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Centre name: 

 
Havenwood Nursing Care Facility 

 
Centre ID: 

 
0236 

Centre address: 

 
Bishopscourt 
 
Ballygunner 
 
Waterford 

 
Telephone number:  

 
051 303800 

 
Email address: 

 
info@havenwood.ie 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
Haven Wood Retirement Villages Ltd. 

 
Person authorised to act on 
behalf of the provider: 

 
 
Padraig Dolan 

 
Person in charge: 

 
Patricia Curran 

 
Date of inspection: 

 
5 December 2012 and 6 December 2012  

 
Time inspection took place: 

 
Start - Day 1: 11:30hrs  Completion: 22:30hrs    
Start - Day 2: 09:30hrs  Completion: 20:15hrs 

 
Lead inspector: 

 
Mary Moore 

 
Support inspector(s): 

 
Catherine O’Keeffe 

 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 

63 ( including one resident temporarily absent 
from the centre and in acute care) 

Number of vacancies on the 
date of inspection: 1 

   
Health Information and Quality Authority 
Regulation Directorate 
 
Compliance Monitoring Inspection Report
Designated Centres under Health Act 
2007 
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About monitoring of compliance  
 
The purpose of regulation in relation to designated centres is to safeguard vulnerable 
people of any age who are receiving residential care services. Regulation provides 
assurance to the public that people living in a designated centre are receiving a 
service that meets the requirements of quality standards which are underpinned by 
Regulations. This process also seeks to ensure that the health, wellbeing and quality 
of life of people in residential care is promoted and protected. Regulation also has an 
important role in driving continuous improvement so that residents have better, safer 
lives. 
 
The Health Information and Quality Authority has, among its functions under law, 
responsibility to regulate the quality of service provided in designated centres for 
children, dependent people and people with disabilities.  
 
Regulation has two aspects: 
 

 Registration: under section 46(1) of the Health Act 2007 any person carrying 
on the business of a designated centre can only do so if the centre is 
registered under this Act and the person is its registered provider.   

 Monitoring of compliance: the purpose of monitoring is to gather evidence on 
which to make judgments about the ongoing fitness of the registered 
provider and the provider’s compliance with the requirements and conditions 
of their registration. 

 
Monitoring inspections take place to assess continuing compliance with the 
Regulations and Standards. They can be announced or unannounced, at any time of 
day or night, and take place: 
 

 to monitor compliance with regulations and standards 
 following a change in circumstances; for example, following a notification to 

the Health Information and Quality Authority’s Regulation Directorate that a 
provider has appointed a new person in charge 

 arising from a number of events including information affecting the safety or 
wellbeing of residents. 

 
The findings of all monitoring inspections are set out under a maximum of 18 
outcome statements. The outcomes inspected against are dependent on the purpose 
of the inspection. Where a monitoring inspection is to inform a decision to register or 
to renew the registration of a designated centre, all 18 outcomes are inspected.  
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Summary of compliance with Health Act 2007 (Care and Welfare of Residents 
in Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older People 
in Ireland. 
 
This inspection report sets out the findings of a monitoring inspection, in which 10 of 
the 18 outcomes were inspected against. The purpose of the inspection was: 
 

 to inform a registration decision 
 to inform a registration renewal decision 
 to monitor ongoing compliance with Regulations and Standards  
 following an application to vary registration conditions 
 following a notification of a significant incident or event  
 following a notification of a change in person in charge 
 following information received in relation to a concern/complaint  

 
The table below sets out the outcomes that were inspected against on this 
inspection.   
 
Outcome 1: Statement of Purpose   
Outcome 2: Contract for the Provision of Services 
Outcome 3: Suitable Person in Charge 
Outcome 4: Records and documentation to be kept at a designated centres  
Outcome 5: Absence of the person in charge  
Outcome 6: Safeguarding and Safety 
Outcome 7: Health and Safety and Risk Management 
Outcome 8: Medication Management 
Outcome 9: Notification of Incidents 
Outcome 10: Reviewing and improving the quality and safety of care 
Outcome 11: Health and Social Care Needs 
Outcome 12: Safe and Suitable Premises 
Outcome 13: Complaints procedures                 
Outcome 14: End of Life Care 
Outcome 15: Food and Nutrition 
Outcome 16: Residents’ Rights, Dignity and Consultation   
Outcome 17: Residents’ clothing and personal property and possessions 
Outcome 18: Suitable Staffing 
 
This monitoring inspection was a two day unannounced inspection and was the third 
inspection of the centre by the Authority. As part of the monitoring inspection 
inspectors met with residents, relatives, and staff members including the nominated 
Registered Provider and the Person in Charge. Inspectors observed practices and 
reviewed documentation such as care plans, medical records, accident logs, 
complaints records, policies and procedures and staff files. Prior to the inspection the 
Authority had received from the person in charge, in line with her regulatory 
responsibility, notifications of the alleged failure of some staff to conduct themselves 
and appropriately and adequately contribute to the delivery of a high quality safe 
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service to residents. These notifications were discussed with the provider and the 
person in charge and were also used to inform aspects of the inspection process. 
 
Overall inspectors were satisfied that the provider and person in charge were 
committed to their regulatory responsibilities and the provision of a high quality safe 
service to residents. They had acted where they had satisfied themselves that 
breaches to the expected standard of care and service provision had occurred. There 
was evidence to demonstrate a culture of accountability and transparency.  
 
During the inspection inspectors saw that staff and other persons providing services 
to residents were attentive and dutiful to and respectful of residents.  
 
While inspectors were satisfied that the centre was committed to ensuring that the 
holistic  needs of residents were met to a good standard the findings on care 
planning and medication management were of concern given the input from the 
provider and the person in charge in relation to monitoring care and reiterating to 
staff the expected standards.   
 
Improvements were identified some of which were significant, not only to enhance 
regulatory compliance but also to ensure the best possible clinical, safety and quality 
of life outcomes for residents. These improvements included: 
 

 the timely and meaningful completion of clinical risk assessments 
 the timely review of residents care plans  
 procedures for the recruitment, vetting and supervision of staff 
 mandatory training requirements for staff 
 medication management practices 
 a quality assurance system that clearly demonstrated change and 

improvement 
 the review of residents personal emergency evacuation plans. 

