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Description of the service

This service is a residential care home, which provides personal care for up to 16 older 
people over the age of 55 years. There is facility for up to two people with the diagnosis of 
dementia. Bodelwyddan is situated in the village of Rhosneigr. The responsible individual 
and registered provider is Gwyneth Bean. The manager is registered with Social Care 
Wales. 

Summary of our findings

1. Overall assessment
People receive good quality care, which is consistent and planned to meet the needs 
of the individual. Care staff know people well, encourage and support people to stay 
healthy and independent. The new manager is establishing their role and is keen to 
maintain and develop the high standards of care provided. There is effective oversight 
of care by the manager and responsible individual; although there needs to be 
consistent record evidence to demonstrate their oversight.    

2. Improvements

This was the first inspection undertaken since the service was re-registered under 
the Regulation and inspection of Social Care (Wales) Act 2016 (RISCA)

3. Requirements and recommendations: 

 Disclosure and Barring Services (DBS) and identification of staff included in care 
staff files.

 Care files to be reviewed and organised.

 Care staff references to be included in staff files; reasons provided in file if these are 
not available. 

 Appraisals to be reviewed annually with all care staff.

 Review current supervision template to reflect a more thorough account; i.e. less tick 
box.

 Care staff record times and nature of care provided to people to determine what care 
is needed

 Revise the Personal Emergency Evacuation Plan in personal files.

 Review date of risk assessment to reflect evaluation of care, which takes place once 
a month. 



 Fire safety drills to be documented and process followed by service to show 
evidence of dates and how these have taken place. 

 Evidence care staff have reviewed service policies and procedures with signatures 
and date reviewed

 Review of staffing ratios and times to enable activities.



1. Well-being 

Our findings

People are consulted about their day-to-day lives and are encouraged to be involved in the 
review and planning of their care, as are their families; people are able to express their 
individual preferences. People are treated with dignity and respect by care staff and their 
individual circumstances are considered before and during their time with the service. The 
well-being of the people is considered before other people move to the service. 
Management regularly consult with health professionals to ensure peoples’ well-being is 
maintained where possible. The environment allows for people to be comfortable, to 
socialise and be independent. Care staff and management uphold peoples’ rights and 
entitlements. 

Peoples’ emotional and physical well-being is prioritised. Care staff attend to peoples’ care 
needs and are encouraged and supported to live healthy and active lives. Care staff 
support people to attend appointments away from the home and are involved in their care 
planning. The manager is effective in in ensuring people are appropriately placed and 
linking with appropriate health services to ensure people get the right care and support in a 
timely manner. People enjoy socialising with each other and visitors are encouraged to visit. 
The atmosphere is homely and people feel at home. People are happy and get the right 
care and support.   

There are measures in place to safeguard people. Staff know people well and there ae 
appropriate risk assessments in place, which are applicable to individual need; 
management have oversight of care, although they need to ensure they demonstrate this is 
reviewed and record evidence of this.  There are clear policies and procedures in place to 
guide staff to reduce risk to individual people. Appropriate steps are taken to safeguarded 
people.

People live in a home which best supports peoples ‘needs. People are involved in the 
planning stage before they move to the home. Care staff and management ensure the 
home is appropriate for peoples’ needs before they move there. The management have 
taken steps to ensure there is mobility and bathing equipment to support personal care. 
People live in suitable living accommodation, which is set out in a way to enable staff to 
support people.  



2. Care and Support 

Our findings

A wide range of views and information is considered by the service provider to ensure the 
service is able to meet individual needs. The statement of purpose highlighted “conditions 
of admission”. This stated a list of basic conditions prior to people moving to the home; 
these included, a “letter from the GP or consultant to accompany the person on admission”.  
We met the manager who told us written information usually sent to the service after 
peoples’ admission. We recommended the service received this documentation prior to 
people moving to the service, to ensure the correct information was acquired, so the service 
were able to ensure they could meet peoples’ needs. We met with three people who told us 
they were consulted with about the assessment and planning of their care before they 
moved to the service. We reviewed four care files, which showed evidence of pre admission 
assessments, risk assessments and planning; these included information about peoples’ 
care needs, preferences and choices. Throughout the day, we heard several telephone 
conversations between the manager and professionals including health professionals, 
placing authorities and the manager requested copies of existing care assessments and 
planning documentation.  On the whole, the majority of information is provided to the 
manager before people move to the service; however, the acquisition of information should 
be consistent to ensure an informed decision is made before people move in to ensure 
individual needs can be met and support people to achieve their personal outcomes. 
People are appropriately placed in the home and the manager is effective in ensuring this; 
although they need to ensure all care information is acquired before people move to the 
service.     

