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Description of the service
Plas Cwm Carw Care Home provides nursing and personal care for up to 67 people aged 
65 and over, some of whom may have dementia care needs.  There are up to four places 
for people aged 18-64 years. The home is owned by HC-ONE Ltd and is located in Port 
Talbot town centre. It provides accommodation within a two-storey, detached building and 
there is a car park on site. A new manager, who is registered with Social Care Wales, was 
appointed in April 2018.

Summary of our findings

1. Overall assessment

People living in Plas Cwm Carw Care Home have good relationships with staff, who are 
caring and attentive to their needs. People would benefit from nets or blinds being fitted to 
bedroom windows to ensure that their privacy and dignity is upheld. Urgent improvements 
to the home’s call bell system have been made to ensure that, when required, people 
receive prompt assistance from staff. Additionally, urgent improvements have been made to 
ensure that one person’s risk of falls is managed effectively. Care documentation relating to 
falls management and the completion of safety checks is being reviewed and monitored; 
this is to ensure that people receive the appropriate level of care and support. 

2. Improvements

This was a focused inspection. Improvements will be identified at the next full inspection. 

3. Requirements and recommendations 

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

 Health and welfare: There was an ineffective call bell system in use which 
compromised people’s safety. Additionally, risk assessments and care plans relating 
to falls did not clearly set out how risks to people’s safety were to be managed. 

This is a serious matter that resulted in the issuing of an urgent non-compliance notice. 
By the final inspection visit, we were satisfied that appropriate actions had been taken to 
improve the call bell system in use and safeguard those people who were at risk of falls.

A non-compliance notice has not been issued regarding the following, although we expect 
the registered persons to take action to rectify the issues, which will be followed up at the 
next inspection: 



 Privacy and dignity: There was a lack of nets or blinds to the windows of some 
people’s bedrooms located on the ground floor. This meant that people’s rooms 
could be viewed from the outside. 



 
1. Well-being 

Summary

Plas Cwm Carw Care Home has improved its call bell system and management of falls to 
ensure that people’s safety and well-being is promoted. People have good relationships 
with staff, who are caring and attentive to their needs. However, staffing levels and shift 
patterns need to be kept under review to ensure that people are cared for by motivated staff 
who feel valued. Environmental improvements are also needed to ensure that people’s 
privacy and dignity is respected. 

Our findings

People’s safety and well-being is promoted as a result of urgent improvements to the 
home’s call bell system and management of falls. On the first day of the inspection, we 
found that the call bell system in use was not effective. This was because not all care 
workers on duty were being alerted to call bells being activated via a vibrating hand held 
pager; the system being used by the home. We tested a call bell located in a ground floor 
bathroom facility and it was over six minutes before a care worker attended. This was 
because less than half the number of care workers on duty had access to a pager and the 
two care workers who held pagers had gone on their breaks at the same time during a 15 
minute period. The call bell system did not produce an audible alarm to alert other care 
workers to calls being made. This meant that people calling for assistance at this time may 
not have received a timely response, thereby causing possible emotional and physical 
distress at a time when they were particularly vulnerable.

We also observed many inconsistencies regarding the level of support one person required 
in order to manage their risk of falls. We tested a motion sensor being used in their 
bedroom and found that it wasn’t working. We were told that this had been damaged earlier 
that day and that an urgent request for repair had been placed. The relevant risk 
assessments and care plans we viewed were poorly detailed and inconsistent; they did not 
identify the safety equipment this person required and there was conflicting information 
regarding their mobility needs. The frequency of safety checks being carried out for this 
person was not consistent with what was specified in their care records. We also noted that 
care workers were not recording the timing of people’s safety checks accurately as they 
were recording the same hourly intervals for multiple people.  

The issues outlined above placed people at increased risk of harm or neglect and resulted 
in the issuing of an urgent non-compliance notice. On subsequent visits, we were satisfied 
that:

- all care workers on duty had been provided with a pager that alerted them to call 
bells being activated;



- there was a system in place for care workers to sign pagers in and out at the start 
and end of their shifts;

- call bell response times were being randomly tested by the manager and a computer 
program was being installed to allow for automatic electronic call bell response 
audits;

- care documentation relating to managing falls risks had significantly improved and 
accurately reflected the care and support being provided; 

- the manager was reviewing monitoring charts to ensure that care workers were 
accurately recording the timing of safety checks; and

- safety equipment in use was functioning properly. 

