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Centre name: 

 
Nazareth House  

 
Centre ID: 

 
0149 

Centre address: 

 
Malahide Road 
 
Dublin 3 

 
Telephone number:  

 
01-8338205 

 
Email address: 

 
nazarethdublin@yahoo.ie  

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
Sisters of Nazareth 

 
Person authorised to act on 
behalf of the provider: 

 
Maura Hooper  

 
Person in charge: 

 
Catriona Hayden 

 
Date of inspection: 

 
17 and 18 July 2013 

 
Time inspection took place: 

 
Day-1 Start: 10:10 hrs    Completion: 18:35 hrs 
Day-2 Start: 09:55 hrs    Completion: 17:25 hrs

 
Lead inspector: Nuala Rafferty  
 
Support inspector(s): Sheila McKevitt  
 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 

 
86 

 
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, as amended 
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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.  
 
 
 
 
 
 
 
 



Page 3 of 44 

 

Summary of 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. 
 
This inspection report sets out the findings of a monitoring inspection, in which all 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 registration inspection was announced and took place over two days. Inspectors 
met with residents, relatives, and staff members. Inspectors observed practices and 
reviewed documentation such as care plans, medical records, accident logs, policies 
and procedures and staff files.  
 
This was the seventh inspection of Nazareth House Nursing Home by the Health 
Information and Quality Authority (the Authority). A registration inspection of the 
centre took place on 27 and 28 April 2010. Follow-up or monitoring inspections were 
subsequently carried out on 9 September 2010, 10 January, 19 June and 3 
December 2012 and 28 February 2013. 
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Prior to the inspection the inspector reviewed written evidence from a suitably 
qualified person confirming the building meets all the statutory requirements of the 
fire and planning authorities in relation to the use of the building as residential centre 
for older people. All documents submitted by the provider, for the purposes of 
application to register were found to be satisfactory. 
 
This registration inspection also took account of information received in the form of a 
notification from the centre in relation to an allegation of abuse. 
 
Previous inspections identified that improvements in practice were required and 
included governance, quality of service, privacy and dignity, medication management 
and issues associated with the interior of the centre which required to be upgraded. 
 
The last inspection identified a serious risk in relation to lack of a consistent and safe 
level of staff knowledge in the fire procedures, lack of robust clinical governance and 
inadequate staffing. 
 
It was found that considerable progress was made by the provider in implementing 
the required improvements identified by previous inspections, particularly in relation 
to staff competence in fire safety management, improved clinical governance 
systems and quality of service. 
 
However, recurrent issues identified on previous inspections persist. In particular, 
deficiencies in key areas such as staffing numbers and skill mix, physical environment 
and risk management. Inspectors raised the allocation of rooms to residents with the 
person in charge and provider at the close of the inspection as it was noted that the 
majority of resident’s allocated rooms with full en suite facilities were of low to 
medium dependency, yet residents with greater dependency needs were in rooms 
without access to en suite facilities. 
 
The Action Plan at the end of this report identifies areas where improvements are 
required to comply 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. 
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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: Leadership, Governance 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 1  
There is a written statement of purpose that accurately describes the service provided 
in the centre. The services and facilities outlined in the Statement of Purpose, and the 
manner in which care is provided, reflect the diverse needs of residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
The statement of purpose was kept under review and a revised statement of purpose 
was viewed and was found to contain all of the information as required by the 
legislation. The provider was aware of the requirement to keep the statement of 
purpose under review and notify the Chief Inspector prior to making any proposed 
changes.  
 
Outcome 2 
Each resident has an agreed written contract which includes details of the services to 
be provided for that resident and the fees to be charged. 
 
References: 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
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Inspection findings 
 
The provider was in the process of re issuing a revised contract of care to all 
residents. Inspectors viewed copies of letters issued to residents which evidenced 
this. The inspector reviewed a sample of contracts which had been revised. The 
contracts detailed the services provided and listed services for which there is a fee 
charged, for example a fee is charged for a staff member to escort to residents to 
medical appointments. Other fees listed included chiropody services and 
hairdressing. However, the amounts to be charged were not included in the contract 
and required to be addressed. 
 
Inspectors found that the contract agreement included a statement whereby 
residents contract could be terminated “with immediate effect” if a resident was 
disruptive or aggressive. As some challenging behaviours are consequent to illness or 
infection, and the person in charge has a responsibility to ensure “insofar as 
practicable, residents are discharged from the centre in a planned and safe manner” 
in accordance with Regulation 29, the inspector concluded that this section of the 
contract should be reviewed to ensure compliance with the Regulations. 
 
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. 
 
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 had taken up her post in the centre within the previous three 
months and she was found to be aware of her role and responsibilities and was 
involved in the day-to-day operational management and governance of the centre. 
The person in charge undertook a fit person interview shortly after her appointment 
to the post. The person in charge was found to have suitable qualifications and 
experience and was knowledgeable of her responsibilities under the Regulations. 
 
The person in charge was observed during interactions with staff and residents and 
was found to have a very good knowledge of residents’ needs and preferences on 
both a personal and clinical level. Residents responded warmly to her and in 
conversation said they could bring any issues they may have to her attention. Staff 
said they were supported in their role and the inspectors observed that guidance was 
provided to staff on an ongoing basis throughout the visit. 
 



Page 7 of 44 

 

Improved governance systems were found to be in place on this visit. Improvements 
in auditing processes to improve the quality and safety of care delivered to residents, 
staff training and although not yet fully meeting the requirements of the legislation, 
good progress was being made in areas of clinical practice such as risk management 
and care planning. 
 
Outcome 4 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained 
in a manner so as to ensure completeness, accuracy and ease of retrieval. The 
designated centre is adequately insured against accidents or injury to residents, staff 
and visitors. The designated centre has all of the written operational policies as 
required by Schedule 5 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). 
 
