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Description of the service 

Pen-Y-Garth care home is in Brymbo on the outskirts of Wrexham. The service is registered 
with the Care and Social Services Inspectorate Wales, (CSSIW), to provide accommodation 
and personal care for up to 44 persons aged over 65 years with a diagnosis of dementia. 
Within the overall numbers are included up to five persons under the age of 65 years. The 
registered provider is Pen-Y-Garth Care Homes Ltd and they have appointed a responsible 
individual. The registered manager is Mrs Michele Roberts. 
 

Summary of our findings 
 
1. Overall assessment 

 

People receive care and support from staff familiar with their needs. Positive and friendly 
relationships were seen between staff and people living at the home and people’s needs 
are met promptly. People are supported with their appearance in line with individual 
preferences. People enjoy the food with a menu that changes two weekly. Support at 
mealtimes is not always provided in line with good practice, for example by sitting with 
people at meal times. Care practice is not consistent across both areas of the home. Not all 
people are encouraged to be as independent as possible and would benefit from a more 
person centred approach to the way care and support is offered by staff. 
 
Care records checked, (six), are not up to date or always reflective of people’s current care 
and support needs. Records do not always include guidance for staff about how to provide 
appropriate care, for example when people have a diagnosed medical condition, or what to 
do if people become unwell. Records do not always include information about when 
referrals were made to medical professionals when necessary, for example when people 
lose weight and referrals were not always completed promptly.     
 
The home is well maintained, clean, tidy and plans are in place to refurbish and redecorate 
the home to offer an improved environment for people. Measures are not in place to make 
sure staff are aware of safe working practices, for example when staff are using cleaning 
products. People are supported to use the garden throughout the year, weather permitting. 
People would benefit from a dementia friendly approach to the environment, for example by 
providing memory boxes outside people’s bedrooms to promote their independence.  
 
The service does not always complete checks and recruit staff in a way that ensures they 
are suitable to work with vulnerable people. Staff are provided with training opportunities 
but this is not always arranged promptly when people start work and refresher training is 
not always available.  Staff are not always provided with formal supervision of their practice 
and an annual appraisal. 
 
We could not evidence measures are in place to assess and monitor the quality of the 
service provided, and how this affects the quality of life for people living at the home. Whilst 
we were advised plans are in place to improve the environment the manager could not tell 
us how this will impact on the quality of life and outcomes for people. 
 
The leadership and management of the home does not demonstrate effective systems are 
in place to monitor the quality of the service people receive or that staff are recruited safely, 



 

 

given clear direction  and their potential developed through appropriate training and 
support. 
 
 
2. Improvements 

We found there had been some improvements at the home and were informed, 

following the inspection, of several other areas where the registered person’s believed 

that improvements had been made. These include: 

 Sensory items have been purchased to be used during activities to provide 

stimulation and enjoyment for people using the service. 

 People have been supported to use the garden and have picked apples from the 

trees in the garden. 

 The home (along with others in the Wrexham area) is working in a project led by 

Stirling University to further develop care planning and this work is nearing 

completion. The home’s work will be assessed by Stirling University. 

 There has been a small reduction in staff turnover in the past 6 months. 

 New tumblers had been purchased for people to use when having cold drinks. 

 

3. Requirements and recommendations 

 

Section five of this report sets out our recommendations to improve the service and the 
areas where the care home is not meeting legal requirements.  
 
We have issued a non compliance notice relating to medicines management and health 
and welfare. We have also advised the registered person(s) that improvements are needed 
in relation to staff supervision, staff recruitment and staff training as they are not fully 
compliant with the regulatory requirements in these areas.   
 

We have also noted the following as areas that require improvement.  

 

 Mealtimes and menus should be reviewed. 

 All records must be completed, dated, signed and kept securely. 

 Risk assessments relating to safe working practices for staff should be reviewed and 

updated. 

 

 Improvements should be made in infection control practices. 

 

 The statement of purpose and service user guide should be reviewed and updated. 
 

 Staff rotas should identify the designated and qualified first aider.  

 

 An ‘out of hours’ rota should be in place.  

