care plans did not assist staff in providing 
appropriate coping and distraction strategies to support people before resorting to the use of 
medication.



• In relation to consent, the policy stressed, “Each decision must be made in line with the 
Mental Capacity Act and the best interest process followed and recorded”. There was no 
information to show this was done and there was no mental capacity assessment to support 
people lacked capacity in terms of their medications.

• There was no information to support the pharmacist supplier had been involved to 
explore alternative formulations such as liquid or dispersible before resorting to 
administering medication covertly or that a Deprivation of Liberty Safeguarding (DoLS) 
application was required or had been applied for.

• On the 6 July 2018, we observed one nurse administer medication. This process had 
commenced before we arrived at the service at 08:30 and we saw the nurse was still 
administering the morning medication at 11:30 and medication administration was not yet 
complete.

• We spoke with the nurse about medication administration they could not remember what 
time they had completed the round by. They explained usually two nurses administer 
medication but they were the only nurse on duty today. They confirmed this affected 
subsequent medication doses for some people.

• We saw out of date blood sample bottles and dressings stored in the medication room. 
We saw some of the labels had been removed so it was not clear whom they were 
prescribed for.

• We saw a vast amount of prescription creams and emollients in people’s bedrooms, 
bathroom cabinets and one underneath a table in one of the lounges. Most of the labels had 
been removed in part so it was not clear whom they were prescribed for. We saw some 
creams with names on but staff were using them for different people. We saw some creams 
had been opened and used but they were dated 2016 and there was no date of opening 
recorded to help staff identify the safe use by date.

• We saw covert medication practices in use. We saw two pestle and mortars with 
evidence of crushed tablets. We saw staff used chocolate dessert and jelly to disguise 
people’s medication. We saw records to support staff administered medication covertly to 
people. We saw one record where a GP (General Practitioner) had signed to agree to the 
use of covert medication but the systems in place were not robust. One medication was 
crushed and given to a person but it was enteric coated to protect the lining of the stomach 
so it should not have been crushed. There was no information to support pharmacist advice 
had been sought to ensure medication could be crushed or consideration given to have 
alternative preparations prescribed.

• We saw a person had not been given a medication they were prescribed for. The person 
was prescribed a benzodiazepine which is a medication to manage anxiety disorders for 
example trouble sleeping and active seizures including epilepsy.

• The code ‘O’ was used but this code was not on the MAR (Medication Administration 
Record) so it was not clear why the person did not have the medication. We spoke with the 
nurse in charge who told us ‘O’ meant the medication had not been given.

• We carried out a count of this medication with the nurse in charge, 28 tablets were 
introduced on 30 June 2018. The pack contained 21 tablets and therefore seven tablets 
were missing. Another medication for the same person was hand written on the MAR as 
starting on the 30 June 2018. According to the MAR 11 tablets had been administered. 
When checking the box we saw that the date on the box was 25 April 2018 and the box 
originally contained 60 tablets. We counted the contents of the box with the nurse in charge 
and found 10 tablets were left in the box, which means 39 tablets were unaccounted for.

• We saw the medication room temperature was recorded on a daily basis but there was 
no information to show what action was taken when the temperature exceeded 25 degrees. 
We saw entries which recorded temperatures as high as 30 degrees, which means 



medication was not stored within a safe temperature range to prevent damage.
• We saw nine people’s valuables such as jewellery and money were inappropriately 

stored in the CD (Controlled Drug) cupboard. Some were unlabelled so it was not clear 
whom items belonged to.

• We looked at a record which showed large quantities of medication had been destroyed 
but there was no information to say why. We saw medication such as Midazolam used to 
treat anxiety, severe agitation, and seizures had been destroyed and a person’s Metformin 
used to manage their diabetes had been destroyed. We discussed this with the nurse in 
charge who told us their diabetes was now diet controlled. This information was not included 
on the MAR to show why it had been stopped.

• We looked at a medication ordering sheet dated 30 June 2018 we saw Ranitidine an ant-
acid had not been ordered and the incorrect amount of medication was left.

• We spoke with the nurse in charge who agreed there had been medication errors but 
had no idea how they had occurred. They told us audits were undertaken by herself and the 
deputy manager but no records were provided at the time.

The impact for people using the service is the systems in place are not robust so people will not 
always get the medication they need in a safe way which increases risk to individual health and 
well-being.



Environment Our Ref: NONCO-00006264-SPDV 

Non-compliance identified at this inspection

Timescale for completion 20/08/18

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

The registered persons are not compliant with Regulation 24 
(1) (a) and 24 (2) (a), (d) and (l).

Evidence

This is because all areas of the premises are not suitable to achieve the aims and objectives set 
out in the service’s Statement of Purpose.

The evidence:

We carried out an unannounced inspection on 6 July 2018 between 08:30 and 17:40. We also 
carried out an announced inspection on 10 July 2018 between 09:00 and 17:55. We viewed the 
premises including people’s bedrooms, communal areas, bathrooms, storage rooms, sluice 
room, hairdressing, laundry, and kitchen facilities.

This indicated:
• We saw a waste bin which was full placed on a radiator.
• We saw a soft drink stored on a radiator shelf we asked for this to be removed.
• In a person’s bedroom, we saw an extension lead was used for their television because 

there were not enough wall sockets. However, when in use this created a potential trip 
hazard.

• We saw inappropriate storage on continence products in corridors, bathrooms, on tops of 
wardrobes and some of which were stored under the television in a lounge and on radiators.

• We viewed a storage room but we could not gain access because it was stacked floor to 
ceiling with unused equipment. We saw mattresses, bed frames, and incontinence products.

• We viewed a person’s bedroom; it required decorating. There was water staining on the 
wall which was possibly running into the socket. The room was very hot but the person 
using the room did not raise concern about this.

• In a lounge, we saw a hoist was on charge but the cables were trailing which created a 
potential trip hazard.

• We saw a notice which read, “Pad allocation - large nappy and medium nappy”.
• We viewed bathroom facilities and saw inappropriate storage of incontinence products, 

an industrial carpet cleaner, poor positioning of toilet roll holders which would make it 
difficult for people to use and some of which were broken. We also saw a rusty screen 
stored.

• We viewed the kitchen and saw the oven, extractor fan, and door were unclean and 
items such as a fridge freezer which needed discarding; and it was cluttered with items.

The impact on people using the service is people will not feel valued and their independence is 



not promoted because they cannot use facilities safely without staff support due to inappropriate 
storage. Health and safety, infection control and fire safety risks are not managed appropriately 
to reduce the risks to people.



Care and Support Our Ref: NONCO-00006265-XXDC 

Non-compliance identified at this inspection

Timescale for completion 10/07/18

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

The registered person shall make arrangements for service 
users to: receive where necessary the treatment, advice and 
other services from any health care professional and  ensure 
unnecessary risks to the health and safety of service users are 
identified and so far as possible eliminated.

13 (1) (b)
13 (4) (c)

Evidence

The registered person is not compliant with Regulation 13 (1) (b) and 4 (c).

This is because people’s nutritional needs have not been properly risk assessed. People are 
not supported by staff with their nutritional needs and timely referrals are not made to help 
reduce and manage potential / actual risks.

The evidence:

We carried out an unannounced inspection on 6 July 2018 between 08:30 and 17:40. We 
examined the following records:

• Care plans, risk assessments, nutritional records, and communication records between the 
service and members of the multi - disciplinary team.

• We utilised the Short Observational Framework for Inspection (SOFI) and recorded our 
findings.

These indicated:
• A person’s care was reviewed on 9 November 2017 by a professional who identified a 

Speech and Language Therapist (SALT) referral was required to manage a swallowing 
(dysphagia) risk. However, there was no information in their file to support this had been 
made. We discussed this with a member of staff who told us they had concern about this 
person’s dysphagia and wanted to make a referral to SALT but that senior staff had 
prevented this - explaining they were told the service would manage the need / risk.

• We looked at a nutritional list titled ‘preferred drinks and textures’ and this person was 
assessed as having a ‘normal’ diet.

• We spoke with catering staff who told us they did not know people’s individual nutritional 
needs and explained they did not understand about the nutritional value of food. They told 
us nursing staff were responsible for this aspect of care and that nursing staff would tell 
them about any changes. They told us they were not qualified in catering.

• In their ‘eating and drinking’ care plan, the information was conflicting. It was recorded, 
“XXX is on a normal diet – soft diet and normal fluids. XXX used to have her meat cut up but 



started to choke on a piece of meat so it was decided to just liquidise her meat, which has 
been better for XXX”. In another record titled ‘textured diet’ record in the section titled 
‘normal’ it was identified they were diabetic and there was a note “cut up small”. In addition, 
in their ‘eating and drinking’ care plan their diabetic care needs were not included. It was 
recorded “XXX likes sweet food and will often refuse a main meal. Due to XXX weight loss 
XXX needs referring to the dietician”. It was noted on 6 June 2018 XXX enjoys “finger foods, 
crisps, yoghurts, strawberries, chips and cakes”.

• We observed a member of staff support this person to eat but the food was served as a 
‘normal diet’ and we observed the person coughed as the member of staff supported them 
to eat.

For another person:
• A concern was raised in relation to their loss of weight.
• In a MUST (Malnutrition Universal Screening Tool) record dated May 2018. It was 

recorded “49.8kgs and referred to dietician 25 May 2018 loss of 10.6kgs since December 
2017”. There was another entry which read “referred to dietician” which was dated 19 May 
2018 and in the evaluation of care record the date was recorded as “21 May 2018”.

• On the 25 June 2018 a care plan was introduced to manage their nutritional needs. It 
was recorded “referred to dietician due to gradual weight loss”.

• It was difficult to identify the actual date the referral to the dietician was made as there 
were three different dates recorded. The information indicated that a referral to the dietician 
was not made until some five months later when a concern was raised in relation to loss of 
weight. This said, there was no other information to support a referral to the dietician was 
actually made.

We completed a Short Observational Framework for Inspection (SOFI) which showed staff 
adopted a task-orientated approach to care and support:
• We observed staff did not ask people if they wished to wear protective clothing at meal 

times. Staff simply placed the paper apron around people’s necks. We saw a member of 
staff tell a person to keep the paper apron on when they tried to remove it.

• We observed a member of staff support three people with their meal at the same time 
which meant food was going cold as people had to wait for support.

• We saw staff did not always sit to support a person. We saw a member of staff stand 
over a person. They instructed the person “open”, “open” (to open their mouth for food).

• We observed two people who sat in an incorrect position to eat as they were slumped in 
the chair. Poor positioning increases the risk of choking.

• We observed a person who displayed a repetitive habit which compromised their dignity, 
had the potential to impact on their health and increased their risks in relation to infection 
control. Staff did not support this person to manage their habit.

• We observed the manager walk around the room (s) during mealtime but they did not 
take any action to address the issues with staff.

• We looked at a staff training record which showed five staff have completed SALT 
training in 2015 / 2016.

The impact for people using the service is people’s nutritional needs are not properly managed 
to reduce / manage the risks to health and well-being.



Environment Our Ref: NONCO-00006372-DRGP 

Non-compliance identified at this inspection

Timescale for completion 20/08/18

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

The registered persons shall make suitable arrangements to 
prevent infection, toxic conditions, and the spread of infection 
at the care home.

Evidence

The registered person is not compliant with regulation 13 (3).

This is because systems are either not in place or robust and infection control practices 
contravene good practice guidelines in line with ‘Infection Prevention and Control in Care 
Homes’.

The evidence:
• We saw inappropriate storage of COSHH (Control of Substances Hazardous to Health) 

items in cupboards and a sluice room.
• We saw storerooms filled floor to ceiling with items such as equipment used in the home, 

bed heads, paint / paintbrushes / old cloths, flowers and incontinence products.
• We saw indicators of communal care practices in bathrooms. We saw two used 

hairbrushes, a bar of soap, a body sponge, and other toiletries which were not individually 
identifiable. Such practice increases the risk of these items being used by more than one 
person as opposed to  individual use.

• We saw towels and bedding in use which were of poor quality.
• We saw that the laundry room was accessed by a key coded entry system. We observed 

that staff used the laundry access as a thoroughfare to access an outside sitting area for 
when they had their breaks. We saw that a number of staff smoked and had they left their 
lighters and cigarettes on the window ledge outside of the laundry. We saw the laundry 
windows were open and the exit door to a passageway was open. Cigarette smoke was 
present in the laundry, we discussed this situation with the laundry person who told us they 
did not smoke. We discussed our concerns regarding passive smoking with the manager in 
relation to health and safety and smoking were chemicals are present. We observed thick 
dust and debris behind the washing machines which was a potential fire risk.