References:   
Regulations 21-25: The records to be kept in a designated centre 
Regulation 26: Insurance Cover  
Regulation 27: Operating Policies and Procedures  
Standard 1: Information 
Standard 29: Management Systems 
Standard 32: Register and Residents’ Records 
 
Inspection findings: 
*Where “Improvements required” is indicated, full details of actions required are in the 
Action Plan at the end of the report.  
 
Residents’ Guide  
 
Substantial compliance                                  Improvements required*       
 
The Residents’ Guide was found to contain all of the requirements of the Regulations. 
In discussion with the provider inspectors were assured that updated copies of the 
most recent inspection reports and revised contract of care would be appended to the 
guide for informing residents and their relatives. 
 
Records in relation to residents (Schedule 3)  
 
Substantial compliance                                  Improvements required*    
                   
All records required under Schedule 3 were maintained in the centre and were found to 
be substantially compliant. However, aspects of residents’ confidential information 
relating to personal care were found to be inappropriately displayed in bedrooms and a 
large amount of private information was found in an open empty room. This was 
brought to the attention of the person in charge who ensured this was removed and 
stored appropriately immediately. 
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General Records (Schedule 4) 
 
Substantial compliance                                  Improvements required*     
                  
Overall, the management of records in the centre was found to be of a good standard 
in terms of organisation and ease of retrieval which helped facilitate the efficiency of 
the inspection process. However, some aspects required improvement, specifically 
residents’ personal possessions lists which were not in place for all or not maintained 
up to date. 
 
Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                                 Improvements required*      
    
Policies and procedures as required by Schedule 5 were in place in the centre. Of those 
reviewed, improvements were found to be required as some were not sufficiently 
specific to guide staff, were not fully implemented in practice or where due had not 
been revised within a specified three year timeframe. Examples include end of life care 
and missing persons’ policies. 
              
Directory of Residents 
 
Substantial compliance                                  Improvements required*         
              
The directory of residents did not identify the gender of residents and was not 
maintained in a manner of completeness in that cause of death, transfers or source of 
admissions were not always entered where required.  
 
Staffing Records 
 
Substantial compliance                                  Improvements required*       
                
Staff personnel files were noted to be well organised and had recently been audited by 
the provider to ensure they met all aspects of the Regulations including those files 
relating to volunteers working in the centre. 
 
Medical Records 
 
Substantial compliance                                  Improvements required*                 
 
Insurance Cover 
 
Substantial compliance                                  Improvements required*                 
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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 
 
The person in charge has not been absent for more than 28 days which required 
notification to the Authority. The person in charge was aware of her reporting 
requirements and submitted appropriate notifications. A clinical nurse manager has 
been identified as deputy person in charge who will replace her in the event of an 
absence of the person in charge. 
 
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 
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Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
There was a policy in place which covered the protection, detection and prevention 
of elder abuse and staff spoken with demonstrated a clear understanding of their 
role in protecting the residents living in the centre. Residents spoken with indicated 
feeling safe in the centre and were comfortable with staff. 
 
A notification was received by the Authority in respect of an allegation of abuse. 
This was discussed in full with the provider and person in charge. Inspectors were 
informed that a full investigation had been established. Actions initiated to date 
included involvement of the residents’ general practitioner, a senior social worker 
with responsibility for prevention of elder abuse to support the resident and family. 
Further to receiving a detailed overview of the investigation and having viewed 
evidence of the involvement of relevant key medical and other personnel inspectors 
formed the view that the provider had taken appropriate steps to investigate and 
manage the allegation. 
 
Management and staff working at the centre were not involved with the 
management of residents’ finances/acting as a nominated agent for pensions.  
 
A transparent and thorough system was in place to manage small sums of monies on 
behalf of residents and their relatives to ensure their comfort. All transactions were 
appropriately documented and withdrawals were signed by two persons at all times. 
Residents’ monies were held in individual wallets in a lockable cabinet and 
transferred to a safe as required. Keys were held by two appointed persons. 
 
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:  
 
Adequate arrangements to ensure residents safety health and welfare were protected 
were not found and a level of serious risk was identified due to: 

 an updated fire procedure or emergency plan further to the extension of the 
designated centre was not in place  

 on review of the fire training records not all staff rostered for duty had fire 
training within the preceding 12 months including nursing staff on night duty 
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 inconsistency and lack of staff knowledge of fire procedures.  
 

 
Inspection findings 
 
The actions required from the previous inspection were satisfactorily addressed. 
Revised fire procedures and emergency plans were available and the fire procedures 
were displayed throughout the centre. Staff were found to have received fire safety 
training including fire drills and this training was embedded through the organisation 
of  up to eight ‘on the spot’  practice drills at various times including night shift hours 
which allowed the development of staff competence who were noted to be confident 
in their knowledge of the revised procedures. 
 
Precautions against the risk of fire, including the provision of suitable fire equipment 
were found. Arrangements were in place for the maintenance of the fire alarm 
system and equipment within this centre.  
 
Smoke detectors were located in all bedroom and general purpose areas. Emergency 
lighting and fire exit signage was provided throughout the building. The inspector 
reviewed service records which showed that fire equipment, the fire alarm system, 
and emergency lighting were regularly serviced. Fire escape routes were 
unobstructed. The centre was appropriately zoned with fire doors at regular intervals 
along the corridors. These fire doors were fitted with automatic door holders which 
were linked to the fire alarm system so that holders released the door in the event of 
the fire alarm activating thereby automatically closing the door. The doors were also 
fitted with smoke seals to prevent and/or reduce the spread of smoke within the 
centre. 
 
