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Description of the service

Ty Dyfan Care Home is located in a quiet residential area of Barry in the Vale of Glamorgan 
and operated by the Vale of Glamorgan Council.

The home is registered with Care Inspectorate Wales (CIW) to accommodate and provide 
personal care for 30 adults over the age of 60 years. This includes people with a diagnosis 
of dementia and a reablement unit which provides care for six residents for up to six weeks 
following discharge from hospital.

There is an appointed responsible individual (RI) who oversees the management and 
operation of the service. The manager is registered with Social Care Wales and is 
responsible for the operation of the home. 

Summary of our findings

1. Overall assessment

Overall, we found that opportunities for involvement in activities are not always 
available for people to participate if they wish; there are no activities coordinators 
employed at the home. People’s individual, social and emotional needs are not always 
identified to establish if their well-being is promoted through the current activities 
available. 

People’s health needs are not always understood by staff, referrals are not always 
made in a timely manner to seek appropriate advice and guidance when needed. 

Personal plans need to contain the required information to assist staff to provide 
responsive and appropriate care and support. 

2. Improvements

At the time of the visits, the maintenance team were carrying out works to replace fire 
doors throughout the home. 

3. Requirements and recommendations 
 
Section five of this report sets out our recommendations to improve the service and the 
areas where the home is not meeting legal requirements.

These include the following:

 Hazards: Ensure all hazards are identified and removed throughout the home.



Page 2

 Documentation: Ensure all personal planning documentation is revisited to reflect the 
needs of people living at the home.

 Activities: Ensure a programme of activities is available which meets individuals’ 
needs (with specific reference to cognitive impairment).

 Ensure appropriate auditing and monitoring systems are in place regarding falls and 
incidents at the home. 

 Review the quality of staff interactions with people living at the home and assure that 
these are respectfully carried out at all times.

 Ensure medication is administered and recorded correctly.
 Meal times: Ensure people living at the home are assisted with their meal in a timely 

and appropriate manner. 
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1. Well-being 

Our findings

People are not always as healthy as they can be and do not always receive proactive care. 
We saw timely referrals had not always been made to relevant health care professionals. 
We found care documentation did not contain all the required information to guide staff and 
visiting professionals to ensure the correct care is identified and provided. 

We saw risks were identified as part of the initial assessment process and documented. 
However, we identified areas where improvements in care documentation are urgently 
required in regard to changes in people’s health care needs.

Overall, people are offered a choice of healthy meals at meal times but we did not see 
drinks being offered or encouraged throughout our visits. We observed the breakfast and 
lunch time meals being served and found these to be well presented and people mostly 
appeared to enjoy the meals provided. However, we identified improvements are required 
to ensure the dining experience is a social, calm time for people to enjoy. The dining 
experience should be reviewed to encourage people’s nutritional and fluid intake. 
We conclude that further improvement is required to ensure that people achieve the best 
possible outcomes. 

People are not always supported to fulfil their potential and do things that matter to them 
and make them happy. We were told there was no activities coordinators employed at the 
home and we saw some people appeared under stimulated and bored at various times 
during both visits. We observed most residents sitting in the lounge area with no activities 
or stimulation taking place, apart from a quiz in the dining area during the second visit 
which we saw six people participating. We identified staff did not always have time to spend 
with people and appeared rushed and busy. We conclude that people are not always 
provided with meaningful opportunities to be involved in the participation of relevant social 
and recreational activities.

Whilst people are protected and their safety maintained, we identified several areas for 
concern which we discussed with the manager at the time of the inspection visits. These 
included; the storage of hazardous substances and clutter in unlocked rooms, we found 
some bedrooms to be clean whilst others were malodourous and required deep cleaning. 
Details can be found in the environment section of this report.  We found peoples’ wellbeing 
is not always enhanced by having access to a clean, tidy and safe living environment and a 
pleasant home in which to live.