 



 

 

 Improvements should be made in the way the service is monitored and how the 
home is managed.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 
 
 
 

1. Well-being  

 
Summary 
We saw that most people had good relationships with staff with a high level of positive 
interactions between staff and people living in the home. We did observe less positive 
interaction in one instance as we found that during this observation a member of staff did 
not engage positively with people and did not support and encourage them to be 
independent. We saw that shared rooms did not have the same degree of personalisation 
as single rooms. We consider that there were challenges for staff in responding to 
competing needs of people who share rooms and that over the night time period it could be 
difficult to ensure that meeting one person’s needs did not compromise the other person’s 
choices.  
We were told of plans to alter and refurbish the premises which are, in part, intended to 
provide additional bedrooms. 
 
Our findings 
People are supported by staff to maintain their appearance and dignity in line with their 
individual wishes and preferences. Staff spoken with told us they supported people with 
their personal grooming in line with their preferences and wishes.   
 
During periods of general observation we saw people having conversations with each other 
and with staff in the lounges and the dining room. Staff were alert and responsive to 
people’s changing needs and responded confidently. We saw people approaching staff to 
seek reassurance and that staff listened and were responsive to this need. We saw people 
and staff joined in with banter and jokes and that staff were caring and empathetic in their 
approach.  Some people made decisions to move away to quieter areas and we found that 
many people were able to exercise choice as to where and how they spent their time. We 
saw that staff strove to ensure that people with and without capacity were able to make 
choices about where to spend their time – people were supported to go outside to the 
garden area and one person went out with the maintenance man to collect goods.  
 
Whilst we were undertaking the SOFI observations, (in the original house), one person was 
reading the paper and listening to music, the T.V was also on. We saw that 3 people were 
asleep and 5 were awake. During this SOFI observation period there were no 
conversations between staff and people living in the home, but there were some 
conversations between people who live in the home.  
 
During the SOFI observation we saw one example of less positive staff interaction, where a 
member of staff was present in the lounge but did not interact positively with people. We 
saw her discouraging people from moving around by asking them to sit down and not 
offering assistance when they were struggling to get off a sofa.  
 
We saw that there were periods during the day where more structured activities were 
offered to all people living at the home; people had choice whether or not to participate. We 
consider that the activity co-ordinator’s approach was engaging and thoughtful. 
 



 

 

People have positive relationships with staff who are kind and considered in caring for 
them. People are supported to make choices as to how and where to occupy their time and 
what activities they wish to be involved with. On one occasion a member of staff did not 
positively engage or respond to people. 
 
People’s independence is not always encouraged in all areas of the home. We saw pictorial 
signage was in place in communal areas but not by bedroom doors.  Such signage is 
important in assisting assist people living with dementia in recognising their own room and 
orienting themselves around the home. This supports people living with dementia in 
maintaining a degree of independence and choice about where they spend their time. We 
saw that there were few prompts or memory aids to assist people living with dementia in 
orienting themselves and consider that this can limit people’s ability to independently 
choose where they want to be in the home. 
 
Following the inspection the registered persons provided an action plan which said that 
pictures and signage that had relevance to each person would be in place by the end of 
January 2017. 
 
Some people sharing a bedroom have differing needs and require different levels of staff 
support, particularly at night. We tracked four people accommodated in shared bedrooms 
by viewing records including their care plans, risk assessments, night reports and patterns 
of sleep.  In one shared room one person was at risk of waking at night, being disorientated 
and at high risk of falling. The other person in the room also needed regular help to 
reposition to reduce the risk of pressure area damage and needed staff support due to their 
risk of falling. In another shared room one person was at risk of waking during the night and 
would routinely rise at 5am whereas the other person liked to stay in bed until 8am. Staff 
told us that people in shared rooms who woke early were often taken downstairs to sleep in 
a chair so they didn’t disturb the person sharing the room. This may impact on people’s 
choice to remain in their room when they wake up. People’s capacity to benefit from privacy 
and personalised care at night may be compromised. We have been advised by the 
manager this will be addressed in the proposed improvements to the premises. 