People have up to date and accurate personal plans for how their care is provided in order 
to meet their needs. Four people told us they were involved in the planning of their care. 
We met with two family members who told us they were consulted with when their relatives 
care needs changed and they were included in the review of their care. They said, “We are 
very happy for Mum to be here”. We found a lack of consistency in the layout of the care 
files, which demonstrated a lack of consistency in the review of care; that is, some files 
contained more thorough information than others. The care files contained personal plans 
and included information from placing authorities, health representatives and family 
members. We found signature evidence people were involved in the planning of their care. 
The care documentation we reviewed was person centred and there was evidence of 
consultation with people and their representatives; this information included information 
about medication, personal preferences, routines, and relevant risk assessments were 
included if peoples’ care needs changed. The records were consistent with the information 
provided by placing authorities. We found evidence care staff supported people to attend a 
variety of health appointments, including GP, hospital and dentist; we observed people 
leaving and returning during the inspection. We found evidence, the care documentation 
was reviewed on a monthly basis or when required and care staff recorded the care 



provided daily. However, we found care staff were at times inconsistent in recording the 
care provided; we recommended to the manager, care staff should ensure all care provided 
should be recorded to ensure efficient oversight, if or when peoples’ care needs changed. 
People receive good quality care because their care needs, personal wishes and individual 
outcomes have been considered. 

People are supported and have access to healthcare and other services to maintain their 
ongoing health development and well-being. We spoke to three people who told us 
appointments with various health professionals were organised for them, in or away from 
the home, including the hospital, GP, chiropodist, dental, occupational and physiotherapy. 
One person told us they were assisted to attend physiotherapy when they first moved into 
the home, and they were able to access this service at intervals, where the physiotherapist 
attended the service. Another person told us the GP called to the service on Mondays to 
visit people or when required and the district nurse visited when required; we reviewed care 
files, which demonstrated this was the case. We saw there were sections in the care files 
where a variety of professionals had record information and had updated the care plans, 
with actions for care staff to refer. We saw evidence of information from multidisciplinary 
meetings in regard and on behalf of peoples’ care needs, where care staff and 
management had attended. We saw one person leave the home to attend an appointment 
with the assistance of care staff. People receive a service, which is efficient in ensuring 
individual care needs are met by working in partnership with a variety of health care 
professionals.  

There is effective medicine management in place. We observed senior care staff administer 
medication to people during the afternoon; they told us they had received medication 
training; we reviewed their staff file with three others and we found certificate evidence, 
care staff had attended medication training. Two care staff also confirmed they had 
attended medication training. The training programme for the home showed training dates 
were consistent with the training certificates we had viewed. The manager told us they 
check the medication file and Medication Administration Record (MAR) on a weekly basis, 
to ensure the records were accurate and staff were adhering to the policy and procedure 
guidelines. We had not found evidence in care files the manager had done so and therefore 
we recommended the manager documented their findings. However, we reviewed the 
medication audit they had undertaken which demonstrated management oversight. We 
viewed the service medication policies and procedures, which were concise and clear. The 
statement of purpose referred to medicine management and the need for ‘”full risk 
assessments” if people were self-administering. We saw evidence of medication risk 
assessment in one person’s care file. This was person centre and showed evidence of their 
involvement and their care needs were considered. We viewed the medication fridge, which 
was the correct temperature and was monitored in line with national guidance. We reviewed 
the MAR and saw there were no errors or gaps. Medication is administered to people safely 
by competent care staff who are supported and trained to do so, although management 
should consistently evidence the oversight of this process. 



3. Environment 

     Our findings

People live in a bright and homely environment. There are two communal areas, one sitting 
room with open views overlooking the garden and a dining room towards the back of the 
home. We viewed three bedrooms and spoke with two people while they were in their 
rooms. We found the bedrooms decorated to peoples’ taste, contained personal items 
including pictures, furniture and bedding. 

All areas of the home were clean and well maintained. On person told us they had moved 
room while their bedroom was being decorated. We saw their room was in the process of 
refurbishment. The manager told us this was an area planned for refurbishment. They 
showed us the maintenance book, which showed evidence of this, and other areas within 
the home planned for refurbishment. We saw dates, which demonstrated proposed and 
completed maintenance. The responsible individual showed us the bathrooms they had 
invested in which included specialised baths, which enabled staff to attend to people with 
mobility difficulties. The responsible individual told us “We work hard to make sure 
everything is as it should be and it is important to me that people are cared for properly”.  
The environment has been planned and invested in for the well-being of the people who live 
there.  

