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Description of the service
Parklands Care Home is in a residential area of Bedwas, Caerphilly, South Wales. The 
home is owned by HC One Limited and registered to provide personal and nursing care for 
up to 38 adults. The company have nominated an individual to oversee the management of 
the home. A manager has been appointed to conduct the day to day management of the 
home. On the day of our inspection visit, 24 residents were accommodated at the home.

Summary of our findings

1. Overall assessment
We (Care Inspectorate Wales) visited the home to test areas of outstanding non-
compliance identified at our last inspection undertaken in September 2017. We found that 
improvements have been made with regards to meeting people’s needs in a timely manner. 
Further improvements were required in relation to the leadership and management of the 
home and staff recruitment practices. The person appointed to manage the home is not 
registered with Social Care Wales, which is a legal requirement. Recruitment information for 
agency staff continued to fail to comply with legal requirements. Sustained improvement 
was needed to care documentation to reduce the risk of poor health and wellbeing 
outcomes for people. CIW have not always been informed of events that have affected 
resident’s wellbeing.

Generally, people relate well and have good relationships with the staff that care for them. 
People do not always benefit from a stable staff team working at the home. Staff 
recruitment was on-going with vacancies for a senior manager and permanent nurses. 
Temporary management arrangements had been introduced to support the home. 

2. Improvements
 Staff sufficiency had improved. 
 The introduction of monthly monitoring records for each person to maintain an 

accurate account of delivery of care.

3. Requirements and recommendations
Section four of this report sets out the areas where the registered provider is not meeting 
legal requirements which include the following:

 Leadership and management: This remains an area of non-compliance as the 
appointed manager is not registered with Social Care Wales.

 Staff recruitment: This remains an area of non-compliance as recruitment practices 
for agency staff need to be strengthened.

 Care documents: Some improvements had been made to people’s care 
documentation. 



 Notification of events: CIW have not been informed of all incidents that had affected 
the well-being of residents.

We also made recommendations to improve outcomes for residents in regards to:

 Staff interactions with people.

 People’s participation in activities.

 Secure storage of people’s records.



1. Well-being 

Summary
Generally, people relate well and have good relationships with the staff that care for them. 
We saw a range of interactions between staff and residents during the mid-day meal, some 
of the interactions were positive whilst others were more task orientated. Some activities 
are available. Improvements are needed to strengthen the systems in place for activities 
including recording systems. 

Our findings
People do not always have things to look forward to. On the day of our visit, we were told 
there were no planned activities for residents as the hairdresser was visiting. We saw staff 
offering those residents who were in the lounge an ad-hoc pamper session. This was a 
hand massage and or having their fingernails painted. Records were not kept to show 
resident’s participation in activities. We advised that records are maintained to evidence 
when people are offered opportunities to access social/recreational activities and that their 
individual preferences are considered. We advised that further consideration should be 
given to people who spend the majority of their time being cared for in bed as they may be 
at risk of social isolation. We requested a timetable of planned activities. We were told that 
this information was not available. Photographs were on display showing residents 
celebrating previous social events. Residents we spoke with told us they took part in 
exercises and skittles. Responses from relatives showed they were satisfied with activity 
provision. One said “there is a good variety and always entertaining.” We were told “the 
staff who arrange activities are marvellous.”  A senior manager told us individual activity 
records for all residents will be commenced. This will help to demonstrate that people can 
do things that matter to them on a regular basis. 

People usually have good relationships with the staff that assist and care for them. Staff 
used their knowledge of individual residents, backgrounds and family members to initiate 
conversations and provide reassurance. We saw one resident was given a mid morning 
drink in their own cup. The resident told us they preferred to drink from a bone china cup 
and saucer. This demonstrated that staff were aware of the resident’s preferences and how 
staff promoted the person’s individuality and choice. Responses to CIW questionnaires 
were generally complimentary of staff. However during the inspection we saw three 
examples where staff did not always treat people with dignity and respect. In one instance, 
we saw a staff member ruffle a resident’s hair and head whilst asking if the person was 
getting their hair done later. We also observed staff assisting a resident during a manual 
handling manoeuvre. The staff failed to explain to the person what was needed from them 
e.g. when to lift their legs, position their feet onto foot plates. The third example related to 
the dining experience described later. We reported our findings to senior staff. We were told 
that in order to improve standards of care a senior staff member had been commissioned to 
work alongside junior staff. 