 

 

2. Care and Support  
 
Summary 
Overall, the staff approach shows an understanding of people and their needs but there 
was a difference in approach between the two areas of the home. People are offered a 
choice of meals but not always offered appropriate support at mealtimes, for example by 
using pictorial signage and one to one support. Records are not always completed to make 
sure they reflect people’s full and current need for care and support. There is inconsistent 
written evidence that people are involved in decision making. Records are not fully 
maintained so as to show that the necessary processes are followed when people are not 
able to make decisions themselves. People do not always receive medicines as prescribed 
and checks are not made by the manager that medicines are being administered, stored 
and recorded correctly. 
 
Our findings.  
People’s direct care and support is offered when they need it and by kind and attentive 
staff. We saw staff responded to people promptly when they needed help or reassurance. 
People were comfortable with staff and enjoyed friendly banter with people who knew their 
individual needs and preferences.  We saw one member of staff stood against a wall 
watching people in one lounge but not engaging with them except when asking them to sit 
down. In this area we also saw one member of staff completing records but not talking with 
people whilst doing this. People are treated with kindness in their day to day care but staff 
do not always take opportunities to engage with people. 
 
People enjoy the meals but choice and variety could be improved. We were told after the 
inspection that a new menu offering more variety and a choice of meals was put into place 
on 1 January 2017. We saw food and drinks were offered as soon as people got up and 
throughout the day. People told us, “the food’s very good” and “I like the meals”. Staff told 
us the menu was repeated every two weeks with one hot meal available at lunchtime. On 
the day of the inspection there was no evidence of a second choice other than sandwiches, 
although staff told us an alternative meal would be provided on request.  The menu was not 
displayed so people could see what the meals were going to be. The manager told us that 
pictorial menus were available to help people make choices at mealtimes but we did not 
see this offered to anyone during the inspection. We saw a member of staff stood by people 
who needed prompting or help to eat and drink at lunchtime. They were stood by a table 
helping more than one person at a time to eat and drink, contrary to good practice. People 
are not offered a wide variety of meals and support is not always provided in a way that is 
dignified and person centred. 
 
People’s existing needs and preferences’ are understood by the staff caring for them. 
Records reflecting these could be improved to ensure there is holistic consideration of 
people’s changing needs to assist staff in anticipating and responding to changing needs 
and to reduce the impact of any risks to their well-being. We found 2 of the 6 care records 
we looked at were not accurate and reflective of people’s current needs. They were not 
updated when changes occurred and risk assessments were not always correctly or fully 
completed. On occasion this led to an under estimate of the level of risk and consequently 
mitigating actions were not put in pace in a timely manner.  In other care records there were 
recording discrepancies particularly in relation to risk assessment and a failure to cross 
reference the assessment findings. We saw one example where medical and healthcare 
professional advice was not sought in a timely manner. Falls assessment documentation 



 

 

had not yet completed for everyone living in the home although the manager was 
undertaking this work. We found insufficient information on care records about some 
people’s health, for example diabetes and how the interdependencies between their health 
needs should be considered. For example one record noted a high risk and likelihood of 
illness related to the person’s diabetes but it did not explain how to recognise the symptoms 
or what staff needed to do to reduce the risk or support the person if they became unwell. 
Records about people’s care and support needs are not always fully reflective of their 
current needs and not checked to make sure they are accurate and the level of risk correct. 
 
People are not supported by senior staff and a manager who has a good understanding of 
the Mental Capacity Act 2005 (MCA) and the Deprivation of Liberty Safeguards (DoLS) 
process.  We saw records contained applications made to the local authority to prevent 
people leaving the home due to concerns about their safety. Information about why an 
application had been made was not recorded and no details were recorded about what this 
meant for the individual so staff were not aware of individual’s needs in relation to this. 
Records checked did not include evidence of best interest decisions that sharing a room 
would be appropriate for people unable to make this decision themselves due to dementia. 
The Mental Capacity Act 2005, (MCA), does not allow relatives or staff to make this 
decision for people. The manager was asked to provide all documentation relating to the 
records we were checking but did not provide any information about DoLS.  
Decisions that affect people’s lives, including sharing a room with an unknown person are 
being made without the correct process being followed to ensure people’s legal rights are 
respected.  
 