 
The required improvements are set out in detail in the action plan at the end of this 
report. 
 
Section 41(1)(c) of the Health Act 2007  
Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older People 
in Ireland.   
 
Theme: Governance, Leadership and Management 
Effective governance, leadership and management, in keeping with the size and 
complexity of the service, are fundamental prerequisites for the sustainable delivery of 
safe, effective person-centred care and support. 
 
Outcome 3 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
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References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The person in charge is dual qualified and is a registered paediatric nurse and 
general nurse. She has been in post since October 2006, works full time and is 
present in the centre daily Monday to Friday. As one of the directors of the company 
she has enhanced authority and responsibility for the service and manages it in 
conjunction with the nominated registered provider who is also employed full time in 
the centre. They both told the inspector that while present and available to staff daily 
they also met formally with staff at least twice weekly to discuss issues of relevance; 
staff spoken with confirmed this.  
 
The person in charge had participated in ongoing professional development relevant 
to her role as person in charge including a post graduate certificate in gerontological 
nursing from the National University of Ireland, relevant nursing conferences, and 
clinical issues such as restraint use, medication management, falls prevention, the 
protection of vulnerable adults and venepuncture. She had a sound understanding of 
her regulatory responsibilities and had attended in March 2012 a programme on 
enhancing and managing the inspection process.    
 
Outcome 5 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designated centre and the arrangements in place for the management of the 
designated centre during his/her absence.  
 
References:   
Regulation 37: Notification of periods when the Person in Charge is absent from a 
Designated Centre 
Regulation 38: Notification of the procedures and arrangements for periods when the 
person in charge is absent from a Designated Centre 
Standard 27: Operational Management 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
There was no absence of the person in charge from the centre that required 
notification to the Authority; staff spoken with confirmed this. 
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The inspector was satisfied that adequate arrangements were in place for the 
management of the centre on a routine and unexpected basis. Two key senior 
managers (KSM) were available; the nominated registered provider and a clinical 
nurse manager (CNM). The inspector met with the clinical KSM and was satisfied that 
she had a good understanding and commitment to the management of the service 
when required and had satisfactory experience of doing this. She understood the 
duties and responsibilities of the KSM including her regulatory requirements such as 
the submission of notifications. She worked full time and confirmed that there was a 
senior nurse manager on duty and in charge of the centre on a daily basis including 
weekends. The KSM had completed further education to allow her to exercise her 
role as KSM and CNM including a workshop on management skills in 2011 and an An 
Bord Altranais approved course in Gerontology in 2012.   
 
Theme: Safe care and support  
Safe care and support recognises that the safety of service users is paramount. A 
service focused on safe care and support is continually looking for ways to be more 
reliable and to improve the quality and safety of the service it delivers.  
 
In a safe service, a focus on quality and safety improvement becomes part of a 
service-wide culture and is embedded in the service’s daily practices and processes 
rather than being viewed or undertaken as a separate activity. 
 
To achieve a culture of quality and safety everyone in the service has a responsibility 
to identify and manage risk and use evidence-based decision-making to maximise the 
safety outcomes for service users. 
 
Outcome 6 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Based on documentation reviewed and staff spoken with inspectors were satisfied 
that there were effective measures in place to protect residents being harmed or 
suffering abuse or being placed at risk of harm and abuse. There was a rolling 
system of staff education and records reviewed indicated that 80 staff had attended 
elder abuse awareness training in 2012. Based on records reviewed, and staff spoken 
with, the inspector was satisfied that all staff including management understood and 
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recognised indicators of abuse and took appropriate action in response to any 
suspected abuse. Practice was guided by a centre-specific policy that was signed as 
read and understood by 43 staff in 2012. The provider confirmed that the centre had 
a “zero tolerance” policy on the protection of vulnerable residents. 
 
The inspector was satisfied that appropriate systems were in place for the 
management and safe guarding of residents’ finances including residents who lacked 
capacity to manage their own finances.  
 
While the inspector was satisfied that the systems in place were transparent and 
accountable, improvement was required to ensure that each resident and or relative 
received written acknowledgement of the receipt or return of monies in relation to 
each financial transaction.   
 
Outcome 7 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
While improvements were identified the overall evidence demonstrated a 
commitment to promoting and safeguarding the health and safety of residents, staff 
and visitors. 
 
The premises were purpose built and maintained to a high standard with no 
immediate risks evidenced. Access and egress to and from the building was 
electronically secured with notices in place advising visitors to be vigilant of the 
safety and security of residents; the inspector saw that they were. Access to high risk 
areas such as stairwells, sluice rooms and service areas in the basement was also 
restricted. A generator was in place, it was checked weekly and had capacity to 
maintain all services in the event of a loss of power.  
 
A centre-specific health and safety statement was in place and had been reviewed in 
September 2012. Designated responsible persons were identified and risk 
assessments and safe work practice sheets were in place for clinical and service 
areas and associated work practices.  
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Facilities and procedures were in place to prevent and control the risk of infection. 
Hand washing facilities were located in the main entrance lobby, alcohol hand gel 
was available in each room and “dani centres” containing personal protective 
equipment for staff were located strategically throughout the building. Staff were 
seen to utilise these throughout the inspection but again as a risk control measure 
guards were in place on the units to protect residents in danger of ingesting foreign 
objects such as disposable gloves. The laundry was spacious with clear designated 
areas for the segregation of clean and soiled linen. Staff spoken with were 
knowledgeable of the management of soiled and potentially infective linen; alginate 
bags were available and seen to be used as required by staff. Consignment notes 
were available for inspection confirming the removal of clinical risk waste by a 
recognised contractor. Staff were offered health promoting and protective 
interventions such as influenza and hepatitis vaccination. Procedures were in place 
for the prevention and detection of legionella including water analysis. Weekly tests 
of water temperature at final distribution points were undertaken and those reviewed 
were within the recommended levels to prevent risks from scalding. 
 