The environment was clean and well maintained and measures were in place to 
control and prevent infection. These included the arrangements for the segregation 
and disposal of waste, including clinical waste. Staff had participated in infection 
prevention and control training.  
 
The general manager was the designated health and safety officer with responsibility 
for the overall implementation of the health and safety statement.  
 
Risk management and health and safety policies and procedures were available and 
a health and safety committee inclusive of staff representatives met on a regular 
basis.  
 
Policies, procedures, systems and practises regarding managing risks were in place 
and there was evidence that efforts were made to identify assess and monitor 
potential/actual risks with a view to eradicating or minimising them.   
 
The systems included a risk register to identify and review clinical and non clinical 
risks associated with the centre. However, it was not comprehensive as it did not 
include risks such as safety or suitability of gradient of ramps located at several 
points throughout the centre, monitoring and management of temperatures of all 
communal and private rooms to ensure a comfortable and safe temperature for 
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residents and staff, risk of exposure to infection due to the uncovered drain in the 
laundry, mode of transport of laundry across the grounds to take account of 
uneven/gradient/distance of grounds. 
 
The emergency plan was revised and contingency arrangements with a list of staff 
and voluntary organisations that could/would assist should evacuation be necessary 
were included. However, the plan did not include the management of clinical or 
medical emergencies or reference other policies available to manage same. 
 
Inspectors reviewed the records and management of accidents and incidents in the 
centre. Good reporting and recording systems were found to be in place. The person 
in charge was aware of the number of falls and level of associated risks for residents 
including the number of head injuries and fractures resulting from falls. In 2013, 
three falls had resulted in fractured hips and one in a fractured foot, a further four 
falls had resulted in head injuries requiring transfer to A/E or hospitalisation. 
Improvements to the systems in place to prevent reduce and manage falls were 
identified. 
 
Supervision of residents in communal rooms, garden or reception areas and residents 
bedrooms required to be improved. Throughout the visit it was noted that although 
staff endeavoured to ensure residents assessed as requiring same had ongoing 
supervision, inspectors observed that this was not consistently provided. Staff levels 
in conjunction with the design and layout of the centre mitigated against staff ability 
to provide a safe consistent level of care through supervision for residents assessed 
as being at risk of fall and or at risk of leaving the centre without staff knowledge. 
 
The recording of residents’ vital signs to include full neurological observations was 
not found to be consistently recorded and poses risks to residents suspected of 
sustaining a head injury where a baseline to determine signs of clinical deterioration 
is required. Additionally an improved level of responsiveness by staff to signs of 
clinical deterioration and/or suspected head injuries so that medical intervention and 
assessment is commenced as soon as possible was found. It was noted that 
residents general practitioner or out of hours medical cover was not always 
contacted in a timely manner.  
 
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:  
 
Appropriate and suitable practices prescription practices were not in place in that all 
prescriptions did not identify the maximum dosage of PRN (as required) medication 
and discontinued medications were not signed in all instances. 
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Inspection findings 
 
The actions required from the previous inspection were satisfactorily addressed. 
The maximum dosage of pro re nata (prn) medication was identified and 
discontinued medications were signed in all medication records reviewed. 
The inspector reviewed medication management practice and found substantial 
compliance. Nursing staff were knowledgeable about medication and administration 
practices inclusive of crushing, and transcribing practice, which was undertaken by 
the clinical nurse manager in emergency situations only. 
 
The inspector reviewed the medication management policy and noted that it included 
the procedure for prescribing, administering, recording, safekeeping and disposal of 
unused or out of date medications. There were clear guidelines in place for staff 
administering medication to residents that supported safe practice.  
 
The centre had an appropriate system in place to report medication variance 
medication errors, near misses and omissions. At each shift change the MDA 
medications were checked and counted. A medication management competency 
assessment is also included within the medication management policy and all staff 
nurses on duty had completed same. 
 
The pharmacy delivered a pre-packaged medication system which staff nurses were 
familiar with. A record of returns was maintained. The administration of medication 
observed by inspectors was found to be safe and in line with An Bord Altranais agus 
Cnaimhseachais na hEireann guidance to nurses and midwives.  
 
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 
 
Quarterly notifications had been submitted to the Authority as required and within 
the appropriate timeframe. The assistant director of nursing was aware of her 
responsibilities to maintain records of all incidents occurring in the centre. She was 
aware that she was legally obliged to notify the Chief Inspector of incidents such as 
serious injury to a resident or report incidents or near miss events in respect of 
residents leaving the centre without staff knowledge and in the main it was noted 
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that these were received in a timely fashion. However, it was found that in two 
recent incidences residents were re assessed some days following a fall and were 
reviewed in A/E. This was discussed with the person in charge and provider who 
were reminded that these would now constitute a serious injury and required to be 
notified to the Authority. 
 
The accuracy and completeness of the notifications received were also discussed and 
an improved level of detail to assist the Authority to appropriately assess the risk to 
residents from the notifications was requested in respect of dates, times, name of 
units within the centre and other details for instance, the grades of pressure ulcers to 
be indicated, where residents sustain fractures, site of fracture to be included. 
 
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:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
For the purposes of ongoing quality monitoring and continuous improvement the 
person in charge had set up systems to collect data on a number of significant 
aspects of residents' care and quality of life. For example, residents weekly reviews 
of falls, psychotropic drugs, responsiveness to call bells and pressure ulcers. 
Other environment issues were also being audited such as access to night lights 
hand rails and activities. Action plans were in place to address issues identified in 
some audits conducted, for example, a nutrition audit. However, the findings of this 
and other reviews had not yet resulted in a report which should be made available to 
residents and the Chief Inspector. 
 