People are not always receiving their medicines as prescribed by their Doctor, and they are 
not stored in a way which makes sure they are safe to use. At the last inspection in March 
2016 we identified that improvements needed to be made in the way medicines were 
managed. At this inspection we saw medicines were not always recorded when 
administered. The manager had introduced a form entitled’ MAR (Medication Administration 
Record), charts details not completed’. The form listed medication and the dates it had not 
been signed for on the MAR chart. The form asked staff to ‘complete the MAR sheet 
correctly’. Records seen included staff signatures. We spoke with the manager and told 
them it was not appropriate to sign records retrospectively. Changes on MAR charts, and 
medicines issued after the sheet had been printed had not been signed by two members of 
staff as recommended by the supplying pharmacist. Controlled drugs records were 
incorrect, not signed and no checks were made by the manager to see how medicines were 
managed or that staff were competent to do so. The manager told us that they delegated 
responsibility for medicines management to a senior member of staff. They were unable to 
provide evidence of medication audits and was unaware of issues identified at this 
inspection. The management of medicines is not sufficiently robust and is potentially 
unsafe. 
 
 



 

 

 

3. Environment  
 
Summary 
People live in a clean and homely environment. People live in a clean and homely 
environment. We saw that single rooms had been personalised to reflect people’s individual 
preferences. Shared rooms showed less personalisation or individualisation. Systems are in 
place to make sure the facilities and equipment are maintained and safe. Risk assessments 
relating to staff safe working practice need to be reviewed and updated so staff are 
provided with up to date safety information. Systems are not in place in communal 
bathrooms and the laundry to ensure good practice infection control measures to reduce 
the risk to people who live and work in the home acquiring healthcare associated infections. 
 
Our findings 
People are cared for in a clean and secure environment. We found one example where 
people’s independence or privacy was not promoted.  
The home was warm, clean, tidy and homely with some areas, including furniture and 
flooring becoming worn and needing refurbishment. We saw that people in single rooms 
had personalised them creating a homely feel with people having bedding, towels and 
furniture that were their personal choices and with photographs and personal items to assist 
them to feel attachment and belonging. We saw people in shared rooms had less 
opportunity to do this for example; both people in each shared room had the same bedding, 
towels and furniture. We saw few examples of personal items such as photographs to help 
people with dementia feel a sense of identity and belonging. We also found one example in 
a shared room where, one person, because of their needs, had been allocated a greater 
share of the storage available in wardrobes and chest of drawers. This left the other person 
with reduced space. The room did not contain any personal items belonging to either 
person to make it homely or to assist them in a sense of attachment and belonging. 
The manager told us plans were in place to address this, including alterations which would 
reduce the number of shared rooms.  Our conclusion is that people are cared for in a 
comfortable environment which does not always consistently meet their needs for privacy 
and independence. 
Following the inspection we were told that action had been taken to ensure that people in 
shared rooms had an equal amount of storage space. 
 
People’s well being is enhanced by access to an accessible garden. Staff told us events are 
held outside in fine weather and people encouraged to use and enjoy the garden all year 
round. We were told, for example, two people had been outside on the day of the inspection 
to pick apples from the tree. People’s well being is enhanced by having access to a 
pleasant outdoor space. 
 
 
People live in an environment that is well maintained but where measures relating to 
infection control in communal bathrooms and toilets are, on occasion, not in line with good 
practice.  
Records provided by the manager showed up to date and correct testing of facilities was 
carried out, for example fire alarms, emergency lighting and water temperature checks. 
Risk assessments and safety information for staff were out of date and needed to be 
reviewed and updated.  



 

 

Infection control measures were not always in place in communal bathrooms and toilets. 
We saw that the manager did undertake audits in relation to health and safety matters and 
we looked at an infection control audit record dated July 2016. This noted that the manager, 
‘regularly found soap left in bathroom areas at risk of cross contamination. It also records, 
that people’s chairs, hoists, wheelchairs and commodes had been checked and found to be 
‘cleaned but some grease and food residue found’.  On the day of the inspection we found 
some areas where there were health and safety issues, these include a broken waste bin, 
two waste bins that were not foot operated and an unclean bath seat.  
 
