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Description of the service
Penydaith is registered with Care Inspectorate Wales (CIW) to provide personal care and 
support for up to ten people under the age of 65 years with a learning disability or physical 
disability. At the time of inspection there were 9 people residing at Penydaith. The home is 
situated in the city of St David’s and the service provider is St David’s Care in the 
Community Limited. The home’s manager is Alex Rosemeyer and the responsible 
individual is Lynda Hall. 

Summary of our findings

1. Overall assessment
The service has been found to be non-compliant with regulation which impacts on well 
being, care and support, environment and leadership and management. 

2. Improvements
There were no improvements noted at this inspection. 

3. Requirements and recommendations 
Section five of this report sets out the action service providers need to take to ensure 
the service meets the legal requirements and recommendations to improve the quality 
of the service provided to people in the care home. 



 
1. Well-being 

Summary

People can not be confident that their choices and preferred activities are recorded and 
acted upon. People are not provided with food that meets the national  minimum standards.  

Our findings

People have the opportunity of attending day activities, which are located at one of the 
registered person’s premises, and are able to take part in activities in their local community. 
We were told by staff that people enjoyed group activities such as going to Phoenix Bowl, 
bike-mobility and horse riding. Staff added that individual interests included walking to the 
park, playing cards, knitting and making tea. One person we had a conversation with spoke 
enthusiastically about their bowling. We did not see any activities taking place at the home 
during our inspection. Staff stated that they did not have many resources at the home but 
they were available in the day service. During our inspection some people living in the 
home had been on the registered provider’s bus to Haverfordwest and then to Neyland, but 
we were told by staff that no-one got off the bus in Neyland. One person told us that they 
had met a new social worker that day which had been positive and that they had “got on 
quite well”. We saw timetables in people’s files that were dated and no longer relevant. 
People were able to tell us about some of the activities they enjoyed but we could not see 
any recorded evidence of their decision making in relation to their participation, 
engagement or involvement in activities or tasks of daily living. We therefore consider that 
whilst people are participating in some activities, the registered provider is non-compliant 
with regulation for failing to evidence that people’s choices inform these activities or that 
people are fully engaged the planning and participation of activities. 

People are not being offered a choice of meals or provided with two hot meals a day as 
required by the national minimum standards. The main meal of the day, from Monday to 
Friday, was provided at Pilgrims Café where people residing in the St David’s Care in the 
Community homes ate communally at the same time. Some people received their meal in 
their home which was transported from the Pilgrims Café. We saw a range of cereals 
provided for breakfasts and plenty of sliced bread. Staff confirmed that people living in the 
home “mostly have a sandwich in the evenings”.  Hot meals at the weekends were 
prepared by staff but the home was not registered with the local authority for the purpose of 
assuring food standards are met. Staff confirmed that the same order was made each week 
for food and that there was no variety. Staff added that this had been raised with managers 
but nothing had changed – “institutionalised that way, been the same for years”. 

We therefore consider that people have very limited options in relation to meals and meal 
times. The registered provider is non-compliant with regulations.  



2. Care and Support 

Summary

People are supported by staff who know them well but records do not show that people are 
involved in the planning of their care. Record keeping remains poor. People’s needs are 
compromised by inadequate staffing levels. 

Our findings

People’s health and well-being are supported by staff who have good working knowledge of 
their needs. We saw appropriate support, communication and interaction between staff and 
people living in the home and staff showed understanding of people’s needs during our 
discussions. Staff relayed that they had positive working relationships with each other -“get 
on very well”, “try and work it between us” - and that there was a family feeling in relation to 
supporting individuals. However, we looked at daily records for each person living in the 
home and found that they contained task-based entries centred primarily on the provision of 
personal care. We saw care plans that had been reviewed but weren’t signed and did not 
evidence any involvement of the people living in the home.  We therefore consider that 
whilst people can feel reassured that staff have a good understanding of their needs, they 
can not be confident that they are consulted or involved in the planning of their care.

A number of records of accidents and incidents that should have been completed as 
regulatory notifications had not been submitted to CIW as required by regulation. The 
registered provider is non-compliant with regulation. 

People are not receiving care from an adequate number of staff to meet their needs. Staff 
told us that they considered a wakeful night shift was required and felt that the ratio of staff 
to the number of people residing in the home was challenging in respect of meeting 
people’s needs and completing the additional tasks of meals, laundry and cleaning. We 
looked at rotas and saw that there were very few instances where an additional staff 
member was added to meet people’s presenting needs. Commissioned 1:1 support, if 
implemented, compromised the staffing ratio further and the people residing at the home 
had high or complex support needs. We did not see evidence of risk assessments in 
relation to the adequacy of staff numbers and concerns had been raised directly with CIW 
in relation to staffing levels. CIW also received a concern in relation to the movement of 
people from their homes to alternative premises during holiday periods. This movement of 
people appears to be based on reducing staffing levels at holiday times and does not give 
any consideration to people’s views, opinions and choices. We saw evidence in 
communication books that this was the case and it was also confirmed by staff and people 
we spoke with.  We consider that people are at risk of not having their needs met by 
insufficient staffing levels. The registered provider is non-compliant with regulation. 