Procedures were in place for the routine maintenance of equipment. Records 
reviewed were current and certificates were in place demonstrating that the 
passenger lift and lifting devices used in resident care had been serviced in 2012 in 
line with legislative requirements. 
 
The building offered good fire safety features such as compartmentation, enclosed 
fire escape stairwells and safe lobbies on each stairwell with intercom communication 
with the main reception area. The provider confirmed that the local authority fire 
officer had visited the premises recently and the inspection report reviewed by the 
inspector indicated that two improvements had been identified and implemented by 
the provider. Other records reviewed confirmed that fire detection and fire fighting 
equipment had been serviced and maintained in line with legislative requirements 
and systems were also in place and records maintained of in-house checks on fire 
doors, the emergency lighting and the fire detection panel.  
 
However, improvements in fire safety records and procedures were identified as 
required. The maintenance of the records was somewhat fragmented and this was 
discussed with the nominated registered provider. The nominated registered provider 
undertook fire induction training on a regular basis with staff; staff spoken with 
confirmed this. However, improvement was required in both staff attendance at fire 
training and the content of staff training to ensure that all staff had the required 
knowledge and competencies to respond adequately in the event of fire. While staff 
spoken with had a good knowledge of evacuation procedures one staff member told 
the inspector that they had not attended fire training in the centre; one staff member 
had attended training but had not received practical instruction on the use of 
assistive devices; the provider confirmed that the training he undertook with staff did 
not include the practical demonstration of the use of fire fighting equipment. Records 
reviewed demonstrated that only eight staff out of a possible 70 staff had attended 
such training in 2011; 20 had attended in 2010 and the provider confirmed that no 
such training had been provided since November 2011. 
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Personal emergency evacuation plans were in place for each resident with a colour 
coded system indicating the level of assistance required by each resident available in 
each bedroom. Staff spoken with were familiar with this system. However, a cross 
sample of seven reviewed by the inspector  were inaccurate with only three correctly 
identifying for staff or other emergency personnel the correct evacuation status of 
the resident currently accommodated in the bedroom.  
 
Instruction for staff in moving techniques in patient care (manual handling) was 
facilitated in-house. The inspector saw that training was provided to staff on a 
regular basis and staff had available to them contemporary evidence-based 
equipment such as flat sheet sliding systems, handling belts and hoists; inspectors 
did not observe any poor manual handling practice. However, the original certificate 
of training for the instructor was dated April 2009 and there was no evidence that 
this had been updated to Further Education and Training Awards Council (FETAC) 
Level 6 in People Handling Instruction in line with 2010 guidance on manual handling 
training.  
 
The use of clinical risk assessments is discussed in Outcome 11.  
 
Outcome 8 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Medication management practice was guided by a comprehensive policy that had 
recently been reviewed by the person in charge. Management had also recently met 
with staff individually and collectively to address significant deficits in medication 
management practice; practice was also subjected to a quarterly audit. However, it 
was of concern to inspectors that despite these interventions there were ongoing 
deficits identified in practice that did not support learning gained, safe medication 
management practice, the safety and security of all medications, adherence to local 
policy, regulatory and legislative requirements and regulatory body guidance. The 
inspector saw that: 
 

 one medication signed as discontinued by the GP was administered by nursing 
staff 

 medication prescribed in a generic format was transcribed by nursing staff 
onto the MARS sheet (medication administration record) by its trade name  
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 medication prescription records reviewed were transcribed by nursing staff. 
However, some records reviewed had not been signed and dated by the 
relevant GP 

 records reviewed did not support that all staff had signed as read and 
understood the revised medication management policy as requested by 
management 

 the nurse signature sheet was not complete 
 the storage of a spare key to one medication trolley was not secure 
 a record was not maintained of all medications disposed of/returned to the 

pharmacy 
 procedures introduced to ensure the safety and security of night sedation 

including hypnotics and benzodiazepines were not robustly implemented by 
staff 

 inspectors were not satisfied that appropriate supervisory arrangements were 
in place for staff with acknowledged medication management deficits  

 there were four further medication errors recorded from October to November 
2012 all relating to errors in the administration of medications.  

 
Given the acknowledged deficits in practice the approach to staff training was not 
sufficiently robust. Inspectors saw that some but not all staff had completed 
medication management training; one staff nurse told the inspector she had not yet 
completed the An Bord Altranais on line medication management programme though 
requested by management to do so.  
 
Outcome 9 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
Comprehensive records were in place for the recording, review and management of 
incidents and accidents occurring in the centre. The records reviewed were detailed 
and satisfied the requirements of Schedule 3 of the Health Act 2007 (Care and 
Welfare of Residents in Designated Centres for Older People) Regulations 2009 (as 
amended). Staff spoken with were clear as to their recording responsibilities and the 
procedures in place for bringing each event to the attention of the person in charge 
on a daily basis.  
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The inspector reviewed the records from June 2012 and was satisfied that the person 
in charge had fully exercised her regulatory responsibility in relation to the 
submission of notifications to the Authority. The records also demonstrated that staff 
were vigilant and transparent in relation to reporting and recording any incident or 
event that did impact on or had the capacity to impact on the safety, health and 
welfare of the resident. Each event was reviewed by the person in charge and 
corrective action plans were put in place where required. However, improvement was 
required in relation to the review and management of falls and this is discussed in 
Outcome 10 and 11; reviewing and improving the quality and safety of care and care 
planning.  
 
Theme: Effective care and support 
The fundamental principle of effective care and support is that it consistently delivers 
the best achievable outcomes for people using a service within the context of that 
service and resources available to it. This is achieved by using best available national 
and international evidence and ongoing evaluation of service-user outcomes to 
determine the effectiveness of the design and delivery of care and support. How this 
care and support is designed and delivered should meet service users’ assessed needs 
in a timely manner, while balancing the needs of other service users. 
 
Outcome 10 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 
Action(s) required from previous inspection:  
 
Establish a process to review quality and safety of care provided and the quality of life 
of residents in the centre. 
 