We saw a communal toilet pedestal was cracked and had been covered by ‘gaffer’ tape. 
The toilet had not been taken out of use. The laundry was used to store items including 
fabric suitcases and we saw the paint on the walls was flaking leaving the wall porous to 
liquids. The flooring around the washing machines was porous. The manager told us they 
would address these issues and improvements would be made to the laundry during the 
planned alterations and refurbishment. People are cared for in secure surroundings but 
may be at risk because management systems are not in place to check the environment is 
clean and hygienic. 
Following the inspection we were given an action plan showing that further action was to 
taken to improve infection control measures at the home. 



 

 

 

4. Leadership and Management  
 
Summary 
Information is available about the service, including complaints; this is in a Statement of 
Purpose and Service User Guide dated 2013. Some of the information in The Statement of 
Purpose requires updating. Staff are not recruited, trained or supervised in line with the 
service’s policies and procedures in a way that improves outcomes for people. Systems are 
not in place to measure the quality of the service provided or to evidence constant 
improvement and better outcomes for people.  
 
Our findings 
Information about the service is available in a statement of purpose and service user guide 
dated 2013 which incudes details of the complaints policy and procedure. We saw it 
needed updating to include management changes and details of how people whose first 
language was Welsh would be supported. We were provided with a revised copy of the 
Statement of Purpose following the inspection. People can access information about the 
service but this needs updating.  
 
Records checked showed that not all staff are recruited in line with the service’s policies 
and procedures. We checked seven staff records which did not include any evidence 
application forms were checked, or that two references and a satisfactory Disclosure and 
Barring Service (DBS) check were always received before staff started work. A record 
provided by the manager entitled ‘staff files incomplete’ and dated 8 September 2016 had 
identified missing documentation in 10 staff files. The record did not include any action 
taken to address this. There is no consistency in the way staff are recruited leaving people 
potentially at risk of unsuitable staff working at the home. 
  
Staff are not always provided with training that ensures they have sufficient opportunities to 
develop their skills and knowledge.  
We spoke with staff and the manager and looked at training records and the training matrix 
which showed the training available to staff. Staff told us that training was available and 
most people we spoke with had undertaken some training. There are established 
arrangements in place for staff to undertaken qualifying training; we were told that three 
staff had achieved the level 3 qualification for care staff and 2 staff had recently started this 
training. We were told by the manager that there were arrangements in place to provide 
new staff with formal induction into their work. We did not always see records of the 
induction undertaken on staff files. 
 
We found that the matrices showed that staff did not always undertake mandatory training 
in a timely fashion. For example the matrices showed that 9 of 55 staff (including the 
manager) had undertaken health and safety training. 
 
We concluded that while aspects of the approach to training were positive, overall we could 
not be satisfied that staff were provided with training to show that the registered persons 
were compliant with Regulation 18(1)(c)(i) as staff did not always receive training 
appropriate to the work they were to perform. 
As we found that most staff cared for people in a kind and sensitive manner we concluded 
that this failure to comply with the regulations did not result in poor outcomes for people. 
However, as the current approach does not ensure compliance with the regulatory 



 

 

requirement we are notifying the registered persons of this failure and they are expected to 
take action to address this lack of compliance. 
 
Arrangements to support and supervise staff, including when senior staff were not rostered 
for duty, were inconsistent, informal and require improvement. The manager told us she 
offered staff ongoing support, including on their return to work after absence. However, one 
member of staff spoken with told us they had not been offered a handover or update when 
they returned to work after an absence.  
 
We spoke with staff and the manager and looked at the staff files and supervision records 
to assess what degree of support staff received. We also looked at the arrangements for 
staff to be supervised or supported outside of ‘office hours’. 
 
In our discussions with staff we heard that some staff had never received supervision, one 
person told us that a supervision meeting with a colleague did happen. When we looked at 
this person’s supervision records the last documented supervision meeting had taken place 
in 2014. The manager told us that she received supervision and support from a consultant 
appointed by the registered provider and that this was a recent development.  
 