3. Environment 

Summary

Significant improvements are required within the home in relation to safety, security, 
decoration and maintenance. 

Our findings

People are not cared for in safe, secure and well-maintained surroundings. We advised the 
provider at last inspection that improvements were needed in relation to the home by 
undertaking a review of the premises and completing a priority plan. This had not been 
achieved. 

We saw that some areas within the home were poorly decorated and furnished and 
equipment and boxes were inappropriately stored. Privacy was not maintained in some 
areas and the kitchen was unclean and in need of repair. We identified chemical, electrical 
and infection control hazards and noted that these were issues raised in a commissioned 
responsible individual report in April 2017. The recommendations made in the report had 
not been actioned by the registered provider. 

CIW had also advised at last inspection that improvements were needed in relation to 
improving temperature settings in the home to maintain heat at an appropriate level. This 
had not been achieved and there were no radiator guards in place to prevent harm from 
radiators that were very hot to touch. 

Security arrangements were not in place as the home was accessible to all and there was 
no visible visitor’s book to sign. At the time of inspection information was not held securely 
as the office door was open and the filing cabinet containing people’s confidential 
information was unlocked. 

We therefore consider that the environment is not enhancing people’s sense of well-being, 
is not making people feel valued and is not being adequately maintained to meet people’s 
needs. The registered provider is non-compliant with regulations.  



4. Leadership and Management 

Summary

Recruitment processes are not robust, staff do not receive adequate support and the quality 
of the service is not monitored.

Our findings

There are inadequate arrangements in place to ensure the competency of staff. We looked 
at staff files and found that staff had been employed with unacceptable references. We did 
not see a risk assessment in relation to their employment. 

CIW had advised the registered provider at last inspection that improvements were needed 
in relation to ensuring that formal staff supervisions were held every two months. This had 
not been achieved and staff we spoke with stated they did not receive regular supervision 
and staff files confirmed this. Staff did not have an annual appraisal and they did not have 
regular team meetings. 

Staff told us, however, that their manager was always available for support and that they 
were “approachable”. Staff also told us that they were up-to-date with their training and 
records showed completion of training in mandatory areas. We saw evidence in staff files of 
a disciplinary investigation into gross misconduct. The outcome of the investigation was not 
documented and no further action taken. The allegation should have been referred to the 
local authority’s adult safeguarding team for consideration and CIW should have been 
notified of any allegation of gross misconduct. This was not undertaken. 

We therefore consider that procedures are not robust to ensure people are always 
safeguarded. The registered provider is non-compliant with regulation.  

There is poor governance and oversight of the service provided. We asked the registered 
provider for their annual quality of care review report but this had not been undertaken. 
Quarterly responsible individual reports had been undertaken by a commissioned 
consultant up to April 2017 but the registered provider had failed to undertake quarterly 
visits over the past 12 months. The recommendations made by the consultant in April 2017 
had not been actioned by the registered provider. The notifications made by CIW at the last 
inspection were not actioned by the registered provider. The registered provider was also in 
breach of their conditions of registration for failing to submit a variation for an older person 
over the age of 65 years. 

We therefore consider that people can not be confident that their views, opinions and 
requests on the service they receive will be sought or acted upon. 



5. Improvements required and recommended following this inspection

5.1  Areas of non compliance from previous inspections
There were no notices of non-compliance issued at last inspection. 

We had recommended that improvements were needed in relation to improvements 
to the home through undertaking a review of the premises and completing a priority 
plan. This has not been achieved.

We had recommended that improvements were needed in relation to improving 
temperature settings in the home to maintain heat at an appropriate temperature. 
This has not been achieved.

We had recommended that improvements were needed in relation to ensuring that 
formal staff supervisions were held every two months. This has not been achieved.

We had recommended that improvements were needed in relation to improving the 
overall management of record keeping. This has not been achieved. 

5.2  Areas of non compliance at this inspection.

During this inspection we identified areas where the registered person is not meeting 
the legal requirements and this is resulting in poor outcomes for people using the 
service. Therefore we have issued non-compliance notices in relation to the 
following:

 Failure to ensure that the care home is 
conducted so as to promote and make 
proper provision for the health and 
welfare of service users

Regulation 12

 Failure to ensure that the premises are 
meeting the needs of service users

Regulation 24



6. How we undertook this inspection 

This was a full inspection undertaken as part of our inspection programme and in 
response to concerns raised directly with CIW. We made an unannounced visit to the 
home on 10 April 2018 between 9.00 a.m. and 5.00 p.m.