 
Inspection findings 
 
There was evidence to support that the quality and safety of care and services 
provided to residents was monitored and reviewed on an ongoing basis. There was 
evidence to indicate that staff were vigilant and transparent in reporting any deficits 
or omissions identified in care and practice both internally and in the submission of 
notifications to the Authority. The inspector saw that a clinical governance framework 
was in place and regular formal audits had been completed on nursing 
documentation and medication management. Feedback from residents was sought 
formally and informally. The residents committee had convened in September and 
December 2012. Notwithstanding the dependency levels in the centre (approximately 
70% of the residents were of either high to maximum dependency) the recorded 
attendance at both meetings was large with approximately 50% of residents in 
attendance. The minutes reviewed indicated that while residents made requests and 
suggestions the feedback from residents was positive. Residents had been consulted 
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with in August 2012 in relation to the provision of recreational activities and an 
evidence-based tool had been utilised in June 2012 to audit quality of care.     
 
Inspectors reviewed the minutes of meetings and other documentation that indicated 
that management met with staff individually and collectively to discuss and address 
issues and/or deficits arising in daily care and practice; the expected evidence-based 
benchmark was reiterated explicitly to staff by management in areas such as care 
planning, medication management and general working arrangements.   
 
However, despite this evidence to support the commitment of management to a 
culture of review and action taken in response to findings of concern, the process of 
review lacked cohesion and what was not clear from the process was the learning or 
improvement achieved from it; this was particularly evident in relation to medication 
management, care planning and in the notifications submitted to the Authority.  For 
example, the deficiencies identified by inspectors in care planning had also been 
identified by the person in charge in January 2012. The regular auditing of 
medication management practice had failed to address deficiencies in practice as 
identified on inspection. Systems were in place for the review of falls but the 
schedule of annual audit was not sufficiently timely to address the adequacy of the 
design and delivery of care and supports to residents and had not addressed the 
deficiencies in clinical risk assessment and care planning as discussed in Outcome 11. 
The clinical governance framework identified the role played in this initiative by 
robust recruitment, supervision and individual performance reviews; the deficits in 
these areas are discussed in Outcome 18.     
 
Outcome 11 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied health care. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set out 
in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
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Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Inspectors observed care and practice, reviewed records and spoke with residents 
and staff to establish the standard to which each resident’s welfare and wellbeing 
was maintained and promoted. The inspector was satisfied that residents had access 
to timely and responsive medical care upon admission and on an ongoing basis, and 
to other health services such as speech and language therapy, occupational therapy, 
psychiatry of old age, tissue viability, optical review and treatment; a physiotherapist 
was employed directly by the centre. Approximately 60 residents had availed of 
influenza vaccination for the current season; where a resident declined this was 
clearly documented. Residents were seen to be referred as appropriate to the acute 
hospital services for investigation or ongoing care and treatment; in these 
circumstances there was evidence of the exchange of comprehensive resident 
information between the centre and the admitting/discharging facility.   
 
Records reviewed indicated that resident’s vital signs and weights were monitored 
monthly.  
 
The inspector saw that the variety, quality and presentation of meals to residents 
were of a high standard. Catering staff had good access to residents as all meals 
were served directly by them to residents in the main dining room. Catering staff 
spoken with were knowledgeable of residents’ likes and dislikes, specific dietary 
requirements and the use of fortified foods in conjunction with nursing staff. 
However, while formal systems were in place for the communication of specific 
nutritional requirements to catering and care staff; the information relayed by three 
staff spoken with was incorrect and did not concur with the instructions on the 
swallow care plan.  
 
A full time coordinator of activities was employed Monday to Friday and alternate 
Saturdays. There was evidence of good dementia care practice such as doll therapy, 
a rummage box and the Sonas programme (a therapeutic communication activity 
primarily for older people with dementia that focuses on sensory stimulation). Staff 
reported that contemporary interventions such as computer skills and Skype had 
been trialled but were not popular with residents. The daily schedule of activities was 
prominently displayed. A hairdresser attended the centre three times a week and 
was seen to be kept fully occupied by residents.  
 
The person in charge informed inspectors that they were in the process of moving to 
a computerised rather than paper-based system of care planning. Notwithstanding 
this, significant deficits were noted in the current care plans in relation to the timely 
review of clinical risk assessments and the review of care plans in line with the 
residents assessed and changing needs. Based on a sample of six care plans, care 
plans had not been reviewed in line with the residents needs or at a minimum three 
monthly as specified in regulatory requirements; some seen had not been updated 
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for six to eight to twelve months. Documentation was in place demonstrating that 
the basic comprehensive activities of daily living assessment was reviewed but it was 
not clear how this review informed a review of each care plan. Significant deficits 
were noted in the use of clinical risk assessments for risk of falls, pressure sore 
development or risk of malnutrition with no reassessment of risk noted again for 
periods of eight to twelve months; this did not equate with the level of risk with 
which the resident presented. For example one resident with a history of falls and 
assessed as at high risk for falls was not reassessed between January 2011 and 
January 2012 and was again not reassessed until July 2012. Another resident with a 
history of a fall and consequent fracture did not have a risk assessment completed 
for seven months prior to the fall and for five months after the fall; this later 
assessment was incorrectly scored. The centre-specific falls management policy 
clearly stated that the risk for falls was to be reassessed three monthly or following 
any alteration to the resident’s condition. Another resident assessed as at high risk of 
pressure sore development in November 2011 was not reassessed until December 
2012. These inspection findings concurred with the findings of audits completed by 
the person in charge on a frequent and ongoing basis. Given these deficits it was 
difficult to see how risk assessments informed and supported the formulation and 
review of preventative care plans.  
 
These deficits in relation to falls management were to a degree ameliorated by the 
input of the physiotherapist who reviewed and assessed each resident with a history 
of two falls and then communicated to the person in charge and nursing staff her 
findings and recommendations. However, it was also clearly recorded by the 
physiotherapist that the risk score calculated by her was specific to areas such as 
gait and balance but that a resident may be at risk due to other factors; hence the 
requirements for the timely completion of the generic nursing risk assessment tool. 
Physiotherapy reviews were clearly documented and there was evidence of the 
implementation of protective interventions such as hip protectors, low-low beds, 
movement alarm bed sensors, medication review and family meetings. However, 
when collated by the inspector with the nursing care plan there was some but not 
total congruence between both plans. For example the most recent nursing care plan 
for one resident stated that observation at least hourly was required; the 
physiotherapy record stipulated observation every 15 minutes.  
 
