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Summary 

About the service 

Pen-Y-Garth care home is registered with Care and Social Services Inspectorate Wales 
(CSSIW) to provide personal care for up to forty four (44) persons aged over 65 years with 
a diagnosis of Dementia. Within the overall numbers are included up to five (5) persons 
under the age of 65 years. 
 
The registered provider is Pen-Y-Garth Care Homes Ltd and the responsible individual 
nominated is Mr Keith Symms. 
 
The registered manager is Mrs Michele Roberts, who has the appropriate management 
qualification and is registered with the Care Council for Wales. 
 
The home is located in the village of Brymbo on the outskirts of Wrexham; it has large 
maintained grounds which includes an unguarded “elevated purpose built ornamental 
pool.” The home is located near to local shops and amenities. The home exceeds the limit 
set by the National Minimum Standards in respect of shared rooms. 
  

 

What type of inspection was carried out?

We (CSSIW) conducted a Focused Inspection to specifically review the areas of non-
compliance outstanding from previous inspections. 
We observed mealtimes and an activity session, spoke with 15 service users, looked at 
care records, audits, staff files and training records. We spoke with the manager, deputy, 
activities co-ordinator and other staff members and we walked around various areas within 
the home. 
 

 

What does the service do well? 

The service is expected to operate to at least the National Minimum Standards and within 
this inspection we did not observe any practice which exceeded this. 

 

What has improved since the last inspection? 

There was significant improvement in the knowledge and practices of the manager, the 
activities on offer for the service users, staff training and the monitoring and audit systems 
within the home. These measures have ensured that the home is now compliant with 
those regulations identified in previous reports. Some of the good practice 
recommendations have also been introduced. 

 
What needs to be done to improve the service? 

There were no new non-compliance notices issued as a result of this inspection however 
some of the good practice recommendations from the previous inspection are still relevant. 
We had received a notification that the lift was out of order and saw evidence of 
appropriate risk plans and actions taken. However, although the manager has taken all the 
possible steps within her control, the length of time this is taking is impacting on the 
freedom of movement around the home of people who are unable to use the stairs. 
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Good practice recommendations 
 
The registered person should give serious consideration to making the meal time 
experience more positive for people. National Minimum Standard 16 
 

The registered person should ensure that care records are dated, signed and fully 
completed. National Minimum Standard 7 
 
The registered person should ensure that at least 85% of rooms are for single occupancy. 
National Minimum Standard 37.13 
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Quality Of Life 

Overall people can be positively occupied and stimulated. This is because the activities 
co-ordinator has developed weekly and monthly varied activity planners. There was 
evidence in the form of photographs depicting activities the service users had 
participated in. We observed various games and reminiscence items both available and 
being used by the staff on duty during our visit. Through discussion with the activities co-
ordinator and reviewing individual case files it was evident that staff will be aware of 
activities enjoyed by particular individuals. The recording of this vital information should 
be continued to enable staff to engage in meaningful activities with the people using the 
service. Through discussion with service users they feel that they are given opportunities 
to engage, or not, in a variety of activities which are both mentally and physically 
stimulating. The non-compliance in relation to Regulation 16 (2) (m) has now been met. 
 
The care plan file for one individual, newly admitted to the home, was not fully completed 
and therefore the recommendation from the previous report, “The registered person 
should ensure that care records are dated, signed and fully completed. National 
Minimum Standard 7” still needs to be addressed.  
 
Overall people benefit from a more enjoyable mealtime experience. This was evidenced 
by direct observation of positive interactions between staff and service users and service 
users and each other at lunchtime. As the lift is currently out of action some individuals 
were receiving meals in their bedrooms and staff were sitting with them and interacting 
positively. One part of the home has a smaller dining room which accommodates 19  
individuals. It was observed that this created a cramped environment and although the 
individuals currently residing in the home did not make any complaint about this,  some 
thought should be given to staggering mealtimes to make this a more enjoyable 
experience for all concerned.  It was observed that the menu for the day was written in 
pink chalk on a blackboard. Whilst it is positive to see that service users are made aware 
of what is on offer, this method alone may not enable service users with Dementia to 
identify the choices. Consideration should be given to the use of a variety of methods to 
ensure that service users can make a positive choice about what they wish to eat This 
was discussed with the manager during the feedback session. 
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Quality Of Staffing 

Overall people can feel confident that staff responsible for their care have received 
training in areas specifically designed to meet their needs. This was evidenced by a 
review of the training matrix supplied by the manager, which records that all care staff 
have undertaken a two day “Specialist Dementia” course, the last of which was taking 
place during our Inspection. The matrix and staff records show that staff have undertaken 
Mental Capacity Act (MCAct) and Deprivation of Liberty Safeguards (DoLs) training, this 
was provided by the Consultant engaged by the provider. Staff x 15, have completed 
Infection Control training provided by Flintshire County Council in April 2014. The non-
compliance in relation to Regulation 18 (1) (c) (i) has now been met. 
 