Since her appointment the person in charge was actively pursuing an in depth review 
of all clinical practices to drive improvements in the safety and quality of care 
delivered to residents and had also conducted a detailed review of staffing levels and 
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skill mix to assess staffing needs. The review was based on current evidenced-based 
practice indicators such as nurse/resident ratios, design and layout of the centre and 
reflected other nursing homes as comparators. The review further identified the need 
for in house staff expertise in wound management nutrition end of life care and 
restraint management. 
 
Inspectors were informed that a customer care survey had been carried out in order 
to ascertain the views of residents in relation to the quality of life and quality and 
safety of care. However, these have not yet been analysed. 
 
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  
 
Action(s) required from previous inspection:  
 
Robust governance systems to supervise residents and ensure the delivery of safe and 
suitable care to maintain resident’s welfare and wellbeing were not in place. 
 
Care plans reviewed were not person-centred or specific to the individual’s current 
needs were not linked or updated to reflect changing circumstances or needs which did 
not enable appropriate evaluation to determine their effectiveness. 
 
Recommendations by allied health professionals were not incorporated to ensure 
implementation or review of their effectiveness. 
 
Care records showed two residents had not received a bath or shower in the previous 
nine weeks and two other residents had received only one shower in the same period. 
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Adequate supervision of staff with responsibility for care practices including the 
delivery of personal care and safety of residents was not in place.  
 
Nurses were not available to supervise practices or ensure planned or appropriate care 
was delivered as required.  
 
 
Inspection findings 
 
The actions required from the previous inspection were partially addressed. 
 
Inspectors found that in general, an improved standard of nursing care was 
provided. These improvements relate to increased access to showers and baths, 
improved wound care management and documentation of care delivery. 
 
Inspectors observed staff interacting with residents in a courteous manner and 
addressing them by their preferred name. Privacy and dignity was noted to be 
maintained during delivery of personal care and during transfers. 
 
It was also found that while there had been improvements to the nursing 
assessments, clinical risk assessments and care plans since the previous inspection, 
improvements continue to be required. 
 
Residents had good access to general practitioner (GP) services. Access to other 
specialist and allied healthcare services such as physiotherapy and occupational 
therapy was reported as available and in place to meet the diverse care needs of 
residents. In a sample of records reviewed inspectors noted assessments and 
recommendations recorded by physiotherapists dieticians, tissue viability nurses and 
chiropodists. 
 
The arrangements to meet residents’ assessed needs were set out in individual care 
plans. Each resident had a care plan completed. A variety of assessment tools were 
used to evaluate residents’ progress and to assess levels of risk for deterioration, for 
example vulnerability to falls, dependency levels, nutritional risk assessment, 
pressure related skin damage risk assessment and moving and handling assessments 
 
However, as previously stated, some improvements to care plans general nursing 
documentation is required. Inspectors reviewed several care plans on both floors and 
found that although there improvements to the standard of nursing documentation it 
was not consistent throughout the centre or reflected in all care plans reviewed. 
 
Care plans and risk assessments were not always linked, did not include the 
recommended interventions of allied health professionals and were not always 
reviewed within the three month timeframe required by the regulations to determine 
their effectiveness. Although in general, residents healthcare needs were met, 
significant areas for improvement were identified in the documentation of care given 
and there was a need to develop a system to ensure that care plans reflected the 
care delivered and were reviewed in response to changes in residents’ health and 
that care plans were appropriately linked to give a clear and accurate picture of 
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residents’ overall health. It was also found that some although not all care plans 
were generic in nature were not person-centred and did not always evidence 
residents’ or relatives involvement.  
 
Although inspectors found that staff knew residents well and could describe all 
aspects of the care required by and given to residents, care plans were not always in 
place to manage identified needs, or were not specific enough to manage the those 
needs, for example, residents assessed as being at high risk of falls, risk of weight 
loss or experiencing pain did not have care plans in place. Some nutritional care 
plans for residents assessed as being at risk of malnutrition did not reference 
monitoring intake to determine clinical effectiveness of inputs or referral to dietician. 
 
Improvements to the documentation of care delivered to residents were found 
further to the last inspection through the introduction of care flow charts. These 
charts are completed by the healthcare assistant team and use a tick box system to 
indicate whether, for example, residents have received or refused a shower or bath, 
a general indication of intake (good fair poor or refused) at each meal/snack. The 
forms are then brought to the attention of the nurse on duty who reviews them to 
determine the level of care delivered and assess what if any further interventions are 
required. This process was introduced as part of the supervision of care delivery by 
the nursing team. While it is accepted that the system is new and not yet fully 
embedded it was found that the level of completeness of the forms and their review 
by the nursing team required to be considerably improved to ensure they contribute 
effectively to an improved standard of care for residents. 
 
Restraints such as bed rails were found to be in use for a high number of residents. 
The documentation referencing the need for restraint did not always identify whether 
the restraint used was suitable for the residents needs without restricting the 
resident unnecessarily. Evidence that residents’ personal care needs were 
maintained, for example, regular release schedules from the restraint, were not in 
place. Care plans in relation to restraint were not fully reflective of best practice. Risk 
assessments did not provide a consensus judgement that the intervention was in the 
best interests of the resident, was the least restrictive solution and was being put in 
place as previous less restrictive interventions had failed. 
 
Not for resuscitation decision/consent forms were in place for some residents. 
Evidence of the transparency of these decisions or the discussions which took place 
between medical/nursing/allied health professionals next of kin or advocate and the 
person in charge or key senior manager were available. Reviews of decisions made 
prior to admission to the centre were also on residents files but the decision had not 
been reviewed since admission and therefore could not be deemed to be a reflection 
of the residents’ current wishes or status. 
 
