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Summary 

About the service 

Meadowlands is a purpose-built care home situated close to the town of Aberdare. The 
home is registered with the Care and Social Services Inspectorate Wales (CSSIW) to 
provide nursing and personal care for a maximum of 52 people over the age of 18 who 
have dementia care needs. 
 
The registered provider is HC-One Ltd. and there is a nominated responsible individual 
overseeing the management of the home. The person currently fulfilling the role of 
manager is not registered with the Care Council for Wales as per legal and regulatory 
requirements and is therefore not registered with CSSIW.  

 

What type of inspection was carried out?

We (CSSIW) visited the home on an unannounced basis on 17 December 2014 between 
the hours of 18:50 and 00:30 (18 December). We drew up an inspection plan based on the 
information we had received since our last visit, which included receipt of two concerns 
relating to low staffing levels and safety of residents at the home. This led us to plan a 
focused inspection where we examined the quality of life, wellbeing and safety of 
residents, while also giving attention to staff sufficiency. To inform our report we 
considered the following sources of information: 
 

observation of care practice and evening/night-time routines in the home 

discussion with appointed manager, and feedback from staff and a visiting relative 

five resident care files and their daily records 

 the home’s accident and incident book 

brief visual inspection of the building 
 

 

What does the service do well? 

We did not identify any specific areas of excellence within the focus of this inspection that 
were over and above the practice determined by the National Minimum Standards for Care 
Homes for Older Adults in Wales 2004. 
 

 

What has improved since the last inspection? 

We found some improvements in respect of residents’ fluid intake charts which the carers 
maintain. 24 hourly totals were now being calculated so that it could be seen at a glance if 
the resident concerned was at risk of dehydration. 
We found that the environment offered more support and stimulation for people with 
dementia. Memory aids and activities had been provided for the residents’ benefit.  
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What needs to be done to improve the service? 

We found that the registered person has not ensured that the care home is conducted so 
as to make proper provision for the care and, where appropriate, treatment, education and 
supervision of service users. This signifies a breach of Regulation 12 (1) (b) of the Care 
Homes (Wales) Regulations 2002, for which we have issued a non-compliance notice. 
This matter will be referred to in the body of the report and details provided in a separate 
non-compliance report.  
 
We found that the appointed manager has not made progress in completing the necessary 
qualifications to register with the Care Council for Wales. As such the home is non-
compliant with Regulation 9 (2) (b) (ii) of the Care Homes (Wales) Regulations 2002 and 
we have issued a notice to this effect. Managing a care home without being registered with 
the Care Council for Wales is an offence under the Care Standards Act 2000 (Part II; 
Section 10) and it is the responsibility of the registered person to ensure legal and 
regulatory compliance is achieved for the safety and wellbeing of the residents.  
 
We also made the following recommendations to ensure positive outcomes for people 
using the service: 

 the registered person should regularly review staffing levels to ensure there are 
sufficient staff on duty to meet the residents’ needs 

 nursing staff should ensure that the resident (or their representative) is consulted 
whenever their planned care is revised as outlined in Regulation 15 (2) (d) 
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Quality Of Life 

People living at the home are treated kindly and with respect. We saw nurses and care 
staff demonstrating understanding of residents as individuals during their interactions 
with them. Some were responding positively to their approach. We found however that 
residents’ needs were not always being met in full or addressed in a timely manner. 
 
As our visit took place during the evening, we were not present at a mealtime but found 
from our observations of the environment, documentary evidence and conversations with 
staff that people benefit from healthy, nutritious meals. We saw carers supporting 
residents with hot and cold drinks and ensuring they were adequately hydrated. There 
was a four-weekly menu plan on display on the dining room wall so that people could see 
what meals were being provided. These appeared to be well-balanced and varied. We 
spoke with staff who told us that people with specific dietary needs e.g. vegetarians and 
individuals with swallowing difficulties are also catered for and are offered choices.  
 
On the whole, people receive support to remain healthy and have access to medical care 
when needed. We looked at a sample of resident care files and the daily recordings 
maintained by care staff on both floors of the building. We found that the latter had 
improved in respect of fluid intake recordings. Care staff were now totalling residents’ 24 
hour fluid intake where needed so that people at particular risk of health problems, 
relating to a poor fluid intake, could be easily identified. We saw that while most care 
plans were person-centred and reviewed on a regular basis, there was a lack of evidence 
that residents or their representatives had been consulted when revising planned care. 
This requirement is specified in Regulation 15 (2) (d) and serves to ensure positive 
outcomes for residents. 
 