The following methods were used: 

 We spoke with people living in the home;
 We spoke with staff;
 We viewed all areas of the home;
 We looked at all care files for each person residing in the home;
 We looked at all daily diaries for each person residing in the home;
 We looked at medication records;
 We looked at a staff communication book and a daily diary;
 We spoke with the manager;
 We looked at accident reports;
 We looked at staff files;
 We looked at training records;
 We looked at maintenance records;
 We looked at responsible individual reports;
 We looked at the statement of purpose. 

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 - Younger

Registered Person St Davids (Care in the Community) Limited

Registered Manager(s) Alexander Rosemeyer

Registered maximum number of 
places

10

Date of previous Care Inspectorate 
Wales inspection

06/03/2017 and 07/03/2017 

Dates of this Inspection visit(s) 10/04/2018

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.  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’.  

Additional Information:



Care Inspectorate Wales
 Care Standards Act 2000

Non Compliance Notice 

Adult Care Home - Younger

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

Penydaith

Penydaith
St Davids Care in the Community

12 Millard Park
St Davids
SA62 6QH

Date of publication: Friday, 15 June 2018

www.careinspectorate.wales
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Well-being Our Ref: NONCO-00005921-MPSS 

Non-compliance identified at this inspection

Timescale for completion 02/07/18

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

The registered person is not compliant with Regulation 12 (1), 
(2), (3), (4) (a).  of The Care Homes (Wales) Regulations 2002.  
This is because during an inspection undertaken on 10 April 
2018, we found that the registered person had not ensured 
that the care home was conducted so as to promote and make 
proper provision for the health and welfare of service users.

12 (1) (a)
12 (1) (b)
12 (2)
12 (3)
12 (4) (a)

Evidence

- The registered person is not compliant with regulation 12 (1) (a) (b), (2), (3), (4) (a) of The 
Care Homes (Wales) Regulations 2002.

- This is because
---- we found that people’s well-being is compromised because of their environment.
The evidence:
• An en-suite bathroom on the ground floor did not have frosted glass and the blinds were 

damaged which meant that people passing outside would be able to see in to the bathroom, 
compromising the person's dignity and privacy;

• The patio door in one person’s bedroom was used as a thoroughfare for everyone in the 
home, including staff;

• Electrical equipment wires in one bedroom were tangled, in easy reach and presented a 
risk of injury as they were very close to a wardrobe door;

• The provider has failed to ensure safe infection control practices as there are no paper 
towels in bathrooms, communal towels are stacked in a communal bathroom, individual 
toiletries are on display and accessible  in a communal bathroom;

• Radiator guards are not in use and the radiators were very hot to touch which presented 
as a risk of burns;

• Toilets were dirty;
• Chemical cleaners were on display in the home that were accessible to service users;
• Portable electrical appliances did not have a PAT sticker to evidence safety and we saw 

PAT stickers dated 2014 which no longer indicated that the equipment was safe for use;
• The staff office door was open/unlocked during inspection and a filing cabinet storing 

personal and confidential information was not locked.

----  managers and care workers are not adequately supported to ensure people's care needs 
are most effectively and safely met.
- The evidence:
• The registered provider has not evidenced how the service will meet the needs of older 



people; has failed to submit a variation to the conditions of registration to CIW (for one 
person over the age of 65 years) and has failed to update the statement of purpose to 
outline the change in provision;

• The registered provider has failed to ensure appropriate staffing levels to meet service 
users’ needs at night time as staff rotas indicated that three staff were on duty for a sleep-in 
shift but staff informed us that they were not able to sleep due to the presenting needs of 
service users;

• The well-being of staff is compromised due to lack of sleep and this may affect  the 
adequacy of the support for people;

• The registered provider has failed to ensure appropriate staffing levels to meet service 
users’ needs during the day time, indicated by communication from a commissioning 
authority which cited commissioned 1:1 support for one person, staff rotas indicated that 
there were three staff on duty to meet the needs of 9 people (3:9) who presented with 
complex and high support needs. Staff told us that 1:1 support was “supposedly” provided 
thus reducing the staffing ratio to 2:8 during dedicated 1:1 support time. The needs of an 
additional person accommodated over the Christmas holiday period were also being met 
within the existing staffing ratio giving an overall staffing ratio of 3:10 or 2:9 during dedicated 
1:1 support time;

• Formal supervision for the manager is not being provided to ensure their on-going 
competency and provide appropriate support to enable them to meet people’s needs is not 
in place;

• Formal supervision for staff is not being provided to ensure their on-going competency 
and provide appropriate support to enable staff to meet people’s needs is not in place;

• Care workers are not receiving annual appraisals to ensure that their competency, skills 
and experience are appropriate to meet people’s needs;

• Staff meetings are not being provided to ensure on-going competency and provide 
appropriate support to enable staff to meet people’s needs;.