Theme: Person-centred care and support 
Person-centred care and support has service users at the centre of all that the service 
does. It does this by advocating for the needs of service users, protecting their rights, 
respecting their values, preferences and diversity and actively involving them in the 
provision of care. Person-centred care and support promotes kindness, consideration 
and respect for service users’ dignity, privacy and autonomy.  
 
Outcome 13 
The complaints of each resident, his/her family, advocate or representative, and 
visitors are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
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Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
There was evidence of good complaints management. The complaints procedure was 
clearly displayed; access to it and how it worked was discussed with residents during 
the resident’s committee meetings. The complaint records reviewed indicated that 
complaints were listened to, robustly investigated in a transparent manner, feedback 
was provided to residents and relatives and complainants were advised of the 
appeals process and their right to exercise this option. Residents were reassured by 
management that they would not and should not be adversely effected by reason of 
having made a complaint. 
 
Complaints records reviewed were detailed and documented the steps taken to 
investigate each complaint, the conclusions drawn, the recommendations made by 
management following comprehensive investigation, and feedback provided to staff 
for learning and to prevent reoccurrence.   
 
Theme: Workforce 
The workforce providing a health and social care and support service consists of all the 
people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality, person-centred and safe service. Service providers must be 
able to assure the public, service users and their workforce that everyone working in 
the service is contributing to a high quality safe service. 
 
Outcome 18 
There are appropriate staff numbers and skill mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
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Inspection findings 
 
There was evidence of good practice. However, improvements were required in 
procedures for the vetting and recruitment of, and the supervision of staff while on 
probation but also on an ongoing basis to ensure that systems were robust and that 
each staff member employed was committed to the delivery of safe, high quality 
person-centred care and practice. 
 
The inspector reviewed six staff files and found that the content of each file was 
substantially compliant with the requirements of Schedule 2 of the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) Regulations 
2009 (as amended). However, while each file reviewed contained a photograph this 
was not always in a format that constituted proof of the person’s identity. Each staff 
file contained three references, however: 
 

 three of the six files reviewed did not contain a reference from the persons 
most recent employer  

 a significant number of references reviewed were of a testimonial nature and 
there was no evidence to support their verification; some references were 
photocopies and not originals.    

 
Based on employment start dates and dates reviewed on supporting documentation 
there was evidence to support that staff were employed and offered a permanent 
contract of employment before the provider had obtained in respect of each person 
the information and documentation specified in schedule 2 and before they had fully 
satisfied themselves as to the authenticity of the references supplied in respect of 
that person. 
 
Each staff file reviewed contained a job description and the person’s terms and 
conditions of employment including probation; a formal annual staff appraisal system 
was in place. The inspector, however, was not satisfied that these were robust or 
effectively applied so as to identify and address deficiencies in a timely and 
meaningful manner. For example, while each staff member was subjected to a 
minimum six month probationary period that was to be assessed by means of formal 
review; the inspector saw that staff had not been formally appraised during their first 
twelve months of employment. Staff spoken with confirmed that they had not had 
their suitability to their role assessed following employment in conjunction with their 
agreed probationary period as set out in their contract of employment.    
 
Staff appraisals reviewed identified both strengths and weaknesses. Five appraisals 
reviewed had identified performance deficits including poor nursing documentation 
and care planning, reluctance to assume responsibility, task orientation, poor rapport 
and interaction with residents. However, despite the fact that deficits were identified 
there was no agreed structured improvement or development plan so that each 
employee had the opportunity to develop their capabilities and strengths; there was 
no agreed timely re-appraisal to allow the provider to measure and monitor the 
employees progress. 
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There was evidence of a commitment to staff training and development and records 
reviewed indicated that staff had in 2012 attended education and training on the use 
of restraint, the protection of vulnerable adults, manual handling, the management 
of dysphagia, venepuncture and wound care; specific staff had attended education 
on dementia, palliative care, falls management and national infection control 
guidelines. It was not clear, however, how the staff training and development 
programme was informed by issues identified by the appraisal system or in practice 
specifically areas such as nursing documentation and care planning, medication 
management, communication and the management of challenging behaviours, the 
nursing scope of practice, and supervising and delegating to other members of the 
healthcare team; this list is not exhaustive. 
 
There was evidence of a formal induction process for newly recruited staff.  
 
Evidence of current registration with their regulatory body was in place for each 
nurse employed. 
 
There was evidence that the provider and person in charge were committed to the 
provision of appropriate staff numbers and skill mix. A planned staff roster was in 
place; the roster was clearly presented as was the weekly roster for each staff 
member employed. There were two nursing staff (excluding the person in charge) on 
duty at all times and the designated nurse in charge was clearly indicated on the 
roster; senior care assistants were also in place. Support services such as 
administration, the laundry, environmental hygiene and maintenance were 
adequately resourced. The staffing levels on the day are outlined in the table below: 
 

Staff 
designation 

Person 
in 

Charge 
Nurses Care 

staff
Catering 

staff 

Cleaning 
and 

laundry 
staff 

Admin 
staff 

Other
staff 

Number of 
staff on 

duty on day 
of 

inspection 

1 3* 11** 2 3 3 5*** 

 
* Includes the clinical nurse manager 
** Eleven care staff until 14:00hrs; six care staff until 17:00hrs 
*** The nominated registered provider, the activities coordinator, the manual 
handling instructor, the physiotherapist, and the maintenance person.  
 