Outcome 12 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
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References: 
Regulation 19: Premises 
Standard 25: Physical Environment  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
Nazareth House is a purpose-built residential care facility for older people. The centre 
commenced operation in 1970. It is set on a large site with ample car parking to the 
front and manicured lawns accessible to residents at the side and rear of the 
building. Originally built to accommodate 73 residents, the centre was extended 
during 2012 and an application to vary registration conditions to increase resident 
numbers to 87 was granted in January 2013. 
 
The new extension was built over three floors, ground, first and second level. 
The ground floor foyer leads to a large open sunny space from which corridors lead 
to the existing centre and several new offices for management staff. It also includes 
a new activity room, coffee dock and residents shop, reminiscence room, clinical 
room and toilets. A reception desk is situated at the front entrance and is staffed 
over a 12 hour period each day. The foyer leads out onto a large enclosed accessible 
garden with lots of walkways and seated areas for residents to stroll or sit with 
family and friends. 
 
The first floor extension comprised of 15 bedrooms with full en suite, a computer 
room, sluice, nurses’ station, medical storage rooms and assisted bath room and is 
accessed by both stairs and lift from the ground floor. All finishes to surfaces are of a 
high standard. Bedrooms are equipped with adequate lighting, call bells, personal 
storage and adjustable beds. 
 
The second floor is for use by the congregation of the Sisters of Nazareth and access 
is limited to the convent and is not a registered part of the centre. The new build 
links to the existing centre at both ground and first floor level. The entire extension 
was found to be finished and decorated to a very high standard and was well 
maintained. 
 
The premises were found to be clean well maintained and clutter free. There was a 
cleaning schedule in place and staff undertaking cleaning duties were observed to be 
thorough in their approach to cleaning residents’ rooms and communal areas.  
There was appropriate equipment for use by residents and staff which was in good 
working order.  
 
The physical environment of the original building continues to pose challenges to 
meet residents’ needs safely and improvements to comply with the Regulations 2009 
and the Authority's Standards and improvements continue to be required by 2015. 
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The deficiencies in the premises include: 
 

 The ground floor is divided into two corridors Botanic and Casino. There are 
27 single bedrooms and four twin rooms, three of the twin rooms are on 
Botanic corridor. The statement of purpose currently describes all bedrooms 
as having en suite facilities. The majority of these rooms (19) meet the 
requirements of the Regulations in terms of size. However, the design and 
layout of the shared ‘en suite facilities’ do not meet residents needs for 
privacy, dignity and access to appropriate toilet or washing facilities. These 
bedrooms are linked by means of sliding doors which open onto shared 
cubicles which consist of three divided sections. Section 1 contained a space 
for storage of resident’s personal clothing. Section 2 contained at least one 
and in some rooms two wash-hand basins at either end of the cubicle. Section 
3 contained two small rooms at each end, one with a toilet and the other 
contained a non assisted bath. All of the baths were decommissioned in that 
the water was turned off or the bath was sealed with a wooden board 
 

 The design and layout did not allow safe access to residents who require using 
assistive moving and handling equipment or allowing staff to provide safe 
assistance to residents with low dependency needs. The division of the cubicle 
area was such that each section was wide enough to allow only one person to 
walk into the section at any one time and was not sufficiently wide to allow 
two people stand side by side. The space was just wide enough to 
accommodate a walking frame but any person using the frame would have to 
have good balance, spatial awareness and be technically very proficient in use 
of the equipment to negotiate the tight space. Inspectors formed the 
judgement that only residents assessed as being fully independent for 
personal care and moving and handling could safely access these sectioned 
‘en suites’. 
 

 There were nine bedrooms on the ground floor with appropriate accessible en 
suite facilities. Bedrooms 54 and 56 on Botanic and bedrooms 33 and 35 on 
Casino contained full en suite facilities. Although bedrooms 37 and 39 
contained refurbished en suites, the entrance to the en suite was not 
sufficiently wide to accommodate a transit or powered wheelchair, and was 
suitable for use by residents independently mobile or with limited mobility 
utilising assistive walking frames only. 
 

 Similar design and layout arrangements pertained on the first floor on 
corridors Artane, Beaumont and Clontarf where there were a total of 43 
bedrooms. A further 15 bedrooms were located in the new extension on the 
Donneycarney corridor. On Beaumont, rooms 149, 150, 153, 155 and 158 and 
on Clontarf, rooms 129, 130 and 131 included full en suite facilities. Fully 
accessible toilet and wash-hand basin en suite facilities were available on 
Casino in bedroom 34, on Artane in bedrooms 181 and 183, on Clontarf in 
bedrooms 135 and 137 and on Beaumont bedroom 160 had toilet and wash-
hand basin accessible only to those utilising assistive walking frames as it was 
not wheelchair accessible. 
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 Some units contained bedrooms which did not meet the requirements of the 
legislation in terms of usable space for residents. This negatively impacted on 
residents’ safety as it was found that several residents had sustained bruising 
following falls as a result of limited space through injury on furniture located 
close to the bed/chairs. These included:  

o Botanic - bedroom 66 
o Artane - bedrooms 180, 182, 192, 194 
o Beaumont - bedrooms 152, 154, 162, 164 
o Clontarf - 135, 137, 141, 143. 

 
Further to an in depth review of the physical environment, inspectors formed the 
view that there were an insufficient number of appropriately located wheelchair 
accessible toilets and shower/bath facilities in the centre. On the ground floor, there 
were two assisted shower facilities for 21 residents which is the minimum 
requirement under the legislation. However, both of these bathrooms contain an 
accessible toilet. When these showers are in use it precludes the use of the toilets for 
other residents. 
 