We can therefore conclude that improvements to the call bell system allow people to 
summon and receive timely assistance from staff. Additionally, improved care 
documentation assists care workers in managing risks to people’s safety and providing 
them with appropriate care and support. 

People have meaningful interactions with staff, which enhances their well-being. We saw 
that care workers were able to anticipate when people needed guidance or reassurance, 
and provide this discreetly. One person received immediate prompting and support to help 
them mobilise safely and independently. Another person with a poor appetite received the 
encouragement they needed to eat their dessert. The manager also spent time speaking 
with an individual who appeared anxious; we saw that this interaction quickly put them at 
ease. One person told us, “I feel very safe here….it’s wonderful” and another commented 
that care workers were, “…good as gold….they’re easy to talk to”. Care workers were 
visible in communal areas and able to assist people as needed. We saw that a care worker 
did not leave a first floor lounge until another care worker was available to supervise the 
group of people spending time in this room. A senior care worker told us there was a daily 
allocation system in place for ensuring that communal areas and corridors were monitored 
at all times; this allowed people to freely explore as desired.

However, we found that morale amongst staff varied, with some staff reporting that this had 
been affected by inadequate staffing levels. The manager told us that care workers had 
recently experienced greater work pressures due to high sickness levels and that additional 
staff were being recruited. This included three care workers who had just completed their 
induction training, and six care workers who were undergoing recruitment checks. We saw 
from the staff rota that two staff had worked 60+ hours the previous week when there had 
been 30 hours of sickness. A care worker also told us they sometimes chose to attend work 
early in order to assist two people to shower at their preferred times. Whilst staff had no 
issues with working these additional hours, we recommend that staffing levels and shift 
patterns are kept under review, taking into account the views of both staff and residents. 
We also recommend that the number of hours worked by staff is closely monitored; where 
these are excessive, staff’s fitness to work should be assessed and documented.



People are treated respectfully, although environmental improvements are needed to 
ensure that their privacy and dignity is not compromised. We found that many of the 
bedrooms located on the ground floor did not have nets or blinds fitted to the windows. This 
meant that the inside of some people’s bedrooms could be viewed from the grounds 
outside. Although curtains were in place, we saw that some of the people occupying these 
rooms would not have been able to open and close them independently when needed. The 
manager told us that blinds and nets were not routinely provided and needed to be 
purchased by residents if desired. This was not reflected within the home’s statement of 
purpose or resident guide and one person confirmed that they had been unaware of this 
prior to moving into the home. Another person told us they would like blinds in order to 
adjust the lighting in their room. In addition, we found that the following needed cleaning: 
one person’s bedding and the wheelchair they were using, and a stand aid hoist which was 
located in a ground floor bathroom. We advised the manager that legal requirements were 
not consistently being met with regards to promoting people’s privacy and dignity, and 
recommended that the cleanliness of equipment is monitored more closely. The manager 
agreed to immediately address these issues and told us that arrangements would be made 
to provide people with blinds or nets where desired.



2. Improvements required and recommended following this inspection

2.1  Areas of non compliance from previous inspections

At the previous inspection, we advised the provider that improvements were needed in 
relation to producing an annual quality report (Regulation 25 (3)) in order to fully meet legal 
requirements. This inspection focused specifically on the safety and well-being of the 
people living in the home. Therefore, the areas previously identified as requiring 
improvement will be reviewed at the next full inspection.

2.2  Recommendations for improvement

During this inspection, we identified areas where the registered persons were not meeting 
legal requirements and this was resulting in potential risks for people using the service. 
Therefore, we issued an urgent  non-compliance notice in relation to the following:

 Health and welfare (Regulation 12 (1) (a) and Regulation 13 (6)): There was an 
ineffective call bell system in use which compromised people’s safety. The methods 
for managing people’s risk of falls were not clearly outlined within the relevant risk 
assessments and care plans. 