People living at the home cannot always be confident the home is managed effectively. 
The service does not have a robust system for monitoring quality. We identified incident or 
accidents which had occurred and had not always been reported to the manager but 
documented by care staff in daily records. Therefore, changes to a person’s condition had 
not always been identified and acted upon. This information did not appear in the audits 
carried out. 
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This demonstrated that action is not always being taken in an effective manner to address 
any areas for concern and the home does not have effective systems in place to promote 
safe practice. 
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2. Care and Support 

Our findings

People do not always receive appropriate person centred care. We looked at four people’s 
personal plans and found that referrals were not always made in a timely manner to the 
relevant health and care professionals when the need indicated. We identified urgent 
improvement was required. Personal plans are important documents which should outline a 
person’s entire needs and the actions that are required by staff to support those needs. We 
found personal plans did not contain comprehensive assessments, updated reviews or 
detailed information regarding the individual’s diagnosis, health or emotional needs. There 
was insufficient information to inform staff how to support and care for people with complex 
health and behavioural needs effectively and safely.  

We spoke with one resident during the first visit who told us they had a recent fall. We 
looked at the person’s care file and found that following the fall, the risk assessment had 
not been updated. The file had not been reviewed following the fall and we found no entries 
in the documentation regarding hospital instructions about how to carry out observations 
following discharge. Furthermore, we identified the person had sustained previous falls and 
saw that documentation had not been appropriately revised to identify risks and prevent 
further falls occurring. 

We identified, in another personal plan, an entry which stated “Staff to ensure food chart is 
completed”, due to poor diet and fluid intake. However, we saw food charts had not been 
completed and the person continued to lose weight with no follow up or instructions 
regarding this. A further entry stated “chase up”, on the 28 November 2019. We raised this 
issue with the manager immediately who told us they were unsure whether this had been 
done. We requested this be followed up immediately.

We looked at the daily documentation and identified where several unwitnessed falls had 
occurred. However, the  reviews carried out stated ‘no change’ and the documentation had 
not been revised to instruct staff on how to prevent further falls or any observations required 
to be carried out following the falls. Further documentation we looked at was disorganised 
with blank sections where a date or signature was required. We find people’s needs are not 
always documented which could lead to poor care outcomes for people living at the home. 

We identified that a person’s continence needs had changed over the previous few weeks. 
However, a referral had not been made to the incontinence team for assessments to be 
carried out. This can lead to opportunities for proper diagnosis and treatment to be missed 
leading to discomfort and compromised dignity for some individuals. Important information 
was missing on the documentation. This information is essential to provide quality care and 
will ensure that individuals needs will be met if their condition deteriorates. We noted some 
care files had a ‘My Life’ section at the beginning of the file whilst others did not. This 
section of their documents gives the reader more information about people’s lives prior to 
entering the home. This information can be key to help staff build more meaningful 
relationships. 
(Further details can be found within the non-compliance section of this report).
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People may not always feel confident that they will have opportunities to be positively 
occupied and stimulated. People appeared under stimulated and bored. We observed staff 
did not always have time to sit and spend quality time with people. Comments from staff 
included;
“It does get very busy”.
“I like my job, it is very busy though”.

Although we were told by care staff that various activities had been carried out which 
included a quiz, music and activities taking place over the festive period, we were told there 
is no structured programme of activities at the home. We did not see evidence of any formal 
activities during the course of the inspection visits. One questionnaire we received as part 
of the inspection process stated that improvements in activities are required especially for 
people with cognitive impairments. It is important to people’s emotional well-being that they 
have access to activities, social opportunities and other leisure pursuits as this helps people 
to achieve a sense of fulfilment. We saw care documentation did not contain the 
likes/dislikes and interests of people living at the home for appropriate activities to be 
arranged. We conclude that people are not always provided with opportunities to participate 
in relevant social and recreational activities to enhance overall well-being.

Overall, people appeared at ease and happy with staff when interactions were taking place. 
We observed staff assisting people in the dining area and we saw on these occasions staff 
talking to people to reassure them. However, we observed several occasions where there 
did not appear to be appropriate staff presence to assist people with the meals provided. 
We observed for several minutes one person sitting at the dining table who required the 
assistance of staff before staff noticed and assisted. Furthermore, we saw staff had applied 
an ‘apron’ to the person at the table without any discussion about what they were doing or 
without asking the person whether they wished for the ‘apron’ to be worn or not. We 
observed the ‘apron’ was inappropriate for the person and we informed the manager and RI 
who told us the matter would be dealt with immediately.

We conclude that whilst some people living at the home appeared happy, we found 
evidence to suggest that people cannot be confident they will receive the necessary levels 
of care to ensure a good quality of life. 

People do not always benefit from auditing and monitoring systems which help to ensure 
staff medication practice is safe. We examined the medication administration records 
(MARs) and looked at the arrangements for ordering, administering and storing medication. 
We found this was mostly carried out correctly. However, we identified where improvements 
were required. For example; we found several gaps in the MAR where a staff signature or 
code was required, we saw several MAR charts had been hand transcribed which did not 
contain a start or end date, we saw that the photographs on several files was not clearly 
visible. We identified that the Medication policy in use on the reablement unit was dated 
2014. This was discussed with the manager who told us they would address the issues 
identified. Audits being completed by the manager had failed to identify the above errors to 
enable this to be addressed with the relevant staff member. We conclude that medications 
systems are in place but further improvements are required. 
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3. Environment 

Our findings

The layout of the home promotes accessibility and independence where possible. The 
home was warm and had spacious areas for people to use. Lounges and the dining room 
were easily accessible for people with reduced mobility. There were sufficient adapted 
bathrooms and toilets for people to use. Each bedroom we viewed was spacious and 
contained personalised items to reflect the occupant’s taste and interest. However, we 
identified two bedrooms where unpleasant odours were noted. We identified the cause of 
the odour in one room to be the mattress which we requested be removed immediately. We 
discussed this issue with the manager who told us this would be dealt with as a priority.

Although several people told us they felt happy and comfortable, we found several areas 
where improvements are required.   We observed every chair in the lounge area had an 
incontinence sheet placed over them. We discussed this issue with the manager who told 
us the sheets were for protection as the chairs in the room were not appropriate for the 
needs of the residents and not of a wipe clean fabric. This illustrates that people do not 
always receive care and support in an uplifting, homely environment that helps each person 
to achieve their personal outcomes.

People are not always protected from environmental health and safety risks. When we 
arrived at the home we found the premises to be safe, locked and people protected from 
intruders. We had to ring the bell for entry however, after waiting several minutes no staff 
arrived to answer the door. We tried ringing the doorbell several times and eventually had 
to telephone staff at the home whilst outside to alert them we were outside. When the staff 
arrived they were unable to open the front door as there was a problem with the locking 
system. As staff were unable to open the door we gained access into the home through the 
reablement entrance. Staff immediately contacted the manager to inform them of the issue. 
We were not asked for proof of identification on arrival, during the visit or asked to sign the 
visitor’s book. We raised this issue with the manager at the time of the visit.  

People are mostly safeguarded by the health and safety checks and measures at the home. 
We considered various records relating to health and safety, which indicated the manager 
maintained effective oversight to ensure the environment was mostly safe. We saw that 
regular safety checks of manual handling equipment were undertaken. We saw all safety 
checks and measures in relation to gas installation, and safety records, electricity and PAT 
(Portable Appliance Testing) and lifts were satisfactory and up to date.  All confidential files 
including care and staff files were stored securely in lockable areas. However, we identified 
during the visit clutter stored in bathrooms throughout the home. A further store room was 
found to be unlocked which contained various maintenance items including tools and 
hazardous fluids which were not stored correctly in line with the COSHH (Control of 
Substances Hazardous to Health) Regulations 2002. We informed the manager of our 
concerns who told us the room had been used by the maintenance team and arranged for 
the door to be locked immediately. 
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Based on the findings, this indicates that people are living in an environment where 
potential hazards are not always recognised and addressed which therefore could 
compromise people’s safety. 
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4. Leadership and Management 

Our findings

Overall, people can be mostly confident that they will be cared for by staff that have been 
appropriately and safely recruited. We saw procedures are in place for this. However, we 
identified improvements are required.   We identified one file did not contain a recent 
photograph and the other file contained a photograph which was not clearly visible. 
Furthermore, one file did not contain any proof of identification and contained confidential 
information within the recruitment file of another member of staff.
We discussed this issue with the manager during the visit who told us they would address 
the issue with HR and update CIW with the response. At the time of writing this report we 
have not received the response. 
We were told agency staff are used at the home when required. We asked the manager for 
details of the checks they had undertaken to ensure that agency staff working at the home 
were appropriate to work with vulnerable adults. The manager told us the agency staff 
brought the information with them to the home on commencement of shift. We looked at the 
document and saw it provided a DBS number and basic details. However, the photocopied 
photograph of the agency staff was not clearly visible. Agencies that provide care staff to 
homes do not require registration with CIW and therefore are not legally bound by the safe 
recruitment procedures which the provider must take in line with regulations. Therefore, we 
advise the provider they would be expected to undertake their own checks to ensure 
suitability. Recruitment will be considered at the next inspection.

We examined the statement of purpose and service user guide. These are important 
documents which should outline the homes philosophy of care. The documents 
demonstrated that the home has a focus on promoting “choice, independence, and dignity”. 
Our review of the care documentation demonstrated that the home does not always seek to 
put these values into practice. We found the management of the home did not always 
demonstrate a good level of understanding of their responsibilities to ensure regulatory 
compliance and have not implemented a robust system for monitoring quality. For example; 
we discussed a number of falls at the home and the auditing carried out to prevent further 
falls. We were told that no action had been carried out to identify risks prevent further falls. 
We were told no auditing had been carried out regarding care documentation. The manager 
accepted that urgent improvements to all personal care files is required and told us that that 
work to improve had commenced.  Further information can be found in the non-compliance 
section of this report.

We considered documentation relating to accidents and incidents at the home. We found 
examples of failures to appropriately notify CIW. These included a significant incident which 
was not reported to CIW, Local authority, or the safeguarding team for three weeks. This 
delay in referral resulted in appropriate action not being carried out in a timely manner. We 
discussed this issue with the manager at the time of the inspection who told us that they 
had been unavailable at the home for three weeks and the deputy manager had recently 
left the service. The evidence gathered during this inspection indicated a lack of managerial 
oversight of fundamental aspects of care delivery. 
Further information can be found in section five of this report.
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5. Improvements required and recommended following this inspection

5.1  Areas of non-compliance from previous inspections

None

5.2Areas of non-compliance from this inspection

During this inspection, we identified where the registered provider is not meeting legal 
requirements and this is resulting in the potential risk of poor outcomes for people using 
the service. Therefore, we have issued a non-compliance notice in relation to the 
following:

 We found the registered persons was not compliant with Regulation 21 (1) of 
The Regulated Services (Service Providers and Responsible Individuals) (Wales) 
Regulations 2017. This is because they failed to ensure that care and support is 
provided in such a way which protects, promotes and maintains the safety and 
well-being of individuals.

 We found the registered persons was not compliant with Regulation 60. This is 
because they failed to notify CIW without delay of notifiable events which 
occurred at the home. 

 
We identified further areas where the registered persons were not meeting legal 
requirements. A notice has not been issued on this occasion as there was no immediate or 
significant impact for people living at the home, but we will consider these areas further at 
the next inspection.

 Regulation 58 (3). We found the registered persons were not complaint with 
Regulation 58 (3) of the Regulated Services (Service Provider and Responsible 
Individuals) (Wales) Regulations 2017.  This is because they did not have an up to 
date policy and procedures in place in relation to the safe administration of 
medicines and did not ensure that the service is provided in accordance with this 
policy and these procedures (particularly in the reablement unit.

 Regulation 44 (b) (g). We found the registered persons were not compliant with 
Regulation 44 (b) (g) of the Regulated Services (Service Provider and Responsible 
Individuals) (Wales) Regulations 2017. This is because they did not ensure that;  
Premises must; (b) secure from unauthorised access (g) free from hazards to the 
health and safety of individual’s so far as reasonably practicable. The registered 
persons should ensure all hazardous substances are safely and securely stored.
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 Regulation 58 (2) (c). We found the registered persons were not compliant with 
Regulation 58 (2) (c) of the Regulated of the Regulated (Service Provider and 
Responsible Individuals) (Wales) Regulations 2017.  This is because  they failed to 
ensure regular auditing of the storage and administration of medicines                              

     

5.3 Recommendations for Improvement
We made the following recommendations to the provider to promote positive 
outcomes for people living at the home.

 Hazards: Ensure all hazards are identified and removed throughout the home.

 Documentation: Ensure all personal planning documentation is revisited to 
reflect the needs of people living at the home.

 Activities: Ensure a programme of activities is available which meets 
individual’s needs (with specific reference to cognitive impairment).

 Ensure appropriate auditing and monitoring systems are in place regarding 
falls and incidents at the home.

 Review the quality of staff interactions with people living at the home and 
assure themselves that these are respectfully carried out at all times.

 Ensure practices at the home are strengthened to ensure medication is 
administered and recorded correctly.

 Meal times: People living at the home should be assisted with their meals in a 
timely and appropriate manner. 
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6. How we undertook this inspection

     We undertook a full inspection as part of our inspection programme and we considered 
all four themes: well-being, care and support, leadership and management and the 
environment. The unannounced inspection visits were carried out on the 5 December 
2019 between 10:00am and 15:30p.m and 12 December 2019 between 05:55 a.m. and 
14:00p.m. We visited the home on the 6 January 2019 to view staff recruitment files.

      The following methods were used to provide evidence for this inspection report;

 Consideration of information held by CIW about the service, and records of notifiable 
events.

 Observation of daily life, care practices and interactions between care staff and 
people living at the home.

 Conversations with care staff, kitchen staff and domestic staff.
 Discussions with people living at the home.
 Discussions with the manager and responsible individual.
 Observations of the care home environment.
 Detailed examination of the care documentation relating to four people living at the 

home.
 Review of the accident/incident records.
 We used the Short Observational Framework for Inspection (SOFI2). The SOFI2 tool 

enables inspectors to observe and record life from a resident’s perspective and how 
they spend their time, activities, and interactions with others and the type of support 
received. 

 We looked at a range of documents relating to the running of the service which 
included; fire safety records, the home’s Statement of Purpose, medication records 
and health and safety records.

 Detailed examination of three staff recruitment files.
 We examined the arrangements to review the quality of care provided.
 We used The Regulated Services (Service Providers and Responsible Individuals) 

(Wales) Regulations 2017. 
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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 Care Home Service

Service Provider Vale of Glamorgan Council

Responsible Individual Marijke Jenkins

Registered maximum number of 
places

27

Date of previous Care Inspectorate 
Wales inspection

29/11/2019

Dates of this Inspection visit(s) 05/12/2019, 12/12/2019 and 06/01/2020

Operating Language of the service English

Does this service provide the Welsh 
Language active offer?

