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About Plas Cwm Carw Care Home
Type of care provided Care Home Service

Adults With Nursing
Registered Provider HC One Limited

Registered places 66

Language of the service English

Previous Care Inspectorate Wales 
inspection

19 December 2019, 20 December 2019 & 23 December 
2019 

Does this service provide the Welsh 
Language active offer? Working towards

Summary
This inspection was carried out in response to concerns about the safety of people living in 
Plas Cwm Carw Care Home’s dementia nursing community. We focused on the care and 
support people receive in this community and considered how it impacts on their well-being.

The service needs to make urgent improvements so that people receive the best possible 
care. We found that people are at risk of harm because safety equipment is not always 
being used as needed. Risk assessments and personal plans are not being kept up-to-date, 
so care workers cannot be clear about the level of support people need. The service needs 
to improve how it manages people’s medicines. 

People get on well with care workers, who are passionate about providing dignified care 
and supporting people in a way that makes a positive difference to their lives. However, the 
level and skill mix of staff is compromising people’s safety, as care workers struggle to give 
people the supervision and support they need. High staff sickness levels and reliance on 
agency staff means people are not experiencing good continuity of care. 



Well-being 
People experience enhanced well-being through their interactions with care workers. 
Care workers do their best to make sure people are clean, comfortable and content. We 
saw care workers assisting people with their meals, engaging people in conversation 
and encouraging them to do things they enjoy. People appear to be at ease with care 
workers, as they respond positively when offered guidance and reassurance. Care 
workers receive a range of mandatory and specialist training to make sure they provide 
safe care. However, we found that low staffing levels and a lack of continuity of care staff 
is compromising people’s safety and well-being. This is because people are not always 
being supervised when using communal areas. Care workers struggle to support people 
with day-to-day activities whilst ensuring people are kept safe. The service is heavily 
reliant on agency staff to cover nursing shortages and staff sickness. The service 
provider must take immediate action to address these issues.  

The service is not always provided in a way that keeps people safe. We found that 
safety equipment is not always being used, as needed, to alert care workers to people’s 
movement. This means that people at high risk of falls may not receive the supervision 
and support they need from care workers when mobilising. In addition, people may not 
be protected from others entering their bedrooms, which could cause people harm and 
distress. We found that details about the equipment people need to promote their safety 
are not clearly outlined within their risk assessments and personal plans. These are also 
not consistently being updated following changes in people’s needs. This means that 
any staff referring to these may not get clear or accurate information about how best to 
support people. People’s medicines also need to be managed better to make sure they 
are stored at appropriate temperatures. Any recording errors also need to be identified 
and explored quickly so that the service can be confident people have received all of 
their prescribed medication. The service provider must take immediate action to address 
these issues.  

People live in a clean environment that is free from hazards. Equipment is stored safely 
and we saw people moving freely within communal rooms. People’s bedrooms are kept 
free from obstacles to reduce their risk of trips and falls. There is a keypad system in 
place to prevent people accessing hazardous areas. The service has implemented 
appropriate infection control measures to reduce infection risks, and these are promoted 
by staff. 



Care and Support 
People have good interactions with care workers. We saw care workers supporting 
people with kindness and compassion. Care workers offer people comfort and guidance, 
which has a positive effect on their well-being. We found people to be clean, comfortable 
and well groomed. Monitoring charts show that care workers give people the support 
they need with their hygiene, nutrition and skin care. A staff member told us that care 
workers know and anticipate people’s needs very well: “The girls on this unit are 
absolutely fantastic. It’s only due to their skill and vigilance that they’ve managed to keep 
them safe.” Staff spoke passionately about their strengths working as team, supporting 
one another and the genuine affection they have for the people they care for. Care 
workers feel they receive good quality training to support them in their roles, and training 
data confirms good overall compliance with mandatory and specialist training.   

However, people are at increased risk of harm because the service does not always 
promote the safety and well-being of residents. We found that safety equipment, such as 
sensor alarms, are not being used consistently, in line with people’s personal plans. 
Therefore, care workers are not being alerted to the movement of residents who may 
need supervision or intervention to keep them safe. Risk assessments and personal 
plans are not being kept up-to-date, so care workers cannot be clear about the level of 
support, supervision and equipment people need. This is contrary to the service’s 
Statement of Purpose, which states: 

‘Care plans are regularly reviewed and updated to reflect individual need as 
appropriate… Your individual needs will be reviewed on a monthly basis…’

The service’s falls policy also states: 

‘All residents will be reviewed and reassessed as to their risk of falling each month, as a 
minimum, and more frequently where a risk is identified.’

People have recently experienced injuries from falls where they had not been supported 
in line with their personal plans. We have issued a priority action (non-compliance) 
notice to the service provider, who must take immediate action to address this issue.  