People’s dignity and well-being and a positive dining experience are not consistently 
promoted. We saw residents in the lounge were given the choice where to eat their mid- 
day meal. Some people chose to sit at the dining table whilst others remained in the lounge 
in easy chairs. We found the dining area was relaxed, comfortable and appropriate for its 
role and function.  The tables were appropriately laid and were arranged to support people 
to socialise with others.  



We saw one resident being assisted to eat their lunch.  We saw positive interactions, 
between the staff member and the resident. They were chatting and the resident was 
smiling. The staff member checked that the pace of assistance was appropriate for the 
resident. The staff member encouraged the person to eat independently. Although when 
the staff member was called away to assist another resident the person stopped eating. We 
saw the staff member return and continued to provide assistance. We concluded this was a 
positive experience for the individual as the staff member assisted the person using a 
dignified and supportive approach.

In contrast, we observed a very poor dining experience for a second resident. We observed 
a member of staff assisting a person with their meal for 20 minutes. During this time, we 
noted that the staff member did not speak to or engage with the resident. They failed to 
check if the person was comfortable. Even when a senior manager approached the staff 
member they did not engage in any conversation with the resident. We found that there was 
poor interaction and a lack of communication from the staff member and the care provided 
was task oriented. This practice was not isolated. We saw further examples of staff 
interacting with residents on a minimal basis and providing task orientated care and support 
when people were being assisted with their meals in their rooms. During our observations 
of the care and support provided at the mid-day meal we saw some examples of positive 
interactions, we also saw some staff interactions where improvements could have been 
made to improve the dining experience of residents. We conclude that improvements are 
required to ensure that all residents are consistently supported in ways that promote their 
dignity and well-being and promote positive dining experiences.



2. Care and Support 

Summary
People’s care documents are not always reflective of their current needs. Recent measures 
had been introduced to improve the monitoring of people’s health needs. These 
improvements will need to be fully implemented and sustained to make a difference to 
people’s general care and support. Generally people’s needs are being met in a timely 
manner.

Our findings
Overall, improvements in staff sufficiency were noted from our last inspection. During our 
last inspection of the home undertaken in September 2017, our observations and 
discussions with residents and relatives indicated people were not being assisted in a 
timely manner which could result in poor health and welfare outcomes. During our current 
inspection, we found the atmosphere at the home was relaxed and staff did not appear to 
be overstretched. Documentary evidence showed that people had access to call bells to 
summon staff assistance as needed. Relatives told us that staffing levels could be 
improved. An internal report (2018) indicated there was sufficient staff to meet the needs of 
he people accommodated at the home. We saw that staff were present in the downstairs 
lounge throughout our visit. We were told, there were 14 (resident) vacancies at the home 
with no reduction in the usual staffing numbers. Senior managers told us there would be a 
phased admission for any new residents. We found that there were sufficient numbers of 
staff to meet resident’s needs.

People cannot be satisfied that their individual needs are being consistently met. At our last 
inspection in September 2017, we identified improvement was needed to people’s care 
documentation to ensure consistent care delivery. The provider had identified similar 
shortfalls and they formulated an improvement plan to address this issue. Commissioning 
agencies were carrying out regular monitoring visits to the home. At our current inspection, 
we found that shortfalls in care documents had not been fully addressed. We examined 
three residents care documents and found people’s care plans did not always reflect their 
individual needs. There were gaps and inconsistencies in resident’s care records and 
health monitoring charts. The lack of fully completed records could lead to poor health and 
wellbeing outcomes. Regular reviews of people’s care documents had not been taking 
place. We spoke with two professionals who have contact with the home and both told us 
that people’s current needs were not always accurately reflected in the home’s care plans. 
We saw an internal report (2018) which confirmed care planning was not reflective of 
people’s current needs and risk. It reported weight and choking management was 
ineffective without the necessary management plans in place. Also there was a lack of 
evidence to show follow up health referrals particularly for wound management had taken 
place. During the inspection, senior managers told us measures had been introduced to 
promote consistency in people’s care delivery. A monthly health monitoring booklet for each 
resident which showed the care each individual received on a daily basis had commenced. 
Daily auditing was to be carried out to reduce any risks. A senior nurse had been 
designated to oversee people’s care documents. We conclude that further and sustained 
improvement is needed to care documentation to ensure positive health and wellbeing 
outcomes for people and that people receive the right care at the right time.
 