The individual staff supervision records did not always align with the date of supervision 
noted in the supervision matix.  
Staff told us and the manager confirmed that staff meetings were not held. Instead the 
manager met with senior carers and the senior carers then shared information with care 
staff through the individual supervision sessions. As the evidence regarding supervision 
shows that supervision meetings can be infrequent this is not an effective method of 
communicating with staff or of ensuring that staff are supported. Staff told us that the 
manager and senior staff were said to be available in a more informal manner. The 
manager also told us that there were no arrangements in place to ask staff for their views 
on the operation of the home as required by Regulation 25(2)(iv) and 21(2).  
 
The manager also told us about dealing with an issue where a member of staff had not 
carried out a task to the required standard. They acknowledged that they had not recorded 
this discussion or its outcome. 
 
Senior carers and the manager do not work overnight. Staff told us they did not know 
whether there was a formal rota for senior staff providing ‘on call’ support. However, staff 
said that this was not a good arrangement as they did not always get a response.  The 
manager told us that she and all the senior staff were available out of hours and that staff 
could call them but there was no formal rota of staff on call. 
We considered that this approach did not provide robust, predictable or planned support to 
staff and that the out of hours support needed to be formalised. 
 
We concluded that there while there were recent positive developments to provide 
appropriate support to the manager, arrangements to support staff were less effective.  In 
particular, we considered that was evidence of failure to comply with Regulation 18(2) as 
staff were not provided with consistent planned and predictable supervision which ensured 
that they received feedback on heir practice and performance, had opportunities to discuss 
any concerns or discuss their training and development needs. 
 



 

 

As we found that most staff cared for people in a kind and sensitive manner we concluded 
that this failure to comply with the regulations did not result in poor outcomes for people. 
However, as the current approach does not ensure compliance with the regulatory 
requirement we are notifying the registered persons of this failure and they are expected to 
take action to address this lack of compliance.  
 
Systems are in place to audit infection control and staff files but are not effective in 
improving standards. Evidence of other measures to monitor other aspects of the 
environment, care records, the views of people who have contact with the service were not 
provided.  The manager was unable to provide evidence that a quality of care review was 
completed in 2015. The manager had identified issues during an infection control audit in 
July 2016 but there was no evidence of any action taken. The manager had not identified 
the issues raised during this inspection in relation to the environment or records. The 
manager told us they do not ask staff their views of the service, but held meetings with 
senior staff, with relevant information passed onto individuals in supervision.  Measures are 
not in place to monitor and assess the quality of the service to ensure records and practice 
are in line with the service’s polices, procedures and is continually improving.  
 
People’s records are not always kept securely or completed appropriately. We saw 
confidential records left on an open shelf in one corridor. The staff communication book 
contained personal information about people. Entries were not always signed so there was 
no accountability for the information recorded, for example when people had not received 
medicines. Care records checked were not always completed, dated and signed. We 
discussed with the manager that some of the recording and language used by staff was 
inappropriate and did not afford people respect. The manager provided assurance this 
would be addressed. Information is not always recorded appropriately or stored securely 
compromising people’s right to privacy. 



 

 

 

5. Improvements required and recommended following this inspection 
5.1 Areas of non compliance from previous inspections 
 
There were no outstanding non compliance notices from the last inspection report. We had 
recommended that the way medicines were managed needed to improve; this report shows 
this has not been addressed.  
 
5.2 Areas of non compliance identified at this inspection 

During this inspection, we identified areas where 
the registered person is not meeting the legal 
requirement and this is resulting in poor outcomes 
for people using the service. Therefore we have 
issued a non compliance notice in relation to the 
following;  
 

 Medicines management ((Regulation 13 
(2)) Medicines management systems are 
not robust. 

 Care and welfare of people living at the 
home. (Regulation 12 (1) (a)). People do 
not always receive the care and support 
they need.  

 
Details of our findings are set out in the non 
compliance report attached. 