The service does not always provide a sufficient number and skill mix of staff to meet 
people’s care and support needs. We saw that care workers did not always supervise 
people within the lounge, as is needed to promote their safety. Incident records confirm 
there have been other occasions when people have experienced unwitnessed falls in 
communal areas. We saw a resident’s meal being disrupted twice as the care worker 
who was assisting them had to leave to support another person in order to keep them 
safe. Staff told us they are concerned about staff shortages due to the high level of 
support people need. The service uses a clinical risk register to help determine safe 
staffing numbers. However, we found that this register has not been kept up-to-date and 
does not truly reflect people’s level of dependency. Worked staffing rotas show several 



occasions during February 2021 when shifts had not been fully staffed based on what 
was considered necessary. 

The service employs two registered nurses who work regular night shifts. Regular 
agency nurses are used to cover day shifts. Rotas show there has been a high level of 
sickness amongst staff; this, together with the heavy reliance on agency staff, means 
that people may not receive good continuity of care from staff who are familiar with their 
individual needs and preferences. A relative told us it is sometimes difficult to get 
information because of a lack of regular staff. We have issued a priority action (non-
compliance) notice to the service provider, who must take immediate action to address 
these staffing issues. Shortly following the inspection, the responsible individual for the 
service confirmed that extra staff would be allocated to work on the dementia nursing 
community throughout the day and that an urgent update to the clinical risk register had 
been made. A review as to how staff are deployed to work will also be carried out. There 
is ongoing recruitment of nursing staff.

The service needs to improve its management of medication. We saw that medicines 
are stored securely in the dementia nursing community’s medication room. However, we 
found that room and fridge temperature checks are not being carried out and recorded 
consistently to make sure medicines are stored at correct temperatures. There are also 
inconsistencies in record keeping. We saw a number of gaps in medication records 
indicating that people had not received their prescribed medication, yet stock balance 
checks suggested otherwise. We found that one individual’s medication care plan had 
not been updated following a change in their medication. These are issues that the 
manager identified during an audit on 3 February 2021, but have not been addressed. 
The service intends to introduce an electronic medication system in May 2021, which will 
improve oversight of practice. We have not issued a priority action (non-compliance) 
notice on this occasion, as there is no immediate or significant impact for people using 
the service. We expect the service provider to take action to rectify these issues, which 
we will follow up at the next inspection. 



Environment 
This inspection did not focus on the quality of the environment. However, we made the 
following observations:

The service promotes good standards of hygiene and infection control. We saw that lateral 
flow tests are carried out for visitors attending the premises, along with temperature checks. 
Personal protective equipment (PPE) and hand sanitiser are easily accessible. Clinical 
waste bins are available for items to be disposed of safely. Throughout the inspection, we 
observed staff performing hand hygiene and wearing PPE appropriately. We found 
bathroom facilities and communal areas on the dementia nursing community to be clean 
and tidy. People’s specialist chairs and other equipment is kept clean and stored 
appropriately when not in use. The service has been awarded a food hygiene rating of 4 
following an inspection by the Food Standards Agency in February 2021.  

People residing on the dementia nursing community are kept safe from hazardous areas. 
We saw that the medication room, storage room and office on this unit are locked securely 
when not in use. People are able to move around the communal lounge, dining room and 
hallways. There are keypads in place on doors between the two communities on the first 
floor and on the doors leading to stairwells; this prevents people from accessing these 
areas without support from staff. 

We will explore the quality of the environment in greater depth at the next full inspection of 
the service.



Leadership and Management 
This inspection did not focus on the quality of leadership and management at the 
service. However, staff feel supported in their roles despite there having been recent 
management changes. Staff told us managers are approachable and open to their views 
and ideas. We will explore the leadership and management of the service in greater 
depth at the next full inspection.  



Areas for improvement and action at, or since, the previous inspection. Achieved

Areas for improvement and action at, or since, the previous inspection. Not 
Achieved

Care and support is not always provided in a way that 
promotes and maintains the safety and well-being of residents.

Regulation 21(1)

The number and skill mix of staff is not always sufficient to 
meet the individual needs of residents.  Staff would benefit 
from additional training and support.

Regulation 34(1)(b)

Regulation 34(4)

Medication is not always being stored and administered in a 
safe, appropriate way.

Regulation 58(1)

The home has not operated its disciplinary procedures 
effectively and ensured that appropriate records are 
maintained.

Regulation 39(1)

Regulation 59(1)

Where providers fail to improve we will escalate the matter by issuing a priority action 
notice. Where providers fail to take priority action we may escalate the matter to an 
Improvement and Enforcement Panel.

Areas where priority action is required

The service is not providing care and support in a way which 
protects, promotes and maintains the safety and well-being of 
residents. Care and support is not always provided in 
accordance with people's personal plans, and these are not 
being reviewed as and when required, or at least every three 
months.

Regulation 21(1)

There is not always a sufficient number and skill mix of staff to 
meet people's care and support needs.

Regulation 34(1)

We found poor outcomes for people, and / or risk to people’s wellbeing. Therefore, we have 
issued a priority action notice and expect the provider to take immediate steps to address 
this and make improvements.

Areas where improvement is required

None
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