The sample of resident care files we examined did not contain personal emergency 
evacuation plans (PEEPs). As such there was a lack of evidence of the home’s person-
centred arrangements to move each resident to a place of safety in the event of fire. This 
lack of care provision constitutes a failure under Regulation 12 (1) (b). 
 
Examination of the accident and incident book revealed numerous unwitnessed events 
over the past month which could have resulted in serious injuries. The residents involved 
required close monitoring because of their behaviour. These incidents are described in 
detail in the separate non-compliance report. We also found that a care file lacked 
pertinent information regarding the needs of a resident with insulin-controlled diabetes, 
and conversations with care staff revealed that they had not received training in caring 
for people with diabetes. These concerns were brought to the attention of the appointed 
manager during our last inspection visit and indicate a further breach of Regulation 12 (1) 
(b) as residents are not receiving adequate supervision or having their needs met 
appropriately. 
  
In view of the above, we have issued a non-compliance notice in respect of Regulation 
12 (1) (b). This failure needs to be addressed as a matter of urgency. 
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Quality Of Staffing 

People at the home are supported by staff who want to make a positive difference to the 
lives of those they care for. We saw that the carers worked diligently and related calmly 
to the residents. We spoke with care staff who told us they enjoyed their work very much 
but several admitted to feeling very stressed because of staff shortages. A visiting 
relative informed us that “the carers are excellent. They all work very hard but there are 
not enough of them.” 
 
Residents cannot always be confident that they will receive timely support from staff or 
receive adequate supervision to ensure their safety. We saw a resident who required 
close supervision walking the corridors on her own while night care staff were assisting 
other residents to bed. We spoke with a nurse who told us that it is very difficult for her to 
provide supervision for restless or mobile residents in the lounge area or corridors at 
such times while trying to give out medication.  
 
We spoke with several members of staff who told us staff morale was very low and 
expressed their fear of coming into work because they felt residents’ health and safety 
was being jeopardised as a result of inadequate staffing levels.  At the time of our last 
inspection visit, we were told that staffing levels would be regularly reviewed to ensure 
there is always enough staff on duty to meet residents’ needs. However, we found that 
additional support had not been provided, and plans to place an extra carer to work on 
the first floor every day had not been possible due to staff shortages on the ground floor. 
 
We were assured during our last inspection visit in October 2014 that the home would 
only accept new admissions if they were confident that they could fully meet the 
residents’ needs. We found that five residents had been admitted recently; two of whom 
have significant behavioural problems and high levels of need and that more residents 
were to be admitted in January. One of the new residents was very restless during our 
visit and slid to the floor from her chair in the lounge while staff were assisting others to 
bed. Following a brief check for possible injuries, we then saw staff manually lifting the 
resident concerned onto her feet instead of using appropriate moving and handling 
equipment.  
 
We spoke with night staff who told us there was no contingency plan in place to ensure 
residents’ needs are met promptly when one of the carers on duty has to accompany a 
resident to hospital. They stated that this situation has resulted in residents having to wait 
until the day staff commence duty before their needs can be met. We were also informed 
by a member of staff working by day that there are times when staff shortages prevent 
them from carrying out regular continence care which results in residents being left wet 
or soiled. Another staff member stated that they are told to put residents to bed in the 
afternoon when there are not enough staff on duty to supervise them. This suggests that 
daily routine at the home is influenced by the needs of staff rather than by the choices of 
the residents and undermines the aims of person-centred care.  
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The above concerns indicate a lack of care provision and supervision of residents which 
the registered person should address as a matter of urgency. 
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Quality Of Leadership and Management 

People living at the home cannot always be confident that the home can fully meet their 
needs as it is not being run with due care and attention to regulatory requirements.  
We spoke with the appointed manager and found that she had not had the time to make 
progress with her studies to acquire an appropriate qualification to manage a care home 
and to subsequently register with the Care Council for Wales. This constitutes a breach 
of Regulation 9 (2) (b) (ii) for which we have issued a non-compliance notice. At the time 
of our last inspection, due to her lack of management experience and appropriate 
registration, the appointed manager was being supported in her role by a registered 
manager from another HC-One home. We were informed that this support was 
discontinued a number of weeks ago. We spoke with staff who told us that lack of 
effective leadership has contributed to the stress and felt by staff as they do not feel 
supported by the management.  
 