Based on a review of staff rosters inspectors were satisfied that staffing levels were 
consistently maintained and gave good staff/resident ratios; two twilight carers were 
employed nightly one up to 23:00hrs and one up to 24:00hrs. However, based on 
their observations, documentation reviewed and staff spoken with the inspectors 
were satisfied that a review of skill-mix, work-load and duties, and a more clearly 
defined structure that identifies clear lines of accountability and authority, specifies 
roles and details  responsibilities is required from 20:00hrs to ensure the comfort, 
safety and wellbeing of all residents at all times. Inspectors saw that from 21:00hrs, 
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on the ground floor, the main communal room was unsupervised for prolonged 
periods during which time a resident sustained an unsupervised fall; staff were 
unable to attend to all call bells in a timely manner; the nurse was unaware of the 
location of the carer at intervals and vice-versa; staff were unclear as to the 
assistance and support that was to be provided between nursing staff on both floors. 
Staff spoken with by day and by night confirmed that systems for the allocation of 
residents to staff at night were “not as strict” as those applied by day and may often 
be decided amongst night staff themselves.    
 
Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider 
and the person in charge to report on the inspectors’ findings, which highlighted both 
good practice and where improvements were needed.  
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Provider’s response to inspection report ∗ 
 

 
Centre Name: 

 
Havenwood Nursing Care Facility 

 
Centre ID:  

 
0236 

 
Date of inspection: 

 
5 December 2012 and 6 December 2012  

 
Date of response: 

 
3 January 2013 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care Settings for Older People in Ireland. 
 
Theme: Safe care and support  
 
Outcome 6: Safeguarding and safety 
The provider  is failing to comply with a regulatory requirement in the 
following respect:  
 
Written acknowledgement was not in place for the receipt of or the return of monies 
to residents in relation to each financial transaction.   
 
Action required:  
 
Maintain a record of all monies and valuables held or handled by staff on behalf of 
the resident. Records shall contain all of the documentary requirements as listed in 
Schedule 4 of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended) including written 
acknowledgement of the receipt or return of the monies/valuables. In the interest of 
transparency, accountability and the safeguarding of all parties, transactions should 
be signed where possible by the resident or their representative.  
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

   
Health Information and Quality Authority 
Regulation Directorate 
 
 
Action Plan 
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Reference:    
Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 9: The Resident’s Finances 

 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The procedure in Haven Wood prior to the inspection was that 
two people in accounts were responsible for the signing in and 
out of residents cash in a dedicated register.  
 
Procedure for handling residents' cash will be updated to reflect a 
signature required from resident or next of kin. A receipt book 
has been put in place following inspection. A statement will be 
sent to residents on a quarterly basis reflecting the balance in 
keeping. 
 
A statement reflecting the current balance in keeping will be 
issued to the four residents currently availing of this service. A 
request will go with the statement requesting the resident/next 
of kin to sign indicating that the balance is correct. 
 

 
 
 
 
 
 
30 January 2013 
 
 
 
 
 
21 December 
2012 

 
Outcome 7: Health and safety and risk management  
The provider  is failing to comply with a regulatory requirement in the 
following respect:  
 
Improvements were identified as required in both staff attendance at fire training and 
the content of staff training. 
 
The system for communicating the personnel emergency evacuation plans for 
residents were not accurate.  
 
There was no evidence that instructor training had been updated to current Further 
Education and Training Awards Council (FETAC) Level 6 in People Handling 
Instruction in line with 2010 Guidance on manual handling training.   
 
Action required:  
 
The provider shall ensure by means of fire training, fire drills and fire practices at 
suitable intervals, that all staff employed, are aware of the procedure to be followed 
in the case of fire, including the procedure for the use of fire fighting equipment, 
evacuation and saving life including the safe and appropriate use of assistive devices 
such as ski-sheets.  
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Action required:  
 
The provider shall ensure that there are appropriate systems in place for the review 
and management of each resident’s personal emergency evacuation plan (PEEP). The 
PEEP is accurate, reviewed regularly and is integral to fire training and readily 
available to staff and emergency services. 
 
Action required:  
 
The provider shall ensure that there is maintained, in a safe and accessible place, one 
complete record (the fire register) of all fire practices, procedures and fire safety 
precautions including the servicing of equipment that take place at the designated 
centre.  
 
Action required:  
 
The provider shall ensure that all staff are trained in manual handling in line with all 
relevant health and safety legislation and guidance including those staff with 
responsibility for staff training.  
 
Reference:  

Health Act, 2007 
                 Regulation 32: Fire Precautions and Records  
                   Regulation 31: Risk Management Procedures 
                 Standard 26: Health and Safety  
                 Standard 29: Management Systems  
  
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
As part of the training plan 2013, all staff will receive further 
training on all aspects of fire training including the use of fire 
fighting equipment. We will also ensure that new employees are 
given this training in a timely manner as part of the induction 
program. 
 
The residents’ emergency evacuation plan will be reviewed to 
ensure the system in place is accurate. The plan will also be 
updated to ensure when changes occur to residents' dependency, 
the system is updated to reflect new residents’ 
needs/requirements. 
 
All servicing records for fire practices and fire equipment have 
been located together. 
 
In line with the HSA guidelines 2010 that “all new instructors 
have a FETAC Level 6 manual handling instructor training 

 
 
31 March 2013 
 
 
 
 
 
11 January 2013 
 
 
 
 
 
6 December 2012 
 
 
31 January 2013 
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programme or FETAC Level 6 People handling instructor 
programme”, we will contact FETAC in January to confirm if the 
current dual qualifications of our instructor who has completed 
both the “patient handling instructor and risk assessor course” in 
April 2009 and the FETAC Level 6 train the trainer programme in 
2012, are sufficient to qualify as recognised prior learning, and if 
this is not so we will provide training to the required FETAC 
standard at the earliest available opportunity, in 2013.   
 
 
Outcome 8: Medication management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There were ongoing deficits identified in practice that did not support learning 
gained, safe medication management practice, the safety and security of all 
medications, adherence to local policy, regulatory and legislative requirements and 
regulatory body guidance. 
 
Action required:  
 
Maintain, in a safe and accessible place, a record of each drug and medicine 
administered in respect of each resident, giving the date of the prescription, dosage, 
name of the drug or medicine, method of administration, signed and dated by a 
medical  practitioner and the nurse administering the drugs and medicines in 
accordance with any relevant professional guidelines.  
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with and consistently implement such 
policies and procedures. 
 
Action required:  
 
Put in place suitable arrangements and appropriate procedures and written policies  
in accordance with current regulations, guidelines and legislation for the handling and 
disposal of unused or out of date medicines and ensure staff are familiar with such 
procedures and policies. A record signed by staff and the pharmacist is maintained of 
all medications returned to the pharmacy. 
 