• The staff recruitment and disciplinary processes lack oversight and are not robust. A 
poor reference was provided for one staff member and no risk assessments were evident in 
relation to their employment. A staff member was investigated for allegations of gross 
misconduct but there was no evidence of an outcome of this investigation on file. This 
allegation of gross misconduct should have been referred to the local authority’s Adult 
Safeguarding Team and CIW should have been notified.

---- People’s individual views, wishes and choices are not being sought or considered. People 
do not have a voice and are not enabled to make decisions about all aspects of their daily lives
- The evidence:
• Annual reviews and completion of quality review of care reports have not been 

undertaken;
• Responsible Individual quarterly visits have not been undertaken or reports completed 

since April 2017;
• There is no involvement of service users or their representatives in the reviewing 

process;
• There is no evidence of people’s involvement in decision making, participation, 

engagement and outcomes for people are not identified or recorded;
• There is no evidence of people‘s permission and consent being sought in relation to 

moving people to other accommodation during holiday periods. The provider has, therefore, 
allowed rooms commissioned for specific people to be used by other service users or staff.

---- People are at risk through lack of monitoring of incidents and accidents and  people do not 



receive the identified support to maintain a healthy diet of their choice
- The evidence:
• Incidents that affect the welfare of people are not being reported to CIW as required;
• Records indicated a heavy reliance on sandwiches in the evenings and cereals in the 

morning with one main hot meal provided by Pilgrim’s cafe;
• People are given very little choice in relation to the meals they receive or where they 

receive them.

- The impact on people using the service is that people’s health and welfare is seriously 
compromised because:

• The environment they live in does not make them feel valued;
• People may feel demotivated and undervalued living in an un-homely environment. This 

may adversely affect their mental health and well-being;
• People cannot be confident that they will feel safe because of the amount of hazards and 

environmental issues in their home and this may affect their health and well-being;
• People’s opinions about their care are not sought or evidenced in reviews, they are not 

consulted as part of a quality review of care provided and they are not consulted during 
quarterly visits by the responsible individual; their views are not recorded;

• People are not offered choices on a daily basis about their preferred activities; their 
choices in relation to daily living are not recorded;

• People’s dignity and privacy are compromised through the use of their rooms by other 
people without their explicit consent being obtained and recorded;

• People’s health and well-being are potentially  compromised through the lack of 
oversight of accidents or incidents;

• People are at risk of harm by having access to chemicals that are considered to be 
hazardous to health;

• People are potentially at risk of harm by using portable appliances that have not been 
tested as being safe for use;

• People’s personal and confidential data is compromised;
• People are at risk of not having their needs met by insufficient staffing levels, being 

supported by staff who are compromised through lack of sleep, being supported by staff 
who are not being provided with adequate support;

• People are not safeguarded through appropriate recruitment and disciplinary procedures.



Environment Our Ref: NONCO-00006033-BWFL 

Non-compliance identified at this inspection

Timescale for completion 02/07/18

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

The registered person is not compliant with Regulation 24 (2) 
(b) (d) (l) (q) and Regulation 24 (5) of The Care Homes 
(Wales) Regulations 2002.  This is because during an 
inspection on 10 April 2018 we found that the registered 
person had not ensured that the premises were not meeting 
the needs of service users.

24 (5)
24 (2) (b)
24 (2) (d)
24 (2) (l)
24 (2) (q)

Evidence

- The registered person is not compliant with regulation 24 (2) (b) (d) (l) (q) and 24 (5)
- This is because
----We found that the registered provider has failed to ensure that the home was in a good state 
of repair and  appropriately furnished and decorated. The home does not have a food hygiene 
rating  and it is not secure from unauthorised access.
- The evidence:
A number of bedrooms were poorly decorated;
There was a curtain hanging off a pole in the hallway;
A carpet was frayed on the first floor landing/corridor;
There was a broken cupboard below the sink in one bedroom;
Lifting equipment (hoists) and boxes were stored in an en-suite bathroom;
Clothing, bedding and boxes stored on the landing;
The registered provider has failed to ensure that the kitchen, and other areas, are in a good 
state of repair and in a clean condition: tiles and plaster were missing from the walls in several 
locations; dirty vertical blinds and dirty window sills; one microwave had a rusted interior, 
another microwave had a dirty interior and the main oven interior was dirty;
The provider has failed to register with the local authority as a food preparation business as 
required by the Food Standards Agency;
The home was not secure and there was no record of visitors to the home.

The impact on people using the service is

• The environment they live in does not make them feel valued;
• People may feel demotivated and undervalued living in an un-homely environment. This 

may adversely affect their mental health and well-being;
• People’s safety is potentially compromised in relation to the accessibility of the premises;

People cannot be confident that they will feel safe because of the amount of hazards and 
environmental issues in their home and this may affect their health and well-being.