 

 
 

5.3  Recommendations for improvement 
The following are recommended areas of improvement to promote positive outcomes for 
people:  

 A review of mealtime arrangements and menus should be considered and 
dementia friendly practice introduced to improve people’s experience. 

 All records should be completed, dated and signed. 

 A written plan detailing what arrangements are in place to audit and improve 
the furnishings, fittings and environment should be in place.   

 Risk assessments relating to health and safety working practices for staff 
should be reviewed and updated. 

 

 Improvements should be made in infection control practices to reduce the risk 

of healthcare associated infections. 

 

 

 Staff rotas should identify the designated and qualified first aider on each 
shift.  



 

 

 

 An ‘out of hours’ rota should be put in place so staff  know who to contact in 
an emergency.  

 

 A review should be undertaken of the quality assurance arrangements in 
order to provide a continually improving service. 



 

 

6. How we undertook this inspection  

 
We, CSSIW, undertook an unannounced inspection as part of our inspection programme on 
the 6 October 2016 between 6:00 a.m. and 19:15 p.m. The visit was undertaken by two 
inspectors. We received a concern relating to early morning routines within the home. 
When we inspected the service, we found that residents were helped to get up when they 
chose and breakfast was available when they wished. 
 
 The following methods were used; 

 We spoke with the manager, the administrator, seven staff and six people who live at the 
home. 

 We observed the breakfast and lunchtime meal. 

 We observed how care and support was offered and the interaction between people 
living in the home and staff. 

 We used the Short Observational Framework for Inspection (SOFI).  The SOFI tool 

enables inspectors to observe and record care to help us understand the experience of 

people who cannot communicate with us.   

 We looked around all areas of the home. 

 

 We looked at a wide range of records, including the complaints file, safeguarding 
records, statement of purpose, medication records, staff records, quality assurance 
records and six people’s care records. 

 

 We audited medicines. 

 

 

 

 

 

 

 

 

 

Further information about what we do can be found on our website www.cssiw.org.uk 

 

http://www.cssiw.org.uk/


 

 

 

About the service  

Type of care provided Adult Care Home – Older People with Dementia 

Registered Person Pen-y-Garth Care Homes Ltd 

Registered Manager(s) Michele Roberts 

Registered maximum number of 
places 

44 

Date of previous CSSIW inspection 23 March 2016 

Dates of this Inspection visit(s) 6 October 2016 

Operating Language of the service English 

Does this service provide the Welsh 
Language active offer? 

No 

Additional Information: 

 

 

 

 



 

 

 

 

 
 

Care and Social Services Inspectorate Wales 
 

Care Standards Act 2000 

Non Compliance Notice 
 

Adult Care Home – Older People with Dementia 

 
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  

 
Pen-y-Garth EMI Residential Home 

 
Brymbo 
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Care and Support 

 

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

 

Description of  Non Compliance / 
Action to be taken 

Timescale for 
completion 

Regulation number 

The registered person(s) must ensure 
that procedures are in place to 
manage, administer and store 
medicines in line with good practice. 

27/1/17 13 (2) 

The registered person(s) must ensure 
that the health and welfare of service 
users is promoted and that care and 
support needs are kept under review 
and updated when necessary. 

27/1/17 12 (1) (a) 

The registered person(s) are not compliant with regulation 13 (2) of the Care Homes 
(Wales) Regulations 2002 regarding the way medicines are managed. 
 
This is because medicines were not stored at the correct temperature, we could not 
evidence that medicines were always administered or received as prescribed, records were 
incomplete and some MAR charts were completed retrospectively. 
 
The evidence includes; 
 
The pharmacist report provided by the manager dated February 2016 and August 2016 
recommended that staff were retrained on controlled drugs storage, record keeping and 
balance checks on controlled drugs and the controlled drugs register should take place 
weekly. No evidence was seen to show these were completed. The training record did not 
include medication management retraining in line with the Pharmacist advice. The 
controlled drugs book showed a balance of medication, prescribed for a person no longer at 
the home. The medicines were not on the premises and the manager later provided 
evidence the medicines had been returned to the supplying pharmacy but not recorded at 
the time. The manager had not checked the controlled drugs register since February 2016. 
 