Action required:  
 
Put in place as soon as is practicably  possible one cohesive, collective accredited 
medication management education and training programme for all nursing staff 
employed. Ensure that each staff member attends. 
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Action required:  
 
Ensure that each staff member is supervised on an appropriate basis pertinent to any 
identified deficits in their scope of practice. 
 
Reference: 

Health Act, 2007 
Regulation 25: Medical Records  
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Standard 13: Healthcare  
Standard 14: Medication Management   
Standard 15: Medication Monitoring and Review  

 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Medications for all resident's are reviewed every three months or 
when significant change occurs in their condition. Medications are 
prescribed by the individual resident's doctor, and while the new 
drug Kardex is always signed by the resident's doctor prior to 
being inserted for use in the medication administration file for 
residents, this also contains the record of all nurse's 
administration of medications. Despite the fact that the doctors 
are contacted whenever a change occures in a resident's 
condition, there are times when we have to refer to local policy 
and An Bord Altranais guidelines for the transcribing of 
medications, as the prescribing doctor does not visit the centre 
daily. A system is in place to alert the doctor on their next visit to 
sign any transcribed medications. This is outlined in Haven 
Wood's drug policy. 
 
As outlined in the body of the report, our comprehensive and 
recently reviewed policy has been desiminated to staff. This will 
be further enhanced by the ABA approved medication 
management training provided by an independent education 
centre on 22 January 2013 and 29 January 2013, which staff will 
be rostered to attend.  
 
Additionally the PIC and the pharmacist will supplement this 
process with individual competency checks and continuous 
updates and professional developments as identified through 
competency assessments and more frequent and targeted audits.
 
Additional practical changes that occurred immediately during or 
after the inspection process were the addition of a lock to the key 
press, and a change to the process and documentation of night 

 
 
31 January 2013 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
28 Feburary 2013 
 
 
 
 
 
 
 
 
 
 
 
1 January 2013 
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sedation checks. 
 
A system is in place and oulined in the medication policy for the 
signing and return of unused and out of date drugs. Records will 
be maintained and available for inspection and subject to internal 
audit. 
 
The revised probation review system, complemented by the 
individual competency assessment should identify any deficits in 
practice. This should prevent staff members being in a position of 
trust who would act outside of their scope of practice; however 
should this occur all necessary supervision, training or other 
necessary action will be taken.  
 

 
 
Ongoing 

 
Theme: Effective care and support 
 
Outcome 10: Reviewing and improving the quality and safety of care  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The process of review and continuous improvement lacked cohesion and what was 
not clear from the process was the learning or improvement achieved from it. 
 
Action required:  
 
Establish and maintain an effective system for monitoring and improving the quality 
and safety of care and services provided at, and the quality of life of residents in, the 
designated centre. Each review is supported as necessary by a corrective action plan. 
Action taken in response to the issues raised clearly demonstrates change and 
improvement on all matters significant to and affecting the quality and safety of care 
and services to, and the quality of life of the resident.     
 
Reference:  

Health Act, 2007 
                  Regulation 35: Review of Quality and Safety of Care and Quality of Life 
                  Standard 30: Quality Assurance and Continuous Improvement 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
During 2012, in the comprehensive audit schedule which sought 
both formal and informal feedback from residents, and was 
complemented by clinical audits, we had recognised that the 
system in place lacked cohesion and was somwhat difficult to 
follow. At times, information which was available was not 
immediately transparent due to the nature and layout of our 

 
 
30 June 2013 
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paper work, and the length of stay of some of our residents. For 
this reason we have commited significant financial resources 
since October 2012 to the installation and training of a new 
computerised form of documentation which will enhance the 
process flow of information. This has been customised so that 
risk assessments, when they identify risks will be followed by 
action plans which are reviewed with our residents to establish 
their effectiveness. Training is ongoing and staff are switching 
over to this system in a safe and structured fashion currently. 
Clinical audit of our systems will continue, and inform future 
learning objectives.  
 
 
Outcome 11: Health and social care needs 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Significant deficits were noted in care plans in relation to the timely review of clinical 
risk assessments and the review of care plans in line with the residents assessed and 
changing needs or at a minimum three monthly. 
 
Action required:  
 
The person in charge will ensure that the care plan reflects the assessment findings, 
the residents’ actual needs and sets out in detail the action to be taken by staff for 
each individual resident, thereby ensuring the provision of suitable and sufficient 
care. 
 
Action required:  
 
The care plan and supporting risk assessments are re-evaluated and updated in a 
timely and safe manner as indicated by the residents’ changing needs and significant 
events and at a minimum three monthly. All elements of the care plan, assessment, 
problem identification, plan of care and communication record demonstrate an 
integrated, consistent plan of care.  
 
Action required:  
 
The person in charge will ensure that all staff are familiar with, adhere to and 
implement the centre-specific, evidence-based falls prevention and management 
programme. Put in place appropriate systems/interventions and plans of care aimed 
at preventing residents being harmed or sustaining injury from a fall or being placed 
at unnecessary risk of accident and injury. 
 
Action required:  
 
Ensure that each staff member has available to them accurate and current 
information to ensure that each resident receives food and drink in quantities and in 
a format that is  adequate for their needs and takes account of any special dietary 
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requirements.  
 
Reference:   

Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Regulation 6: General Welfare and Protection 
Standard 11: The Resident’s Care Plan  

                  Standard 10: Assessment 
  
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
As previously summarised these assessments are set out on the 
new system as mandatory and have been allocated to individual 
staff nurses, the same nurse will then initially set out the care 
plan with the resident and a family member, if the resident 
wishes to have someone present. Local policy dictates risk 
assessments are reassessed three monthly at least. As part of the 
continuous improvements at Haven Wood, and as identified in 
the requirement for change, we have increased our nursing 
complement since earlier this year. Risk assessments, a valuable 
tool, can fluctuate insidiously due to many reasons particularly 
for older people, and may both improve and disimprove during 
the common disease trajectories we encounter, this is one of the 
many challenges facing gerontological and good palliative care 
nursing on a daily basis. 
 