By the final inspection visit, we were satisfied that appropriate action had been taken to 
safeguard the people living in the home, as set out within the body of this report. Details of 
the actions that were required are set out in the non-compliance report attached.

We have also advised the manager that improvements are needed in relation to promoting 
people’s privacy and dignity (Regulation 12 (4) (a)) in order to fully meet legal requirements. 
A non-compliance notice has not been issued on this occasion as there was no immediate 
or significant impact for people using the service. We were also informed that window nets 
or blinds would be purchased for residents being accommodated on the ground floor, where 
desired. This will be followed up at the next inspection.

We recommend the following:

 The number of hours worked by staff should be closely monitored; where these are 
excessive, staff’s fitness to work should be assessed and documented.

 Staffing levels and shift patterns should be reviewed continuously and include 
consultation with both staff and residents.

 The cleanliness of equipment should be monitored more closely.



3. How we undertook this inspection 

This was a focused inspection undertaken following a safeguarding concern relating to 
resident safety. We made unannounced visits to the home on 12 July 2018 between 
10.00am and 5.10pm and 19 July 2018 between 1.30pm and 3.30pm.

The following methods were used:

 We viewed the home’s indoor and outdoor areas and tested some of the safety 
equipment in place.

 We spoke with some of the people living in the home and a visiting relative.
 We looked at how residents and staff interacted with one another.
 We spoke with the manager and staff on duty during our visits.
 We reviewed the home’s statement of purpose and resident guide.
 We looked at a wide range of other records, focusing on two people’s care files, the 

staffing rota, quality assurance audit records and the home’s falls prevention and 
management policy.

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

http://www.careinspectorate.wales/


About the service

Type of care provided Adult Care Home - Older

Registered Person HC-ONE Ltd

Registered Manager There is a manager in post who is registered 
with Social Care Wales

Registered maximum number of 
places

67

Date of previous Care Inspectorate 
Wales inspection

7 August 2017

Dates of this Inspection visit(s) 12 July 2018 & 19 July 2018

Operating Language of the service English

Does this service provide the Welsh 
Language active offer?

No

Additional Information:

This is a service that does not provide an 'Active Offer' of the Welsh language.  It does 
not anticipate, identify or meet the Welsh language needs of people who use, or intend 
to use, their service. We recommend that the service provider considers Welsh 
Government’s ‘More Than Just Words follow on strategic guidance for Welsh language 
in social care’.  



Care Inspectorate Wales
 Care Standards Act 2000

Non Compliance Notice 

Adult Care Home - Older

This notice sets out where your service is not compliant with the regulations. You, as the 
registered person, are required to take action to ensure compliance is achieved in the 

timescales specified.

The issuing of this notice is a serious matter. Failure to achieve compliance will 
result in Care Inspectorate Wales taking action in line with its enforcement policy.

Further advice and information is available on CSSIW’s website 
 www.careinspectorate.wales

Plas Cwm Carw Care Home

Oakwood Lane
Port Talbot
SA13 1DF
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Well-being Our Ref: NONCO-00006301-HSMR 

Non-compliance identified at this inspection

Timescale for completion 16/07/18

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

The provider has failed to ensure that the home is conducted 
in a manner that: 
•promotes the health and welfare of service users; and, 
•implements measures that prevent service users being placed 
at risk of harm.   
The provider must ensure that there is an effective call bell 
system in place so as to promote the health and welfare of 
service users.   Risk assessments and care plans relating to 
falls should clearly set out how risks to people’s safety are to 
be managed.

12 (1) (a)
13 (6)

Evidence

The service is not compliant with Regulation 12 (1) (a) and Regulation 13 (6) of The Care 
Homes (Wales) Regulations 2002.

This is because the call bell system in use is compromising the safety and welfare of the people 
living in the home. Furthermore, risk assessments and care plans relating to managing falls do 
not always reflect the level of support required, or being provided, thereby placing people at 
increased risk of harm or neglect.