Although there were four further accessible toilets on the ground floor, these are 
located next to the main dining room and communal sitting and garden areas and 
are a considerable distance away from residents’ bedrooms on Botanic and Casino. 
On the first floor there were four assisted bathrooms, all contained accessible toilet 
and wash-hand basin. However, only two contained assisted shower facilities the 
remaining two contained baths one of which was non-assisted. Staff told inspectors 
neither of these baths were ever used. Similar issues pertain on the first floor in 
relation to appropriate access to toilet and showers with 36 residents accessing two 
showers and 31 accessing four other accessible toilet facilities. Again the location of 
these toilets and showers are not suited to meet residents’ needs on all of the three 
corridors in the original building. 
 
Other deficiencies which required to be addressed include: 
 

 Insufficient number and inappropriate location of sluice facilities. There are 
only three sluices for 87 residents. One on the ground floor for 28 residents 
with 19 rooms without accessible toilet facilities for residents at medium, high 
or maximum dependency. There are two sluice rooms on the first floor. One 
on the end of the Donnycarney corridor and the other in the middle of the 
Artane corridor. Given the lack of sufficient numbers of accessible toilets for 
residents, there is a high usage of commodes in the centre and number and 
location of these sluice facilities raises concern for good infection prevention 
and control processes. 
 

 Despite efforts by the maintenance team, given the size layout and volume of 
throughput in terms of residents’ staff and visitors to the centre, the original 
building required considerable inputs to meet an adequate level and standard 
of comfort and safety. Aspects which required to be addressed included full 
refurbishment of all residents bedrooms in the original building which were 
noted to be furnished with dark old style furniture and deco and repairs to 
paintwork, skirting, architrave, doorways, windows and window frames, floor 
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and wall tiles in kitchenettes, corridors sluice rooms shower and laundry 
areas. 
 

 While equipment available was in good working order, additional equipment to 
meet all residents assessed needs was found to be required such as 
equipment to ensure that where alternative measures to use of restraints are 
identified that these are available, upgrade to the call bell system, air 
conditioning systems and/or portable fans to cool bedrooms and communal 
areas where temperatures were noted to be above the recommended 
maximum during the recent good weather. 
 

 A further risk to infection prevention and control systems was identified in the 
main laundry are where an uncovered drain posed a risk to health and safety 
for staff as discussed under Outcome 7. 
 

 Ramped areas of the internal centre were steep and posed problems for both 
staff and residents in terms of access and safety and required to be reviewed. 
 

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 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
The inspector was satisfied that a robust complaints policy was implemented in full 
and improvements were in place with regard to documentation since the time of the 
last inspection. 
 
There was a complaints procedure on display. Residents and staff were aware of the 
complaint’s policy and procedure. The person in charge is the complaint’s officer and 
she deals with any unresolved complaints. Resident and relative questionnaires 
confirmed that they were satisfied that the arrangements in place to deal with 
complaints.  
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Minor issues or verbal complaints were recorded and the inspector reviewed these 
records to establish how complaints were managed. A small number of verbal issues 
had been recorded since the last inspection on each of the three units. These issues 
included feeling cold in bedroom or lost dentures. The inspector found that the 
actions taken to investigate and resolve complaints were recorded and that for 
recent complaints, there was a commentary that described if the complainant was 
satisfied with the way the complaint had been managed. Reviews of residents 
satisfaction on a number of occasions following the resolution was also in place. 
 
Outcome 14 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
 
References: 
Regulation 14: End of Life Care 
Standard 16: End of Life Care 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
Established links to palliative care services were in place. Access to specialist advice 
and review was available from palliative medicine and clinical nurse specialists from 
the HSE, with regard to symptom control and support for resident, family and staff at 
the designated centre. 
 
One resident was assessed as requiring palliative care inputs. Although there was 
evidence that the residents’ healthcare needs were fully met, documentation 
reviewed evidenced that these inputs had ceased as the resident was currently stable 
but the team were available and would review on referral. However, a care plan was 
not in place to reflect the need to continue to monitor or when or how to refer to the 
service. 
 
Other end of life care assessments were not fully completed and did not reflect 
comprehensive assessments other than recording religious persuasion. Residents’ 
wishes in respect of spirituality or other arrangements were not documented. It was 
further noted that ‘not for resuscitation’ orders were in place for a number of 
residents without appropriate end of life care assessments and care plans.  
 
Records indicated that 28 staff had read the end of life policy which was available to 
inform and guide staff. The policies required to be reviewed as it did not reference 
practices in place in the centre in respect of the use of not for resuscitation orders or 
contact details of the palliative care team. 
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Outcome 15 
Each resident is provided with food and drink at times and in quantities adequate for 
his/her needs. Food is properly prepared, cooked and served, and is wholesome and 
nutritious. Assistance is offered to residents in a discreet and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes   
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection 
 
 
Inspection findings 
 
Residents received a nutritious and varied diet that offered choice. The inspectors 
observed the lunchtime meal, which was relaxed, and unhurried. It provided a social 
opportunity for residents to interact with each other and staff. Staff were available to 
assist residents to have their meals. Catering staff were knowledgeable about the 
dietary needs of residents and were aware of those who required a special diet. 
Staff assisted in serving meals and ensuring residents obtained their preferred food 
choices. A smaller number of residents took their meals in their own rooms. 
Appropriate assistance was offered to residents who required same. 
 
Residents had access to snacks and drinks throughout the day in between meals. 
Fluids were available in water dispensers to those who could access them and 
inspectors observed staff offering drinks frequently in communal areas. Although 
drinks were noted to be available in the bedrooms of some residents who remained 
in their rooms this aspect required to be carefully monitored to ensure constant 
access to fluids are available to frail residents particularly in very warm weather. 
 
Outcome 16 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. 
He/she is facilitated to communicate and enabled to exercise choice and control over 
his/her life and to maximise his/her independence.  
 