People do not always benefit from there being effective communication systems in place. 
We considered relatives responses to CIW questionnaires. People told us, they were not 



always informed of changes to their relative’s health and well-being. One relative felt the 
nurses did not always know residents and suggested that nurses were dependant upon 
care staff’s knowledge of individual residents. People felt the use of agency staff impacted 
on the service. A relative told us, communication between nurses and carers needed to be 
improved as this had led to a delay in treatment for their relative. An internal quality report 
(Feb 2018) reported a lack of regular staff meetings which would provide staff with 
opportunities to share their views and aid communication. The home’s supervision log 
showed a number of staff had not received regular supervision. One staff member 
suggested the reallocation of some duties would assist them to conduct their role more 
efficiently. Minutes of a professional meeting (Feb 2018) confirmed there had been issues 
with communication within the staff team. We found that communication systems could be 
strengthened.

Care documents are not always stored securely. We were told each person’s health booklet 
would need to accompany them around the home to sustain consistent monitoring. We 
were assured measures to manage confidentiality had been considered. On the day of our 
visit, we saw people’s records on open display in the downstairs lounge. Security of 
people’s information was highlighted at our last inspection. Increased oversight is needed to 
ensure resident’s personal information is kept secure and confidential.



3. Leadership and Management 

Summary
People do not benefit from a stable staff team working at the home. Staff vacancies for a 
senior manager and permanent nurses were on-going. Temporary management support 
had been introduced at the home. Improvements in management systems are required to 
ensure the effective operation of the home.

Our findings
People cannot be assured that the home is managed by someone with the necessary skills 
and experience. The home has been without a registered manager since December 2013. 
Since this time managers had been appointed to conduct the role however; none were 
registered with CIW. We found that successive temporary management arrangements had 
led to periods of leadership and management instability at the home. At our last inspection, 
in September 2017, we found that the person appointed to manage the home was not 
registered with Social Care Wales (SCW), which is a legal requirement.  At our current 
inspection, we found that this situation remains. The provider has not acted with due 
diligence given the length of time the home has been without a suitably registered manager.

Recruitment practices for agency staff do not fully protect people residing at the home. At 
our last inspection in September 2017 we identified shortfalls in recruitment practices. 
During our current inspection, we were informed recruitment practices for voluntary and 
agency staff had not been improved. We were told the home no longer used volunteers 
from the local college. A long standing volunteer assists residents with activities. We did not 
see any checks in place for this person. An internal quality report (2018) identified actions 
needed to be completed for the volunteer by February 2018. A senior manager confirmed 
the home’s volunteer policy had been revised. We requested a copy of the policy to date 
this has not been received. The home continues to use agency staff. We were told that to 
maintain consistency a limited number of agencies are used. We viewed profiles for agency 
staff and found the information failed to comply with the regulations. We saw copies of 
personal identification numbers (PIN) were in place for nurses.  Recruitment practices for 
agency staff need to be strengthened to meet legal requirements.

People do not benefit from a stable staff team working at the home. The appointed 
manager was absent on the day of our visit. Interim management arrangements had been 
put in place during the manager’s temporary absence. We were told recruitment for a 
deputy manager and nurses was in progress. All carer vacancies had been filled. The 
provider had deployed a number of experienced staff into the home to assist in the running 
of the home. This included an experienced manager from a sister home within the HC One 
organisation and a senior agency nurse working as a clinical lead. Senior managers visit 
the home on a regular basis. We were told that the arrangements for managerial support 
were temporary. The provider has taken some action to promote consistency of care 
however further work is required to ensure that people receive their care from a consistent 
and stable staff team.  

Effective management systems are not always in place to ensure the effective operation of 
the home. An internal quality report (2018) noted shortfalls in the home’s monitoring 
systems in regards to complaints, reporting events and incidents and medicine 
management. The report noted there was a lack of a robust account of complaints and 
concerns and how outcomes were used to inform practice. It also found incident reporting 



was inconsistent and CIW had not been notified of all incidents and events which had 
affected resident’s well-being. This information is a legal requirement and was identified as 
an area of improvement at our last inspection. An overview of the home’s incidents from 
October 2017to January 2018 confirmed that not all required notifications had been made. 
Minutes of a professionals meeting dated February 2018 identified other relevant 
professionals had not been informed of a health outbreak at the home. In addition, the 
internal quality report (2018) indicated CIW had not been appropriately informed of all 
safeguarding referrals and Deprivation of liberty Safeguards (Dols) applications. 