• We viewed the laundry room and observed soiled items were not kept separately. They 
were taken out of bags and placed directly into the washing machine. We spoke with staff 
about this practice they explained there were no red (biodegradable) bags. We asked how 
they washed personal items such as underwear they explained they did not have too much 
to do because people wore pads (incontinence products). We saw there was a build up of 
dust and debris behind the washing machine and drying machine. We spoke with staff who 
told us there was no written cleaning schedule in place and that they tried to keep the facility 
clean.



• We saw that the disposal of clinical waste (including soiled incontinence products) bin 
was directly outside the kitchen area along with ordinary large refuse bins. This area was 
not clean and the pathway to the bins was greasy, presenting a potential slip hazard. It is 
not clear which route staff take when placing clinical waste into this bin. The gates lead to 
the car park and these were locked, the only other route would be through a small 
conservatory accessed via a main lounge. The manager told us the handyperson is 
responsible for this area but unfortunately, they were not available to discuss matters on the 
day of the inspection.

• We viewed the kitchen and we saw the oven was in a poor condition and badly stained. It 
required a professional deep cleaning. The overhead extraction fan was clean; however, our 
enquiries revealed that the inside of the fan had not received a clean in two years.

• We observed a carpet cleaner had been left in a shower room used by people living at 
the home.

• We saw toilet rolls and incontinence products had been left on a low shelf next to a toilet 
brush. Most toilet roll holders in toilets / bathrooms were missing the bar to hold the paper 
roll, making it very difficult for people to manage their personal needs.

• We viewed a bedroom shared by two people but there was no system in place to ensure 
personal toiletries were kept separate.

• We observed a person who repeatedly placed spittal in their hand and then rubbed their 
feet and sores. The person was not supported by staff to freshen up before their lunch was 
served. We observed the person scoop up the food from the plate with their hand they then 
proceeded to eat the food. Staff did not support the person to maintain their dignity and this 
behaviour poses an infection control risk.

• We observed a person sat in the lounge. They had dressings to their feet and lower 
ankle but these were loose (hanging off) which compromised their dignity and the loose 
dressings posed an infection control risk which may affect their overall health and well-
being.

The impact for people using the service is people will not feel valued, respected and ultimately 
their dignity is not maintained. People are exposed to unnecessary risk because staff do not 
promote good infection control practices.



Leadership and Management Our Ref: NONCO-00006371-KHRW 

Non-compliance identified at this inspection

Timescale for completion 08/08/18

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

The registered persons shall provide a place where money 
and valuables of service users may be deposited for 
safekeeping, and make arrangements for service users to 
acknowledge in writing the return to them any money or 
valuable deposited.

Evidence

The registered person is not compliant with regulation 16 (2) (l).

This is because personal valuables and money were inappropriately stored. .

The evidence:

We carried out an unannounced inspection on 6 July 2018 between 08:30 and 17:40. We also 
carried out an announced inspection on 10 July 2018 between 09:00 and 17:55. We looked at 
care plans, completed a medication administration and management assessment, and we 
viewed the medication room and hairdressing room.

This indicated:
• We saw a communication record which recorded information about a person’s bankcard. 

It was noted, “(bank)card will be kept in CD (Controlled Drugs) cupboard”.
• We checked the CD cupboard but the bankcard was not there. We spoke with staff who 

told us it had been removed from the cupboard and was now held by the administrator.
• We found personal valuables / money which belonged to nine people. It was not clear 

who owned some of the valuables as there was no name on a purse or a jewellery box 
which contained two rings.

• We also saw a tin with petty cash in, lottery tickets, keys, and batteries stored in the CD 
cupboard.

• In the hairdressing room, we saw a suitcase with a person’s belongings in. We spoke 
with the manager about this but they were not sure to whom it belonged. After some 
investigation the manager told us, “it belonged to a person who no longer used the service”. 
The manager contacted relatives so they could collect their family member’s belongings.

The impact for people using the service is people’s belongings are not stored securely or 
treated respectfully; people are at risk of losing the things which matter to them.