We did not look at other aspects of this domain on this occasion but quality of leadership 
and management will be considered in detail in a future inspection. 
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Quality Of The Environment 

This domain was not the focus of our inspection visit but will be considered in depth at a 
future inspection. We found, however, that residents do not always experience a clean 
and fresh environment. As we entered the first floor corridor, we noticed a strong smell of 
urine. We drew this to the attention of the temporary manager, as malodours had not 
been evident on our previous visits.  
 
We found that progress had been made in ensuring that people can enjoy a stimulating 
environment. Pictures and orientation aids were visible on the walls of corridors and 
communal areas, and a tactile board of locks and latches had been erected as an 
effective memory-triggering activity for residents with dementia. 
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How we inspect and report on services  

We conduct two types of inspection; baseline and focussed. Both consider the experience 
of people using services. 
 

 Baseline inspections assess whether the registration of a service is justified and 
whether the conditions of registration are appropriate. For most services, we carry out 
these inspections every three years. Exceptions are registered child minders, out of 
school care, sessional care, crèches and open access provision, which are every four 
years.  

 
At these inspections we check whether the service has a clear, effective Statement of 
Purpose and whether the service delivers on the commitments set out in its Statement 
of Purpose. In assessing whether registration is justified inspectors check that the 
service can demonstrate a history of compliance with regulations.  

 

 Focused inspections consider the experience of people using services and we will 

look at compliance with regulations when poor outcomes for people using services are 
identified. We carry out these inspections in between baseline inspections. Focussed 
inspections will always consider the quality of life of people using services and may look 
at other areas.  

 
Baseline and focused inspections may be scheduled or carried out in response to concerns. 
 
Inspectors use a variety of methods to gather information during inspections. These may 
include; 
 

 Talking with people who use services and their representatives 

 Talking to staff and the manager 

 Looking at documentation 

 Observation of staff interactions with people and of the environment 

 Comments made within questionnaires returned from people who use services, staff 
and health and social care professionals 

 
We inspect and report our findings under ‘Quality Themes’. Those relevant to each type of 
service are referred to within our inspection reports.  
 
Further information about what we do can be found in our leaflet ‘Improving Care and 
Social Services in Wales’. You can download this from our website, Improving Care and 
Social Services in Wales  or ask us to send you a copy by telephoning your local CSSIW 
regional office. 

http://wales.gov.uk/cssiwsubsite/newcssiw/publications/leaflets/puttingpeople/?lang=en
http://wales.gov.uk/cssiwsubsite/newcssiw/publications/leaflets/puttingpeople/?lang=en
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Care and Social Services Inspectorate Wales 

 

 

 Care Standards Act 2000 

Non Compliance Notice 
 

Adult Care Home - Older 

 
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 CSSIW taking action in line with its enforcement policy. 
 

Further advice and information is available on CSSIW’s website  
 www.cssiw.org.uk  

 
Meadowlands 

 
 

Abernant Road 
  

Aberdare 
CF44 0PY 

 
Date of publication:  06 February  2015 

mailto:psi@nationalarchives.gsi.gov.uk
http://www.cssiw.org.uk/
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Quality of Life 

 

Non-compliance identified at this inspection and action to be taken 

 

Action to be taken Timescale for 
completion 

Regulation number 

The registered person should take 
whatever measures are necessary to 
make proper provision for the care 
and supervision of service users. 

30th March 2015 12 (1) (b)  

 
This notice summarises relevant evidence. Information is also set out in the accompanying 
report. 
 
The registered person is not compliant with Regulation 12 (1) (b) of the Care Homes 
(Wales) Regulations 2002. 
 
“The registered person shall ensure that the care home is conducted so as to make proper 
provision for the care and, where appropriate, treatment, education and supervision of 
service users.” 
 
Evidence: 

 We looked at the home’s accident and incident book and found that at least seven 
unwitnessed incidents had occurred over the past month which compromised the 
safety and wellbeing of residents and which could have resulted in serious injuries or 
death. Examples of documented events are as follows: 

Three unwitnessed incidents occurred in December 2014 involving Resident One.  
1. On 2/12/14 he was found on the floor having sustained a laceration to his head. 
2. On the evening of 6/12/14, Resident One was found outside in the garden. He 

had been out of doors at least 30 minutes before staff noticed his absence. 
Resident One sustained scratches all over his body and suffered mild 
hypothermia for which a paramedic was called. 

3. Resident One was found lying on the floor with his foot on a dining room chair.  
(No apparent injuries were sustained on this occasion). 
 