Since our last inspection a number of medication errors had occurred at the home. The 
manager reported that appropriate actions had been taken to address each issue. An 
internal quality report (2018) showed that medication audits were not routinely taking place 
at the home and concluded that medicine managements “fell below expected standards”. 
We spoke with the manager in charge of the home on the day of our visit who confirmed 
there was an organisational expectation that monthly medication audits were completed. 
They told us they would be conducting a medication audit at the home within the next few 
days. We requested a copy of the medication audit. To date CIW has not received this 
report.

We conclude that improvements are required to ensure the effective operation of the home 
including robust and transparent reporting in accordance with legal requirements and 
effective and consistent monitoring arrangements.



4. Improvements required and recommended following this inspection

4.1  Areas of non compliance from previous inspections

 Lack of registered manager at the 
home.

 CSA 2000 Section 11.-(1): This 
non-compliance remains 
outstanding.

 Insufficient staff numbers to meet 
people’s needs, likes and preferences.

Regulation 18 (1) a: This non-
compliance has been met.

 Deficits were noted in the home’s 
recruitment practices which serve to 
safeguard residents, staff and visitors.

Regulation 19 (2) d: This non-
compliance remains 
outstanding.

 At the previous inspection we notified the registered provider that they were not 
meeting legal requirements in relation to care documentation (Regulation 15 (2) c ). 
This is because we examined a sample of residents care documents and monitoring 
charts and found inconsistencies that could lead to poor health and wellbeing 
outcomes. At this current inspection we noted that some improvements had been 
made but further and sustained improvement is needed to people’s care documents 
to ensure that legal requirements are met.

 We have also advised the registered person that improvements are needed in 
relation notification of events (Regulation 38) in order to fully meet legal 
requirements. A notice has not been issued on this occasion, as there was no 
immediate or significant impact for people using the service. We expect the 
registered provider to take action to rectify this and it will be followed up at the next 
inspection.

4.2  Recommendations for improvement
Recommendations to improve outcomes for residents were also noted:

 Consideration should be given and action taken with regards to the promotion and 
facilitation of positive interactions between staff interactions and people using the 
service.

 Consideration should be given and action taken with regards to promoting people’s 
participation in activities.

 Consideration should be given and action taken with regards to ensuring the secure 
storage of people’s records.



5. How we undertook this inspection 
We visited the home on an unannounced basis on 8 February 2018 and carried out a 
focussed inspection. This considered the outstanding non-compliance notices issued at 
a previous visit in September 2017. During the visit we used the following methods: 

 Spoke with residents and relatives.
 Spoke with staff.
 Spoke with two visiting professionals. 
 Spoke with two senior managers and a manager appointed to carry out day to 

day management of the home.
 We carried out observations using the Short Observational Framework for 

Inspection (SOFI 2). The SOFI tool enables inspectors to observe and record 
care to help us understand the experience of people who cannot communicate 
with us. 

 Examined three people’s care documentation.
 Examined staff personnel files and agency staff’s information.
 Looked at various copies of reports following visits to the home from 

commissioners ( 02/02/18 & 05/02/18) and HC-One quality team (February 
2018).

 Considered the home’s quality monitoring systems that included information in 
regards to staff supervision, accidents and incidents (October 2017 to January 
2018).

 Considered four questionnaire responses from relatives and one response from a 
staff member.

 Considered concerns, notifications and safeguarding referrals held by CIW. 
 Walked around the home.

Further information about what we do can be found on our website www.cssiw.org.uk

http://www.cssiw.org.uk/


About the service

Type of care provided Adult Care Home - Older

Registered Person HC-ONE Ltd

Registered Manager The appointed manager is not registered with Social 
Care Wales

Registered maximum number of 
places

38

Date of previous CSSIW inspection September 2017

Dates of this Inspection visit 08/02/2018

Operating Language of the service English

Does this service provide the Welsh 
Language active offer?

This is a service that does not provide an “Active 
Offer” of the Welsh language.

Additional Information:


