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Description of the service

Plas Cwm Carw Care Home provides nursing and personal care for up to 66 people aged 
18 and over. It is set within its own grounds in the centre of Port Talbot. The home is owned 
by HC One Limited and Ruth Yates is the responsible individual. There is a manager in post 
who is registered with Social Care Wales. 

Summary of our findings

1. Overall assessment

Plas Cwm Carw Care Home provides opportunities for people to socialise with others and 
take part in a variety of activities. People’s experiences at the home vary and overall 
standards need to improve to ensure people’s health and well-being is consistently 
promoted:

- People’s relationships with care workers are generally good, although people would 
benefit from more continuity.

- There is not always a sufficient number and skill mix of staff to ensure people receive 
timely and appropriate care and support. 

- There are suitable medication systems in place, although the correct procedures for 
handling medicines are not being followed consistently. 

- People live in comfortable, homely accommodation but better standards of hygiene 
are needed. 

- Staff need to be more vigilant in safeguarding people from environmental risks. 
- Managers need to address staff conduct issues appropriately to ensure people are 

protected by a safe, suitable workforce at all times.  

2. Improvements

This was the home’s first inspection since registering with CIW in August 2019 under the 
Regulation and Inspection of Social Care (Wales) Act 2016.  

3. Requirements and recommendations 

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

 Care and support: The quality of care and support is inconsistent and not always 
provided in a way that promotes people’s safety and well-being.

 Staffing: The service does not always provide a sufficient number and skill mix of 
staff to ensure people receive timely care and support. Disciplinary procedures are 
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not being followed appropriately. Staff would benefit from additional training and 
support.

 Medication: Medicines are not consistently handled in a safe way.

 Environment: Adequate standards of hygiene are not being maintained and the 
environment is not being kept free from hazards.
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1. Well-being 

Our findings

The home does not consistently support people to experience a sense of well-being. The 
feedback we received throughout the inspection was mixed. Staff morale was reported to 
be low due to inconsistencies in management and increased staffing pressures. One visitor 
told us staff were responsive to the changing needs of their loved one and this had 
impacted positively on their overall health and well-being. Another visitor commented that 
they had little confidence in some of the staff due to their lack of basic care. We saw that 
people generally had positive interactions with care workers, although these were 
sometimes limited due to low staffing levels. People were not always supported by care 
workers they were familiar with due to agency staff being frequently used. Occasionally, we 
observed a lack of attentiveness from care workers as they struggled to meet the demands 
of their workload. People had very different dining experiences on the ground floor 
compared to the first floor. Some people enjoyed socialising over their meals in a well 
presented dining room, whilst others were provided with the minimum of utensils and 
appeared withdrawn due to a lack of engagement with staff. The evidence shows that 
people’s physical and emotional well-being is not always promoted due to an insufficient 
number and skill mix of staff.  

People have opportunities to influence their day-to-day experiences and do the things they 
enjoy. We found that monthly resident meetings had been held, allowing people to share 
their views about their accommodation, activities and meals. People’s opinions had been 
respected as their requests for late night and food-themed activities were being 
accommodated. A full programme of events and activities had been planned for the month 
and we saw people enjoying some musical entertainment. Personal plans identified 
people’s social interests and we found that one person particularly enjoyed regular church 
services at the home. We recommend that the system for recording individual and group 
activities be reviewed. Individual activity records showed that people had taken part in very 
few activities during one month, although activity coordinators told us this was not an 
accurate reflection of people’s level of interaction and activity. They also told us they 
struggled to keep records up-to-date due to having to support staff when staffing levels 
were low. There were plans to improve the overall quality of record keeping by including the 
impact of activities on each individual, which we encouraged. The evidence shows that 
people are offered a range of activities, although record keeping could be improved. 

The service is working towards providing an active offer of the Welsh language. Records 
showed that people’s Welsh language needs had been considered. Care records contained 
resident profiles that identified what methods should be used for communicating with 
people. Activity coordinators told us that Welsh language CDs were available and that 
Welsh themed activities took place. We recommend that the service fully implement its 
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Welsh language strategy, as set out in its statement of purpose, to further develop this 
aspect of the service. We can conclude that people’s communication needs are recognised 
and respected.  

People could be further protected from harm and neglect. We saw from training data that 
less than 68% of staff were up-to-date with their safeguarding training and less than 63% 
were up-to-date with Mental Capacity Act (MCA) and Deprivation of Liberty Safeguards 
(DoLS) training. Although staff were aware of safeguarding procedures, they were not 
always proactive in reducing risks to people’s safety and well-being. Staff had not always 
locked doors securely, which meant that people had been exposed to environmental 
hazards. Medication procedures had not always been followed correctly, increasing the risk 
of errors occurring. We found that there were not always enough staff to ensure people 
received regular interaction with care workers and sufficient time to finish their meals. 
People were supported by staff who had been appropriately recruited, yet we found that 
managers had not been diligent in addressing misconduct issues which may have placed 
people at risk. Therefore, managers need to improve standards within the service to ensure 
people’s safety and well-being is promoted. 
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2. Care and Support 

Our findings

People’s individual care and support needs are generally understood. In the main, we found 
that care workers were kind and compassionate in their approach to care. They saw when 
people needed emotional support and provided this with warmth and sensitivity. People 
laughed easily with care workers and appeared to enjoy chatting with them. One person 
said, “They are looking after us very well.” Professionals told us that staff knew and 
understood people’s particular needs and followed any advice given. A visitor confirmed 
that staff communicated well with them. The care records we viewed contained risk 
assessments and personal plans that were relevant to people’s individual needs and 
generally reflected the care and support they were receiving. They were not always easy to 
navigate, as there were some duplicate documents mixed with other paperwork. Therefore, 
we recommend that care records be condensed where possible. Although regularly 
reviewed, we found that not all relevant plans had consistently been updated following 
changes in people’s needs; this needs to be addressed to ensure that accurate information 
and guidance is available to assist staff in providing appropriate care and support. 

People’s nutritional needs are not always monitored effectively. Records showed that some 
people had not been weighed as often as they needed despite being at risk of weight loss. 
On one unit, we saw care workers attempting to complete food and fluid charts long after 
people had finished their meals. This increases the risk of inaccurate information being 
recorded and influences decisions made by professionals that may affect people’s health. 
We observed a general lack of care and attentiveness as a result of staffing pressures on 
this unit. Care workers did not recognise when people needed more time to eat their 
breakfast and were too quick to support them into the lounge so that they could assist 
others. We saw two people sat in the lounge with food crumbs on their clothing and partly 
eaten food in their laps. A visitor told us they had witnessed a care worker giving out snacks 
without providing people with plates or assistance where needed. On another unit, 
monitoring charts did not evidence that people had been given high calorie drinks, as 
outlined within their personal plans. Training data showed that less than 49% of staff were 
up-to-date with their training in nutrition and hydration. 

In addition, we observed two people sat in the lounge on a first floor unit without anything 
on their feet for a long period of time. Some people had limited interaction with care 
workers, who were busy assisting others. They only had some contact with visitors or staff 
who attended the unit for a specific purpose. In light of the above issues, we advised the 
responsible individual that the service was not meeting legal requirements. The evidence 
shows that people do not consistently receive care and support that promotes their health 
and well-being.  
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The home has suitable medication systems in place, although these are not always 
followed as we found that medicines had not been handled in a safe way. The home had 
suitable facilities for storing and administering medication. Records showed that room and 
fridge temperatures had been monitored daily, to ensure medicines were stored at 
appropriate temperatures. However, we saw that an open ampoule of a medicine being 
treated as a controlled drug had been left in one of the fridges. Some of the medicine from 
the open ampoule could not be accounted for. Correct procedures had not been followed 
for disposing of the unused medicine, which should have been witnessed and documented 
by two members of staff. We advised the responsible individual that the correct procedures 
for handling medicines must be followed to ensure legal requirements are met. The 
evidence shows that staff are not always following medication procedures correctly, which 
leaves scope for errors to occur. 
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3. Environment

Our findings

People live in pleasant accommodation that is spacious and homely. The home’s reception 
area was warm and welcoming and we saw people spending time with visitors in its café 
area. People liked their individual rooms, which they had personalised with their own 
furniture, furnishings and other items. We saw people socialising with others within the 
home’s various communal lounges; these were light, well decorated and comfortably 
furnished. There was much activity within lounges, where visitors appeared at ease. This 
helped create a homely atmosphere. We saw that two ground floor lounges had recently 
been renovated. These rooms offered people alternative communal space that was 
generally quieter and provided access to outdoor areas. We saw that the garden to the side 
of the home had been developed since our last inspection and was a pleasant outdoor area 
where people could sit and relax. We can conclude that people live in homely surroundings 
where they are able to socialise with others.
 
There are appropriate maintenance and fire safety arrangements in place. We found the 
premises to be in a good state of repair. A fence had been installed at the rear of the 
grounds and this had deterred members of the public from using the grounds as a shortcut. 
The home had a maintenance worker who was responsible for the general upkeep of the 
building. We saw that there was a maintenance book in the reception area for people to log 
any faults or requests. Regular checks of fire alarms, fire doors and emergency lighting 
were being carried out. Records showed that fire safety equipment had last been serviced 
in October 2019. We saw that individual resident evacuation plans were in place and 
available in the home’s emergency ‘grab file’. We noted that bedroom fire risk assessments 
had been completed for some people but not others. It was also not clear whether 
evacuation plans and individual risk assessments were being routinely reviewed. Therefore, 
we recommend that fire risk assessments be completed for all residents and that a system 
be implemented for recording when these documents are reviewed. A general fire risk 
assessment was in place and planned for review in December 2019. The evidence shows 
that there are systems in place to reduce risks to people’s safety.
 
However, more vigilance is needed to ensure that people are not unnecessarily exposed to 
hazards. On two occasions, we found that the door to the laundry room had not been 
properly locked. On one occasion, this room was unmanned and had been used to store a 
cleaning trolley containing chemicals. This door was fitted with a keypad but staff had not 
ensured that it was closed securely. This was also the case when we found the door to a 
first floor sluice room unlocked. We also saw one person walking along a corridor that was 
wet in places where something appeared to have been spilled. We advised the responsible 
individual that the service was not meeting legal requirements with regards to these 
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environmental risks. We can conclude that staff need to be more mindful of the hazards 
within people’s surroundings and take action to eliminate these where possible. 
 
The overall cleanliness of the home needs to improve. We advised the responsible 
individual that the service was not meeting legal requirements, as satisfactory standards of 
hygiene were not being maintained. We saw that liquid hand soap, handtowels and bins 
were not always available within bathroom facilities. Some chairs and seat cushions were 
also being stored in bathrooms inappropriately. A visitor told us they had observed care 
workers disposing of clinical waste incorrectly. We found that the fridges needed cleaning in 
a first floor dining room and saw cobwebs around the light fittings. We saw sticky marks on 
corridor floors and some of the furniture and equipment in use. The offices and staircases 
used by staff needed vacuuming. Domestic staff told us they struggled to complete deep 
cleans of people’s bedrooms on top of their day-to-day tasks. The home received a food 
hygiene rating of 1 (major improvement necessary) following an inspection by the Food 
Standards Agency (FSA) in December 2019. Managers have since confirmed that action 
has been taken to address the food hygiene issues and are awaiting a further FSA 
inspection. We have also been told that the rotas for domestic workers are under review 
and that the general cleanliness issues are being monitored as part of an internal action 
plan. We can conclude that standards of hygiene need to be improved to ensure that 
people’s health and well-being is not compromised.
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4. Leadership and Management 

Our findings

The leadership and management of the service needs improvement. We found that a 
number of managers within HC One had provided temporary management cover due to the 
absence of the home’s appointed manager. Although these managers were considered 
approachable, the lack of consistency had impacted on the running of the service. A visitor 
told us that managers were not always visible. We found that staff morale was low and staff 
were not confident that managers would deal with their concerns. One staff member told us 
they were “fed up” and another stated, “I feel like I want to cry every day.” There was a lack 
of clear leadership due to an imbalance of power. Some staff told us they were given 
direction by more dominant members of staff, rather than those in positions of seniority. We 
were unable to evidence that staff had received formal, individual supervision every three 
months, as is required. Training data showed that the home was not meeting its company 
target of 85% compliance with staff training. Arrangements had been made for the 
company’s training officer to support the home throughout January 2020 in order to train 
staff and support them in applying their learning to practice. The evidence shows that the 
home needs to be managed more effectively to ensure that staff receive the support and 
direction they need. 

The service recruits staff in a safe way. Staff records contained the required recruitment 
documents and evidence of Disclosure and Barring Service (DBS) checks prior to 
employment. A system had also been introduced to ensure that DBS checks were renewed 
at three yearly intervals, as is now a legal requirement. However, we found that staff 
misconduct had not been dealt with appropriately. We were told about an incident of 
misconduct that had resulted in management taking immediate action to protect the people 
living in the home. However, staff disciplinary procedures had not been followed, or records 
retained, regarding the incident that had occurred. Therefore, we advised the responsible 
individual that legal requirements were not being met. We can conclude that the home’s 
approach to staff discipline needs to improve to ensure that people are cared for by staff 
who are suitable to work within a care home environment. 

The service does not always provide a sufficient number and skill mix of staff to ensure 
people receive timely care and support. Staffing rotas showed that the home was relying 
heavily on agency staff use due to high levels of staff sickness. A visitor told us this was a 
regular occurrence. This meant that people did not always experience good continuity of 
care. One person reported, “The staff have no interest in residents, they rush everything.” 
We saw that staff were sometimes rushed in their duties and had little time to spend with 
residents. This meant that people experienced a lack of stimulation and a lack of attention 
to their nutrition and personal appearance. A care worker told us they enjoyed making 
people feel better by supporting them with their appearance, but felt frustrated at being 
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unable to do this because of the demands of their workload. Other comments from staff 
included: “Sickness is a big issue because staff are run ragged” and “Not enough staff, it’s 
chaotic this morning.” We saw visitors struggling to find staff and they commented, “It’s 
ridiculous.”  Agency workers also reported that staff were upset due to the low number of 
staff on duty and lack of support from managers. They said, “Staff don’t have time for 
paperwork.” To try and overcome these issues, the home had arranged for the company’s 
HR department to support managers in dealing with staff sickness. No further residents 
were being admitted to the home and support from senior managers was being provided 
seven days a week. We can conclude that people would benefit from more stable staffing 
arrangements.

There is written information available about the home and its services. We found that a 
statement of purpose and resident guide set out the home’s vision, purpose and range of 
facilities. An admissions policy was in place, which outlined the admission process clearly. 
A visitor confirmed they had been provided with written information about the home and 
been given the opportunity to visit prior to their loved one moving in. One person confirmed 
they had been made to feel welcome on their arrival. Although there was a system for 
reviewing the home’s written documents, we found that some details needed updating. For 
example, the regulations by which the service is required to operate. We recommend that 
the service maintains accurate, up-to-date written information about the home and 
introduces a clear CCTV policy, which was not available at inspection. This will help provide 
clarity with regards to how the service operates and enable people to make informed 
decisions about using the service. 
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5. Improvements required and recommended following this inspection

5.1  Areas of non-compliance from previous inspections

This was the first inspection of the service since registering under the Regulation and 
Inspection of Social Care (Wales) Act 2016.

5.2  Areas of non-compliance from this inspection

At this inspection, we advised HC One Limited that improvements are needed to ensure 
legal requirements are fully met in respect of the following:

 Care and support (Regulation 21(1)): The service must be provided in a way that 
promotes and maintains people’s well-being.

 Medication (Regulation 58 (1)): Medicines must be stored and administered safely. 

 Hygiene (Regulation 56 (1) (a)): Satisfactory standards of hygiene must be 
maintained.

 Hazards (Regulation 44 (4) (g)): The premises must, as far as practicable, be kept 
free from hazards to people’s safety. 

 Staffing (Regulation 34 (1) (b) and (4)): A sufficient number and skill mix of staff must 
be provided at all times to ensure people’s care and support needs are met. Staff 
must receive adequate support and development. 

 Staff discipline (Regulation 39 (1) and Regulation 59 (1)): The home must operate an 
effective disciplinary procedure and ensure that records are kept. 

A non-compliance notice has not been issued on this occasion, as we were satisfied with 
the action being taken by the provider. However, these issues will be followed up at an 
early inspection of the service.

5.3  Recommendations for improvement

We made the following recommendations:

 The service should fully implement its Welsh language strategy, as set out in its 
statement of purpose.
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 The service should review its system for recording individual and group activities to 
ensure these are accurately reflected.

 The service should consider condensing care records to avoid duplicating 
information.

 The service should ensure that fire risk assessments are completed consistently for 
all residents and that there is a system in place for recording when these are 
reviewed. 

 The service should ensure that it maintains accurate, up-to-date written information 
about the home, including its policies and procedures. A clear CCTV policy should 
be introduced.
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6. How we undertook this inspection 

This was a full inspection undertaken as part of our inspection programme. We made 
unannounced visits to the home on:

- 19 December 2019 between 10:15am and 5:25pm,
- 20 December 2019 between 9:45am and 5:45pm, and 
- 23 December 2019 between 12:30pm and 4:50pm.

The following regulations were considered as part of this inspection:

 The Regulated Services (Service Providers and Responsible Individuals) (Wales) 
Regulations 2017.

The following methods were used:

 We viewed the home’s indoor and outdoor areas.
 We spoke with eight of the people living in the home and observed others using the 

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

 We spoke with four relatives and two visiting professionals.
 We reviewed the feedback from one questionnaire that was completed by a resident 

and returned within a three week timeframe.
 We viewed five people’s care records and other relevant care documentation. 
 We spoke with nine members of staff plus members of the management team.
 We viewed the personnel records of five members of staff.  
 We looked at a wide range of records. These included:

o Minutes from the latest resident and staff meetings
o Medication policy
o Fire safety inspection report and related records
o Resident guide
o Admissions policy
o Report completed by the responsible individual following visits to the service 

in January 2020
o Quality assurance information

 We reviewed the home’s statement of purpose (SoP) and compared it with the 
service we observed. The SoP sets out the vision for the service and demonstrates 
how, particularly through levels and training of staff, the service will promote the best 
possible outcomes for the people they care for.

 We provided inspection feedback to the responsible individual on 24 December 
2019.
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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 HC One Limited

Responsible Individual Ruth Yates

Registered maximum number of 
places

66

Date of previous Care Inspectorate 
Wales inspection

12 December 2018, 13 December 2018 & 20 
December 2018

Dates of this Inspection visit(s) 19 December 2019, 20 December 2019 & 23 
December 2019

Operating Language of the service English

Does this service provide the Welsh 
Language active offer?

Working towards

Additional Information:

This is a service that is working towards providing an 'Active Offer' of the Welsh 
language and intends to become a bilingual service or demonstrates a significant 
effort to promoting the use of the Welsh language and culture.

Date Published 30 March 2020