The new computerised system will deliver a better alert system 
as once a review is completed; a review date is set with 
reminders flagged when nearing the date. We will continue to 
monitor and audit the relevance of care plans to residents. 
 
Other members of our multidisciplinary team such as the manual 
handling instructor and physiotherapist, care staff and activation 
staff will all feed information in to this system, so that the 
structure becomes more cohesive and integrated. This will 
include falls management and nutrition requirements, along with 
emotional and psychological aspects of residents care. 
 
Additional entries will be made by nursing staff to reflect when 
other professionals have visited residents in the centre, and any 
changes made, e.g. occupational therapy, speech and language 
therapists, doctors, etc. 
 
The dietary requirements of residents are available to staff in five 
discreet locations.  A new list specifying any requirements for 
thickened fluids has been added in these locations. This list is 

 
 
Commenced and 
will be fully 
completed by 30 
June 2013 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Commenced and 
will be fully 
completed by 30 
June 2013 
 
 
 
Commenced and 
will be fully 
completed by 
30 June 2013 
 
6 December 2012 
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updated as changes occur, by the PIC. All staff have been 
updated on location of these sheets.   
 
 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
The provider and the person in charge  is failing to comply with a 
regulatory requirement in the following respect:  
 
While each file reviewed contained a photograph this was not always in a format that 
constituted proof of the person’s identity. 
 
Procedures in relation to references were not sufficiently robust. 
 
There was evidence to support that staff were employed before the provider had 
obtained in respect of each person the information and documentation specified in 
schedule 2. 
 
Systems for the supervision of staff were not robust and were not effectively applied 
so as to identify and address deficiencies in a timely and meaningful manner. 
 
A review of skill-mix, work-load and duties, and a more clearly defined structure that 
identifies clear lines of accountability and authority, specifies roles and details 
responsibilities was required from 20:00hrs. 
 
It was not clear how the staff training and development programme was informed by 
issues identified by the appraisal system or in practice. 
 
Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory information 
and documents specified in Schedule 2 have been obtained in respect of each 
person. 
 
Action required:  
 
Put in place recruitment procedures to ensure the authenticity of the staff references 
referred to in Schedule 2. 
 
Action required:  
 
Conduct a review of night time work practices. Ensure that the numbers and skill mix 
of staff are effectively utilised and are appropriate to the assessed needs of residents, 
and the size and layout of the designated centre. Ensure that there is a clearly 
defined structure at night time with clear lines of authority and accountability, specific 
roles and responsibilities.   
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Action required:  
 
Review the current staff probation and appraisal systems. Develop and implement 
both systems so that they are robust, timely and effective, appropriate to the specific 
needs of the centre and address issues raised in care and practice. Each staff 
member is informed of their progress and has an opportunity to rectify limitations 
and develop capabilities and strengths.  There is clear evidence of this in the form of 
performance improvement plans and timely re appraisal.   
 
Action required:  
 
Provide staff members with access to education and training appropriate to their 
identified needs, the specific needs of the centre and issues raised in care and 
practice to enable them to provide care in accordance with contemporary evidence 
based practice. 
 
Reference:  

Health Act, 2007 
Regulation 18: Recruitment  
Regulation 16: Staffing  
Regulation 17: Training and Staff Development 
Standard 24: Training and Supervision 
Standard 23: Staffing Levels and Qualifications 
Standards 22: Recruitment  

 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
As part of the review following the Authority’s inspection we are 
looking into the area of supervision after 20:00hrs. The senior 
nurse on duty has always been considered the person in charge 
after 20:00hrs. 
  
We will implement a system whereby this role is identified on the 
roster to avoid any ambiguity. We will also ensure that this role is 
understood by the person identified and any training will be 
given. 
 
We are in the process of redesigning our internal appraisal 
system whereby the training identified as being required at the 
appraisal meeting will be documented onto the training plan for 
the coming months. 
 
Haven Wood's recruitment policy is being reviewed and the 
necessary documents will be a minimum requirement. All 
employment contracts already state that the job offer is subject 
to suitable references and garda clearance. 

 
 
31 January 2013 
 
 
 
 
 
 
 
 
31 January 2013 
 
 
 
 
 
31 January 2013 
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A revised reference form is being introduced to ensure the 
process is more comprehensive. All future references for new 
staff will be specific to Haven Wood, and will be validated by 
management. We will no longer accept "to whom it may concern" 
on references. 
 
A night time routine document, outlining tasks and 
responsibilities has been generated and communicated to all 
staff.  
 
The new Epicare system will be used to monitor compliance and 
adherence to night-time schedules. 
 
A new probation policy will be put in place that will include 
various feedback sign-off at scheduled intervals. 
 
Haven Wood is hugely committed to providing training to all staff 
members. In 2012, 725 hours of training have been provided in 
staff training. As stated above, the new appraisal process will 
identify further training needs. It has always been Haven Wood 
policy to secure training that is certified by a professional body. 
i.e. An Bord Altranis accreditation for nursing courses. 
 

 
1 January 2013 
 
 
 
 
 
21 December 
2012 
 
 
31 March 2013 
 
 
31 January 2013 
 
 
1 January 2013 
 

  



 

Page 30 of 30 

 

Any comments the provider may wish to make1: 
 
 
Provider’s response: 
 
Generally we are very disappointed with the audit findings; we pride ourselves in 
providing a good quality of care to our residents and our residents’ families. As 
always we are taking all the inspectors positive and negative feedback on board and 
will act accordingly, this is to ensure we continue to provide our residents with  safe 
and enjoyable experiences at Haven Wood.  
 
We had already invested heavily in 2012 with improvements in both internal systems 
and the internal physical structures within Haven Wood. We fully understand that we 
must continually monitor and improve the systems to ensure that all new 
improvements are robust and blend into existing systems seamlessly. 
 
We were encouraged by the positive feedback and acknowledge the work of the 
inspectors during the two-day audit. 
 
Provider’s name: Padraig Dolan 
Date: 3 January 2013. 
 

                                                 
1 ∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 