No formal arrangements

Additional Information:

Date Published 25/02/2020



Care Inspectorate Wales
 Regulation and Inspection of Social Care (Wales) Act 2016

Non Compliance Notice 
Care Home Service

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

Ty Dyfan

Ty Dyfan
St. Brides Way

Barry
CF63 1DU

Date of publication: (manually entered)

www.careinspectorate.wales
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Well-being Our Ref: NONCO-00009046-WXNH 

Non-compliance identified at this inspection

Timescale for completion 12/02/20

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

Evidence

The registered person is not compliant with regulation Regulation 21 (1).

This is because the registered person has failed to ensure that care and support is provided in 
such a way which protects, promotes and maintains the safety and well-being of individuals.

The evidence for non-compliance in this area was based on the following findings.

• We found that people do not have timely and responsive care as there was limited staff 
deployed to meet the needs of residents at all times, especially in regard to meal times. We 
observed one resident who required the assistance of staff, was left waiting at the dining 
table for several minutes. This resulted in them becoming disinterested and falling asleep at 
the table before staff could assist with the meal provided.

• We saw evidence from the personal files that indicated people living at the home did not 
have robust assessments and plans of care in place that acknowledge and instruct how 
their health needs are to be met.

• We observed throughout both visits people appeared bored and under stimulated.  The 
home does not have an activities coordinator and relies on staff efforts to carry out activities. 
We saw staff were extremely busy throughout the visits and we were told there was not 
always time to carry out activities.

• We saw no evidence that residents were offered alternative options about where to eat 
and no alternatives were offered when people expressed a dislike of eating in the main 
dining room. We saw in one person’s documentation that they did not like eating in the main 
dining room but had not been offered the option of eating in another area to improve their 
dining experience.

• We saw no documented evidence that people were assisted with oral care and personal 
care. Templates to record this information were blank.  We saw one person’s plan stated 
that a daily shower was required. However the entries in the documentation evidenced that 
the person had received only two showers in the previous 16 days.

• Likewise, we saw no documented evidence of food and fluid intake for those residents at 
risk of malnutrition and dehydration. We saw one person’s care plan contained instructions 



from the GP stating “Staff to ensure food chart is completed” in regard to weight loss and 
poor diet and fluid intake. However, we saw dietary records had been partly completed on 
the 26/11/19, 28/11/19 and 30/11/19, the chart had not been complete on the 27/11/19 and 
no food charts were available from 30/11/19 to date. Weight on the 8/2/19 = 93.6kg on the 
1/12/19= 81kg. There was no record of nutritious snacks being offered.

• Documentation for one person showed they had become frequently incontinent during 
the night. However, the resident’s care plan continued to state they were fully continent day 
and night. We saw no evidence that a referral had been made to the incontinence or the 
district nursing team or that professional advice sought. Entries in the daily records stated 
‘telephoned family and requested pull up pads’. Reviews completed during the time of the 
increased incontinence, stated there was no change to their continence needs or emotional 
needs, despite daily recordings indicating that there was a change in the person’s health 
and care needs.

• Pressure Area Risk Assessments had been carried out for three people which indicated 
there were ‘no risks’ of developing pressure areas despite risks which we identified from the 
personal care file and daily documentation.  We saw that the assessments had not been 
appropriately completed by staff and carried over as the same score as the previous month. 
This demonstrates that the provider has failed to ensure that residents care plans are 
updated following identified changes in care needs and that this has placed residents at risk 
of harm.

• We saw ABC charts (which are observational tools that allow staff to record information 
about a particular behaviour over 24 hours) had entries from different dates. The aim of 
using the chart is to better understand what the behaviour is communicating. We saw 
inappropriate entries documented by staff. Therefore, the charts were not being used for the 
purpose they were intended.

• Following a serious fall occurring for one resident; we saw the person's care file had not 
been revised to reflect the fall had occurred , risk assessments had not been updated to 
prevent further potential falls. There was no entries in the documentation regarding the 
instructions and advice from the hospital regarding observations following the injury.

• Following a fall which occurred in relation to a different resident;  we saw no further 
entries in the documentation regarding the injury or revision of the plan and risk assessment 
to prevent further potential falls.