The temperature of medicines fridges should be between 2 and 8 degrees Celsius. Records 
provided to us showed the temperature recorded was above this on numerous occasions. 
This reduces the efficacy of some medicines. The manager had not checked the record to 
see if temperatures were within the correct range. Guidance was not provided for staff on 
the correct temperature of the room or fridge, or what to do if the temperature was too high 
or too low. Professional guidance about medicines fridges notes room temperature should 
be between 10 and 32 degrees Celsius was not available to staff.  Records showed the 
medicines room was between 32 and 34 degrees Celsius. There was no evidence action 
was taken when the temperature was too high to store medicines safely. In February 2016 
the pharmacist recommended the medicines fridge should be reset daily but there was no 
evidence this had been done. 



 

 
 

 
Staff had been told by the manager at a staff meeting that medication training would be 
provided by a new member of staff. The manager told us that the person was, “very 
knowledgeable about medicines”. The person had not completed medication training at the 
service and not provided evidence they were qualified to carry out this training. 
 
A document had been  devised by the manager to record dates when there were gaps in 
the MAR chart recording, for example when staff had not signed to record medicines had 
been given. We saw that the manager had asked staff to use a record entitled ‘MAR chart – 
details not completed’ and sign medication records retrospectively. 
 
The pharmacy report of August 2016 recommended handwritten entries on MAR charts 
were checked and signed by two people. Handwritten entries were not signed by two 
people and some records were not signed at all and the quantity of medication received 
was not always recorded.  
 
Entries on MAR charts did not always record the amount given of medicines prescribed in a 
variable dose, for example with pain relieving medicines. This means that people may not 
be receiving adequate pain relief. 
 
Thirteen MAR charts did not have a photograph of the person so staff could identify people. 
 
We saw pre filled syringes in the medicines fridge expired in 2015 and were prescribed for 
a person no longer at the home. The fridge also contained a prescribed cream dispensed in 
February 2016 for a person no longer at the home. 
 
The manager could not provide any evidence that they audited or oversaw how medicines 
were managed or checked staffs competency to do so.  
 
The evidence indicates that the manager and staff are not aware of how medicines should 
be managed to make sure they are recorded, stored and administered safely.  
 
The impact on people is that they are at risk of harm from poorly trained staff that do not 
receive any oversight from the manager in relation to the way medicines are managed. 
 
The registered person(s) are not compliant with regulation 12 (1) (a) of the Care 
Homes (Wales) Regulations 2002 regarding the care and welfare of people and the 
requirement to make sure that care plans are reviewed and updated when peoples 
needs change. 
This is because care records, including risk assessments were not always completed, and 
when completed, were not always correct. Risk assessments do not always record the true 
level of risk to people’s health and well being. 
 
The evidence includes; 
 
We checked the care records of Person D. We looked at the nutritional screening record, 
malnutrition screening record and a pressure sore risk assessment. Records checked 
showed the person had lost weight between May and August 2016 but the risk assessment 
did not reflect this. The nutritional risk assessment in June 2016 and July 2016 did not take 
into account the weight loss. The additional score would have changed the person’s risk 



 

 
 

from minimal risk to moderate risk. The risk assessment tool for this risk states that staff 
should ‘consider referral. Record Intake. Provide assistance with meals. Supplements.’ We 
saw that the person had been referred to the GP about their weight loss in August 
2016.The risk assessment had not been completed in August or September 2016.  
 
  
We checked the records of person H. The personal care/hygiene, mealtime, nutritional 
screening, dependency profile score and moving and handling assessments records were 
blank. The daily record entries of 25 and 26 September 2016 recorded that they had been 
repositioned in bed but the pressure sore risk assessment was blank. 
 
The evidence indicates risk assessments are not reviewed regularly or when people’s 
circumstances change. Records are not always completed accurately and this has not been 
identified by the manager.  
 
Therefore the impact on people is that staff may not be aware of the full extent of people’s, 
risk factors or care and support needs and external advice may not be sought promptly.   
 
 