The evidence observed during an inspection undertaken on 12 July 2018 is as follows:

• We found that the call bell system did not produce an audible alarm when a call bell was 
activated. Rather, staff held pagers which vibrated to alert them as to when they needed to 
respond to a call bell. We tested the call bell located in a ground floor bathroom facility and it 
was over six minutes before a care worker attended. They told us they were not holding a 
pager and had only responded after noticing the location of the alarm being displayed on the 
electronic call monitor located in a corridor.

• There were seven staff working on the ground floor. Of these, only two held pagers. A 
care worker told us that not all staff were provided with pagers because staff had previously 
taken them home and not returned them; replacements had not been provided due to the 
cost. We were also told that only three of the eight staff working on the first floor held 
pagers.

• There was a 15 minute period when there were no staff working on the ground floor who 
had access to a pager. This is because the break times of the two care workers who held 
the pagers overlapped by fifteen minutes between 3.45pm and 4pm. The pagers had not 



been left with other staff on duty during this time. This meant that staff would not be alerted 
to a call bell being activated unless they observed the location being displayed on the 
electronic call monitor. We tested the call bell in the bathroom facility at 3.50pm.

• We were told that some of the people residing on the ground floor could access 
bathroom facilities independently. Additionally, sensor mats and sensor beams were linked 
to the same call bell system. Although we did not observe any in use at the time, this 
presented increased risks to people’s safety whenever they were in use as a result of not all 
staff having access to a pager.

The evidence indicates that the call bell system in use is not effective for the following reasons:

• All staff on duty are not being alerted to call bells being activated. This is because an 
audible alarm is not sounded and they do not all have access to a pager that alerts them to 
any calls.

• Appropriate arrangements had not been made to ensure that pagers were handed over 
to other staff when care workers attended their breaks.

Additionally, we observed many inconsistencies regarding the level of support one person 
required in order to manage their risk of falls:

• Two senior care workers told us this person had a crash mat and motion sensor in place 
at night in order to promote their safety. We tested the motion sensor and found that it was 
not working properly because the connection point had been damaged. We were told that 
this had occurred earlier in the day and that an urgent request for repair had been placed.

• A specific care plan for managing this person’s risk of falls had not been completed 
despite a ‘Safe Environment’ care plan indicating that it was required. A falls risk 
assessment was in place but neither this, nor the ‘Safe Environment’ care plan, made any 
reference to the need for a crash mat, motion sensor and regular safety checks. This person 
was known to have experienced seizures.

• A ‘Sleeping and Rest’ care plan was in place which specified that no equipment was 
required to maintain this person’s safety. It did, however, specify that this person needed 
hourly checks to promote their safety overnight. This was also referenced within the home’s 
Deprivation of Liberty Safeguards (DoLS) care plan. We viewed records of safety checks 
and found that these had been carried out at two hourly intervals. Additionally, the timing of 
checks being carried out was not specific. This is because records of the safety checks 
carried out for other people by the same care workers were made at the same times.

• This person had experienced three recent falls which resulted in them being monitored at 
hourly intervals for 24 hours following each fall. However, there was a three hour gap in the 
recording of one 24 hour observation chart and a 12 hour gap in another. This indicates that 
this person may not have been monitored appropriately following a fall, which could have 
resulted in a deterioration in their condition not being identified and acted upon.

• The number of staff required to support this person with transferring from their chair to a 
wheelchair had increased from one to two. Whilst this had been identified during a care plan 
review, not all relevant care plans had been updated to reflect this change. An agency 
worker told us they had not been provided with any written guidance regarding the individual 



needs of residents. This meant they were reliant on verbal guidance from staff when 
required to provide any assistance.

The evidence indicates that the measures in place for managing a person’s risk of falls are not 
clear. There are inconsistencies within care documentation, which also does not always reflect 
the type and level of support being given.

The impact for people using the service is that they are at increased risk of harm and neglect. 
They may not always receive appropriate care and support because of poor quality risk 
assessments and care plans. Any calls for assistance people make may not be responded to in 
a timely way; this may cause them emotional and physical harm at a time when they are 
particularly vulnerable.