 
On 28/11/14 Resident Two fell and sustained cuts to his forehead and elbow for    
which he was treated in the local accident and emergency department. On 
14/12/14, staff noticed that Resident Two was missing. He was found in the 
bedroom of another resident with the flex of the nurse call bell wrapped around 
his neck. It had been recorded in his monthly care plan evaluation on 5/11/14 that 
“(Resident Two) remains mobile. Closely monitored for his own safety.” This 
incident suggests that this was not the case on this occasion. We found from a 
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record that staff monitored Resident Two’s whereabouts every 30 minutes 
following this incident although there was no risk assessment and action plan in 
place to indicate how care was being provided to prevent similar occurrences in 
the future. 

 

 We were informed by staff that on the night of 9/12/14, Resident Three was 
accompanied to hospital during the early hours by one of the night carers. This left 
one carer attending to the residents’ needs on the first floor and one nurse covering 
both floors as there was already a shortage of staff. It was reported to us by a staff 
member that some residents had to wait until the day staff came on duty at 8 a.m. 
before their needs could be met. No contingency plan was in place for such 
eventualities to ensure that residents’ needs continue to be met in a timely manner. 
 

 Other care staff informed us that due to staff shortages, the appointed manager has 
recently told them to put residents to bed in the afternoons on occasions when there 
are not enough staff on duty to supervise them. This shows that on occasions daily 
routines work around staffing needs instead of as a response to residents’ care 
choices. 
We were also told by staff that there are times when there are not enough carers on 
duty for them to work in pairs to carry out the personal care needs of immobile 
residents. This has resulted in residents being left wet or soiled. 
 

 During our evening visit we saw a resident walking along the corridors on the first 
floor unsupervised while the two carers were busy putting other residents to bed and 
the nurse was occupied with medication administration. This person is prone to falls 
and displays aggressive behaviour. Her care plan indicated that close supervision is 
needed. 
 

 While staff were busy assisting others to bed, we saw a resident slide from her 
armchair onto the floor. After checking briefly that the person had not sustained 
injuries, the staff who came to assist her lifted her manually from the floor instead of 
using appropriate moving and handling equipment. This placed the resident at risk 
and demonstrated a lack of staff competence. 

 

 We looked at the care file of a resident who has insulin-controlled diabetes. Although 
we found information pertaining to his medical condition, no reference was made to 
the resident’s nutritional needs on the relevant care plan and no risk assessment 
was in place regarding hypoglycamia; a serious complication of diabetes. Through 
conversations with care staff, we discovered that they had not received training 
relating to the management of diabetes. This places residents with this condition at 
considerable risk. 

 We examined five resident care files during our inspection visit. We found that none 
contained personal emergency evacuation plans (PEEPs).  As such there was a lack 
of evidence of the home’s person-centred arrangements to move each resident to a 
place of safety in the event of fire. 
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Impact: 

Non-compliance with Regulation 12 (1) (b) has resulted in injuries or near miss 
incidents for residents. Their needs have not been met in a timely manner and their 
dignity has been compromised. Residents’ rights and choices have been restricted 
and lack of appropriate care provision and supervision continues to jeopardise their 
health and safety. 
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Quality of Leadership and Management 

 

Non-compliance identified at this inspection and action to be taken 

 

Action to be taken Timescale for 
completion 

Regulation number 

The registered person should 
ensure that the home is being 
managed by someone who has the 
necessary qualifications, skill and 
experience to do so. 

30th March 2015 9 (2) (b) (ii)  

 
This notice summarises relevant evidence. Information is also set out in the accompanying 
report. 
 
The registered person is not compliant with Regulation 9 (2) (b) (ii) of the Care 
Homes (Wales) Regulations 2002. 
 
Evidence: 
 

 We spoke with the appointed manager and found that she had not had the 
opportunity to progress with her studies to acquire the management qualifications 
needed to manage a care home.  
 

 As a result of the above, the appointed manager cannot register with the Care 
Council for Wales. This constitutes an offence under the Care Standards Act 2000 
(Part II; Section 10). 
 

 Prior to commencing her role as deputy manager in Meadowlands last summer, and 
subsequently fulfilling the role of appointed manager in October 2014, the person 
concerned had not had any experience working in a care home setting. 
 

 

Impact: 
 
The inexperience of the appointed manager places residents at risk and breach of the 
above regulation demonstrates the provider’s failure to carry on the service with sufficient 
care, competence and skill. The law requires the registration of any person managing a 
service and therefore it is expected that a manager appointed to cover a temporary 
absence or vacant post is registered and holds the necessary qualifications for such 
registration. 
 
 