• Following a third resident's fall,  documentation states that a district nurse was visiting to 
redress the wound and review. However, we found no further entries in the documentation 
as to whether the wound had healed or whether the district nurse continued to visit. The 
care file review dated November stated ‘No change to care plan’ despite there being a fall 
and significant wound. No review was carried out for August, September and October 'due 
to staff sickness’.

• Oral care charts in four care files were blank for the month of December therefore it is 
not known whether people had received oral care or not.

• One entry in a person’s care file stated ‘found on floor’, no further entries were made in 
the documentation following the fall and no revision made  of the care plan carried out 



despite previous falls.  There had been no analysis of the falls to evaluate if they may have 
been prevented or whether steps could have been taken to ensure future safety.

• Residents’ falls, accidents and incidents were recorded in differing places and no 
analysis had been completed as to how future falls, accidents or incidents could be 
prevented or reduced.

• One behavioural chart entry stated ‘agitated kicked over the table’ the next entry on the 
same chart on a different day it states ‘wandering'. There were no further entries regarding 
staff support or reassurances at this time to identify why the person was agitated nor 
whether there was support and care offered to reduce this, and whether this was successful 
or not.

• One entry in a plan states ‘dressing came off, looks red and sore’.  A district nurse 
changed the dressing instructing ‘If the dressing comes off again, leave off and apply 
cream’. There were no further entries in the documentation regarding the wound/dressing or 
whether cream had been applied.

• Entries in one personal care file stated  only two weight entries ten months apart. In this 
time the person lost 7 kg in weight, 10.95% of their body weight. The plan directs that staff 
are to monitor weight but no further weight is documented in care file since Early November 
2019 to date, there was no documentation regarding diet and fluids taken and no referral to 
dietician made.

• During the first visit we advised the manager that there was a strong smell of urine in 
three individual rooms at the home. We identified the source as a mattress in one room 
which we requested be removed immediately. The other two rooms contained old commode 
chairs which we requested be removed and replaced.

• During our visit on the 12 December we identified a room on the reablement unit to be 
unlocked. We found the room contained hazardous substances, posing a risk to the people 
occupying that area and requested the room be locked immediately.

• Personal plans we looked at did not contain information of how on a day to day basis the 
individuals' care and support needs were to be met. They contained no record how the 
individual will be supported to achieve their personal outcome and the steps which will be 
taken to mitigate any identified risks to the individual’s well-being.

The impact on people using the service is that people have been placed at  risk and there have 
been missed opportunities to reduce the risk of harm due to poor or absent reviewing and 
revision leading to further falls and other health and wellbeing deficits.



Leadership and Management Our Ref: NONCO-00009047-MGXB 

Non-compliance identified at this inspection

Timescale for completion 12/02/20

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

Regulation 60

Evidence

The registered person is not compliant with regulation 60 of the Regulated Services (Service 
Providers and Responsible Individuals)(Wales) Regulations 2017.

This is because the service provider failed to notify the service regulator of events specified in 
Parts 1 and 2 of Schedule 3.

The evidence

A serious  incident occurred at the home which was required to be reported immediately to the 
local authority, safeguarding team and CIW. This incident was not reported until three weeks 
later during which time appropriate action had not been taken.

In December 2019 a person sustained an unwitnessed fall and head injury. 999 were contacted 
and the person taken to hospital.

Also in December,  a second person  sustained a serious injury following an unwitnessed fall 
999 were contacted and the person taken to hospital.

In November, two further reportable incidents in relation to injuries sustained following falls went 
unreported.

The impact on people using the service is a failure by the registered persons in appropriately 
reporting issues that need to be addressed. The lack of identification of concerns and issues 
such as those identified at our inspection demonstrates that the responsible persons are not 
satisfactorily fulfilling their role in ensuring people receive a safe and reliable service.