References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
Standard 5: Civil, Political, Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts    
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Action(s) required from previous inspection:   
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
There was good evidence of consultation with residents. Management had arranged 
residents' monthly meetings so that residents could be involved in decision making in 
the centre and used the meetings to obtain their feedback regarding their 
preferences and choices and quality of life. 
 
Residents had opportunities to participate in activities appropriate to their interests 
and preferences. A varied programme of social and recreational activities were 
scheduled weekly to take place throughout the centre over the seven days and were 
led by a team of designated activities coordinators. Detailed social care assessments 
were completed for all residents that determined likes/dislikes and previous interests. 
Some residents were engaged in a Sonas session which involved stimulation of all 
five senses. Some residents preferred other activities such as attending Mass, 
reading, watching television, playing games or entertaining their visitors. In the 
main, residents expressed satisfaction with their participation in the various planned 
activities. Outings such as a recent trip to Donneycarney were held with 23 residents 
enjoying the event. 
 
Questionnaires from the Authority to ascertain the views and opinions of those in 
receipt of the services of Nazareth House nursing home were distributed prior to this 
registration inspection. In the main, the information contained in the questionnaires 
was positive and highly complementary of the facilities and services and staff 
working at the centre. The questionnaires confirmed that residents were consulted 
and were able to communicate with staff if they had any concerns or problems. 
 
Outcome 17 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
 
 
 
 



Page 25 of 44 

 

Inspection findings 
 
Residents’ privacy and dignity was respected. Inspectors observed staff knocking on 
doors and waiting for permission to enter. Doors to bedroom areas were kept closed. 
Adequate hanging and storage space was available to all residents. Laundry facilities 
were available. Laundry was collected from residents’ rooms and brought to the 
laundry already appropriately separated. Infection prevention and control systems 
which meet evidence-based practice were in place for heavily soiled or infected 
laundry. Good systems were in place to press, repair and label clothing. On 
completion of the laundering process, the laundry was brought to a sorting room 
where a team of staff sort, press, repair loose buttons or hems and sew labels on 
new clothing. Residents clothing was found to be neatly hung or folded in their 
rooms. 
 
There was a policy on residents' personal property and possessions. On review it was 
noted that the policy was not fully reflective of the Regulations in that it did not 
reference the requirement for the residents’ signature to an updated record of 
personal possessions. It was also found that a record of residents personal 
possessions were not in place for all residents admitted in 2012/2013 and those in 
place prior to this time had not been updated. 
  
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:  
 
The number and skill mix of staff on duty and available to residents had not sufficiently 
increased with resident numbers and dependency levels. 
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Staffing levels and skill mix levels were not in accordance with best practice guidelines 
to meet resident’s individual and collective needs, dependency levels and size and 
layout of the designated centre.  
 
All staff were not appropriately supervised and competent to provide care in 
accordance with contemporary evidence-based nursing as reported in Outcomes 7 and 
11. 
 
Robust governance arrangements to ensure the supervision of care staff were not 
found.  
 
Suitable and sufficient cover for planned and unplanned leave/absences was not in 
place.  
 
The nursing and care staff roster did not include adequate nursing cover and skill mix 
in accordance with professional and best practice guidelines. 
 
Inspectors confirmed that all persons working in the designated centre had not full and 
satisfactory information and documents specified in Schedule 2. Garda vetting and 
suitable references were not available in a sample of file reviewed. 
 
 
Inspection findings 
 
The actions required from the previous inspection were partially addressed. 
 
Inspectors observed good interactions and warm relationships between residents and 
staff and found staff to be knowledgeable of the residents in their care. 
 
On review of the staff rota it was found to be well maintained with all staff that work 
in the centre rostered and identified for day shift. Annual leave and other 
planned/unplanned staff absences were covered from within the existing staffing 
complement. 
 
Systems of communication included daily handover meetings, daily progress sheets 
and staff meetings. 
 
A record of An Bord Altranais agus Cnáimhseachais na hÉireann PINs (professional 
identification numbers) for all registered nurses had been maintained and was found 
to be satisfactory 
 
Three staff records were reviewed to assess compliance with the action outlined. The 
inspector found that all the required Schedule 2 documentation was available. Garda 
Síochána vetting and reference checks were in place along with a detailed induction 
programme for new staff members. The records were noted to be well organised and 
information was readily accessible.  
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There was evidence that staff had access to education and training. A record of all 
the training participated in by staff had been maintained. A high number of repeat 
sessions to ensure all staff were provided with updated training in relation to fire 
safety and prevention, moving and handling were noted. Additional training in 
nutrition, CPR, restraint management and protection of residents from abuse was 
also provided. A training matrix showed that of 122 staff, all except four received 
updated mandatory training since February 2013. 
 
Improvements were found in clinical governance as previously indicated under 
Outcome 3. The person in charge was found to be very aware of the need for good 
clinical governance structures to be developed and was developing and instigating 
changes in key areas of practice. These included use of a recently developed clinical 
nursing care manual to provide detailed guidance to staff in delivering personal care 
appropriately to residents, revised pre admission assessments to ensure the centre 
can meet residents assessed needs fully on admission and care flow charts for 
completion by the healthcare assistant to record the care delivered to residents and 
document an overview of each resident’s general condition in respect of mood, 
behaviour, physical and mental status. As a result of these initiatives an 
improvement was found in the systems in place to ensure the delivery of an 
appropriate safe level and standard of care to residents. 
 
However, although a review of the skill mix and work systems in place was 
undertaken by the person in charge as discussed under Outcome 10, inspectors 
found that continuous review of the numbers and skill mix of staff to ensure 
appropriate levels are available to meet all residents’ individual and collective needs 
is required. 
 