Overall people can be confident that they are being supported by staff who are 
appropriately supervised. This is because there is evidence within the staff files of 
supervision taking place. A new form has been introduced which covers the crucial 
elements to ensure staff practices, knowledge and training are discussed and actioned. 
Staff spoken with confirmed that supervision is taking place and they feel confident to 
raise and discuss issues with their supervisor. Some staff supervisions have been 
delegated to the deputy manager and other senior staff. In order to sustain this 
development consideration should be given to the development of a method to identify 
which staff supervisions are due and when. This will assist with the planning and 
preparation of both supervisor and supervisee and ensure that timely supervision takes 
place. This was discussed with the manager during the feedback session. The non-
compliance in relation to Regulation 18 (2) has now been met. 
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Quality Of Leadership and Management 

Overall people can confident that the skills, knowledge and practice of the manager have 
improved since the last inspection. The manager had already undertaken “Specialist 
dementia” training in October 2013 and has attended the MCAct and DoLs training along 
with the other staff this year. She has attended Protection of Vulnerable Adults (POVA) 
training at level 3, the level recommended for senior staff. 
 
The manager receives monthly supervision from the consultant engaged by the provider 
and has used this as a platform to improve her knowledge and practice. This was 
evidenced through discussions with her, where she was able to identify what people with 
Dementia need in terms in care and environment. She has purchased appropriate 
literature which is available to staff to read and utilise. The manager is supporting one of 
the senior staff to become a Dementia Champion for the home. There has been an 
introduction of greater person centred care; the individual activities people enjoy, the 
purchase of photograph frames to help identify their own rooms, the use of memory 
boxes, the purchase of reminiscence items and the increased positive interactions 
between staff, including the manager, and the people living in the home. The non-
compliance in relation to Regulations 10 (1) and 10 (3) have now been met. 
 
The manager and the consultant, have utilised the University of Stirling Dementia Design 
Audit Tool. In May 2014 the service scored 64.2% which is defined by the tool as “an 
adequate example of a design for people with Dementia.” This is a positive step forward 
and has identified areas where improvements need to be made to improve the service.  
However the home has not yet devised an action plan to address some of the issues. It is 
recommended that an action plan is created which allows the home to continue to make 
improvements. This was discussed with the manager during the feedback session.  
 
As well as the audit described above several others have been introduced to ensure that 
the home reviews the quality of care. Audits examined included: “a walk about” and 
infection control, both of which are completed by the manager on a two monthly basis 
and identify actions and a kitchen audit which is completed three monthly. The 
Regulation 27 visit done in November was not available for us to read and will be 
forwarded to CSSIW. The Quality Assurance audit viewed did not show that an action 
plan had been drawn up, this is necessary to demonstrate how the service is going to 
respond to areas highlighted as a result of consultation with service users, their 
representatives, local authorities, other professionals and staff working at the home. 
 
 A medication audit was conducted, using the Oxfordshire CCG/NHS Audit Tool, by the 
consultant, engaged by the provider, in April 2014. It was noted that this should be 
reviewed on a six monthly basis therefore needs to be completed. There were actions 
identified from this which the manager and deputy both stated had been completed, 
however, the documentation does not reflect this. It is recommended that where action 
plans have been drawn up, the dates and person completing are recorded. This was 
discussed with the manager during the feedback session. The non-compliance in relation 
to Regulation 25 has now been met. 
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Quality Of The Environment 

This inspection focussed on the areas of outstanding non-compliance however, this is an 
area which will be considered in the next inspection.  During this inspection we did 
observe the environment and noted that the home continues to have more shared rooms 
than the National Minimum Standards recommend. This was discussed with the manager 
during feedback.  
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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  or ask us to send you a 
copy by telephoning your local CSSIW regional office. 