People live in an environment, which is safe and secure. We were invited by care staff to 
sign the visitors’ book on arrival and requested to see our identity. We viewed the health 
and safety folder, which demonstrated fire safety equipment, emergency lighting, gas 
safety, and hoists, maintained within required timeframes. The manager informed us, the 
home undertook monthly fire drills within a variety of scenarios. A member of staff 
described the various scenarios they undertook, but these were not recorded. We 
recommended the manager keep records of each fire drill as evidence. Control of 
Substances Hazardous to health (COSHH) were contained within a locked cupboard. 
Although there were Personal Emergency Evacuation Plans (PEEPS) available in the 
office, we viewed the PEEPS recorded in personal care files. We recommended these were 
reviewed and revised to include more person specific information. The home is well 
maintained and secure and is set out in a way, which enables staff to assist people, who 
can choose to be independent or socialise within the communal areas.   



4. Leadership and Management 

Our findings

There are arrangements in place to ensure there is a high standard of care provided for the 
best possible outcomes for people. We observed staff attended to peoples’ care needs 
throughout the day; we saw some people chose to be independent and stay in their rooms. 
Two people told us, care staff are very good. One person told us “Mae’r gofal yn 
ardderchog” (“the care is excellent’’). We spoke with five staff, including the manager and 
responsible individual; they told us they receive regular and ongoing training, which was 
applicable to the needs of people they cared for. We viewed the training programme, which 
showed evidence care staff received appropriate training within required timescales; staff 
care files contained certificate evidence of their attendance. We found training in areas 
such as “medication” and “moving and handling” were provided as face-to-face training and 
electronically. In addition to the standard subject requirements, the training programme 
included more specialised subjects including “dementia”, “Person centred care”, “principles 
of care and confidentiality”. The responsible individual informed us, care staff were unable 
to work until the required training was undertaken in line with regulation; we found evidence 
this was the case. The responsible individual told us they encouraged professional 
development in care staff, and we found evidence of this in staff files. We viewed the 
service policies and procedures, which supported the care and training care staff received. 
The manager explained the policies and procedures were supplied by specialist agency; 
they were well written and concise, although we did not find evidence staff had referred to 
these. We recommended all staff document, sign and date when they have reviewed the 
policies and procedures. Two care staff told us they received supervision on a monthly 
basis. We viewed four care staff supervision records, which included question prompts with 
“Yes” and “No” answers. We found annual appraisals reviews were inconsistent and 
recommended the manager rectify this. We also recommended the supervision template be 
reviewed to include more information to demonstrate the discussion about the care 
provided to people. The service provider provides high quality care and support for people 
using the service, although improvement is recommended.  

The statement of purpose is consistent with the service provided. The provider has recently 
reviewed and up dated the Statement of Purpose in line with regulatory requirement. Since 
the amendment, a new manager was appointed, and the document should be amended to 
reflect this. We found this document was colourful, well presented and the information 
recorded provided an accurate reflection of the service provided. Several copies were 
available on the day we inspected. People receive care in line with the service described in 
the statement of purpose, although do not benefit from undertaking activities consistently. .

Management have oversight of the care provided. We spoke with two people and two family 
members who told us the manager and responsible individual consulted with them on a 



regular basis about their family members care needs. We spoke with three care staff who 
told peoples’ key workers were involved in the review of peoples’ care. We viewed the 
statement of purpose, which stated “to maintain and improve our standards, we request that 
residents and their families complete a questionnaire twice yearly”. The manager told us 
they consulted with people and their families twice a year to gain feedback and to evaluate 
care. We saw documented evidence of this within the responsible individual report and two 
family members confirmed this. We reviewed the most recent report by the responsible 
individual (August 2019) which demonstrated audits undertaken by the responsible 
individual. We found evidence care evaluation were reviewed monthly or when required. 
We also found amendments to risk assessments when care needs changed. However, 
there were no dates documented when risk assessments were reviewed. The manager told 
us they review care on a monthly basis or when required, but they had not documented this 
within the risk assessments. We recommended the manager document the dates they 
reviewed risk assessments as they had with evaluation of care to demonstrate their 
oversight.  There were two audit documents; one demonstrated the oversight of peoples’ 
“welfare” including “changes to health needs, concerns/complaints, Mental Capacity, 
Safeguarding, “Accidents or near misses, “Staff sickness, and “Maintenance”. The second 
audit included information demonstrating oversight as a responsible individual, including 
“Supervision of Management of the service”, “Duties in relation to the service manager” and 
“Duty to visit the service”.  These documents demonstrated a clear oversight of the service 
and the care provided. We also observed they knew people well and the visitors book 
documented the responsible individual visited the service on most days. We were informed; 
they were in the process of compiling the quality report to include information gathered by 
them via feedback and audit. People living in the home and their families are consulted with 
about their care; however, the manager and responsible individual should consistently 
document audit and review of care, in order to demonstrate their level of oversight. 

This service would benefit from additional staff during certain times; staff have the 
knowledge, competency, skills and qualifications to provide the levels of care and support 
required. We observed staff were competent and attentive towards people. We found the 
staffing levels were in line with regulation, and consistent with what had been stated in the 
statement of purpose i.e. “three social care workers on duty from 7.30am -10am each day, 
two care staff from 10.30-4.30pm and three staff between 4.30pm-5pm and two staff 
between 5pm and 8pm, when night staff work until 7am”. However, we found, during the 
times when there were only two care staff, they were very busy. During a Short 
Observational Framework (SOFI) observation, a tool which assisted in the assessment of 
staff interaction and the well-being of people. One person was unattended to for over half 
and our and staff did not interact with them. Two care staff told us they are busier during the 
times when there were two care staff only and “there isn’t enough staff on so we can do 
activities or go out’’.  We spoke with the manager and responsible individual about staffing 
levels and we recommended people would benefit from an additional staff member during 
10.30am and 4.30pm. Although they acknowledged cost implications of an additional care 
staff, they informed us they were in the process of recruiting an activities coordinator. The 
manager informed us, senior staff were qualified to diploma level and National Vocational 



Qualification (NVQ) level three and care staff had achieved Credit and Qualification 
Framework (CQF) two and three. We viewed four staff files and found certificate evidence 
of this within staff files. We found evidence via DBS and references; staff were safely vetted 
and recruited and received a thorough induction with a period of observation for the first 
three weeks. We reviewed staff DBS and two care staff confirmed they received induction 
and were monitored. Care staff are appropriately vetted, recruited and supported, although 
people would benefit from an additional member of staff to enhance peoples’ well-being.      



5. Improvements required and recommended following this inspection

5.1  Areas of non-compliance from previous inspection

This was the first inspection undertaken since the service was registered and approved 
under RISCA. 

5.2  Recommendations for improvement

We recommend the following:

 Care staff to record times and nature of care provided for people to determine what 
care is needed

 Care staff to review service policies and procedures and this should be evidenced 
with signatures and dates.

 Revise the Personal Emergency Evacuation Plans in personal files to include more 
detailed and personalised information.

 Review date of risk assessment documented and to reflect evaluation of care, which 
takes place once a month. 

 Care files to be reviewed and organised. 

 Review current supervision template to reflect a more thorough account; i.e. less tick 
box.

 Appraisals to be reviewed annually with all care staff.

 Fire safety drills to be documented and process followed by service to show 
evidence of dates and how these have taken place. 

 DBS and identification of staff included in care staff files, rather than stored 
separately.

 Care staff references to be included in staff files; reasons provided in file if these are 
not available. 

 Staff ratios and rota times to be reviewed with further consideration given to the 
recruitment of additional staff to facilitate activities in and away from the home. 



6. How we undertook this inspection 

We Care inspectorate Wales (CIW) carried out a full, unannounced inspection at the 
home on 8 August 2019 between the hours of 10:00 hours and 18:00hours. 

The following methods were used:

 We spoke with six people living in the home, the registered manager, two on duty 
care staff, the cook and the responsible individual.

 We used the Short Observational Framework for Inspection (SOFI2) tool, which 
enables us to observe the care provided by staff members. 

 We viewed various areas of the home, including a sample of bedrooms, the kitchen, 
bathrooms, toilet areas and communal areas, including the dining room.

 We looked at a range of documentation; we focused on four peoples’ care records, 
statement of purpose, responsible individual report record, staff rotas, medication 
records, staff files and recruitment process, staff training program and staff 
certification, staff supervision, maintenance record, health and safety records. 

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 Bodelwyddan Residential Care Ltd.

Manager Michelle Elison

Registered maximum number of 
places

16

Date of previous Care Inspectorate 
Wales inspection

This was the first inspection since being registered 
under RISCA

Dates of this Inspection visit(s) 08/08/2019

Operating Language of the service Both

Does this service provide the Welsh 
Language active offer?

This is a service that is working towards the 
Active Offer’ of the Welsh language. 

Additional Information:

Date Published Insert_Report_Published_Actual_Do not_Delete