Inspectors formed the judgement that staffing levels were not adequate to meet 
residents assessed needs in an appropriate holistic manner. Evidence of sufficient 
and consistent supervision of residents was not found. High numbers of falls and use 
of restraint reflected the need for improved supervision for residents. Appropriate 
supervision of the delivery of care was limited. Care staff work in teams without 
direct supervision and residents and relatives reported that call bells were not always 
responded too within a reasonable timeframe. Nurses and clinical nurse managers 
continued to be occupied with specific nursing duties such as the administration of 
medications at specific periods throughout the day, assessment and treatment of 
wounds, liaising with general practitioner and allied health professionals and 
documentation of care and were unable to adequately supervise or confirm the 
delivery of direct care undertaken by care staff.  
 
In discussions with the person in charge and provider inspectors were told that on 
foot of the staffing review by the person in charge a recruitment process was being 
undertaken to improve nursing staff numbers by six additional members. 
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Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the Regional 
Superior and Chief Executive Officer of the Sisters of Nazareth, the provider, the 
person in charge, and nurse managers 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: 

 
Nazareth House Nursing Home  

 
Centre ID:  

 
0149 

 
Date of inspection: 

 
17 and 18 July 2013 

 
Date of response: 

 
4 September 2013 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007 as amended, 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 
 
Outcome 2: Contract for the provision of services  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
All fees to be charged in that the amounts to be charged were not included in the 
contract. 
 
The contract contained a clause that residents contract could be terminated “with 
immediate effect”. As the person in charge has a responsibility to ensure “insofar as 
practicable, residents are discharged from the centre in a planned and safe manner, 
this clause required to be reviewed to ensure full compliance with the regulations. 
 
Action required:  
 
Ensure each resident’s contract deals with the care and welfare of the resident in the 
designated centre and includes details of the services to be provided for that resident 
and the fees to be charged. 

                                                 
∗ 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 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions  
 

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

Timescale: 
 

Provider’s response: 
 
The details of the services provided and the fees payable by the 
residents have now been entered into their contracts of care 
 
Section 5 of the contract of care "Duration and Termination" has 
been amended in line with our admission and discharge policy 
and an extra clause added clarifying that residents are to be 
discharged in a planned and safe manner. 
 

 
 
Completed 
 
 
Completed 
 
 
 
 

  
Outcome 4: Records and documentation to be kept at a designated centre 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Residents’ personal possessions lists which were not in place for all or not maintained 
up to date. 
 
The directory of residents did not identify the gender of residents and was not 
maintained in a manner of completeness in that cause of death, transfers or source 
of admissions were not always entered where required.  
 
Policies and procedures were in place however they were not centre specific and did 
not sufficiently guide staff on actions to be taken in certain events. 
 
Confidential information relating to residents personal care were inappropriately 
displayed and a large amount of private information was not securely stored. 
 
Action required:  
 
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) of the Regulations in a manner so to ensure 
completeness, accuracy and ease of retrieval. 
 
Action required:  
 
Keep the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) of the Regulations up-to-date and in good order and in 
a safe and secure place. 
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Action required:  
 
Review all the written operational policies and procedures of the designated centre 
on the recommendation of the Chief Inspector and at least every three years. 
 
Action required:  
 
Establish and maintain an up-to-date directory of residents in relation to every 
resident in the designated centre in an electronic or manual format and make this 
information available to inspectors as and when requested. 
 
Action required:  
 
Ensure that the directory of residents includes the information specified in Schedule 3 
of the Regulations. 
 
Reference:    

Health Act, 2007 
Regulation 23: Directory of Residents 
Standard 27: Operational Management  

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

Timescale: 
 

Provider’s response: 
 
Since the inspection all information relating to resident care i.e. 
manual handling sheets, speech and language guidelines and 
dietary information have been removed from the bedroom walls 
and are placed securely and privately in the en suites. 
 
Residents properly lists have been recorded and will be updated 
as required and no later than 3 monthly 
 
All records in relation to schedule 3 and 4 of the regulations have 
been reviewed. They are now complete, accurate in good order 
and are easily retrievable. 
 
Presently all our written policies and procedure are being 
reviewed and updated ensuring that they are centre specific. 
 
In accordance with the regulations Schedule 3 of the Regulations, 
we have re-designed our residents register and are awaiting 
delivery from the printers. 
 

 
 
Completed 
 
 
 
 
Completed and 
ongoing 
 
Completed 
 
 
 
November 30th 
2013 
 
September 2nd 
2013 
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Theme: Safe care and support  
 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Improvements to the systems in place to prevent reduce and manage falls including 
supervision of residents in communal rooms, garden or reception areas and residents 
bedrooms required to be improved. Risk management policies and procedures were 
not being fully implemented in practice in that full neurological observations were not 
always recorded for residents who sustained or were suspected of sustaining head 
injuries, and GP or out-of-hours medical cover was not always contacted in a timely 
manner.  
 
The risk register was not fully comprehensive as it did not include risks such as safety 
or suitability of gradient of ramps located at several points throughout the centre; 
monitoring and management of temperatures of all communal and private rooms to 
ensure a comfortable and safe temperature for residents and staff; risk of exposure 
to infection due to the uncovered drain in the laundry; mode of transport of laundry 
across the grounds to take account of uneven/gradient/distance of grounds. 
 
The emergency plan did not include the management of clinical or medical 
emergencies or reference other policies available to manage same. 
 
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre. 
 
Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the identification 
and assessment of risks throughout the designated centre and the precautions in 
place to control the risks identified. 
 
Action required:  
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward 
incidents or adverse events involving residents. 
 
Action required 
 
Ensure that the risk management policy covers the precautions in place to control the 
following specified risks: the unexplained absence of a resident; assault; accidental 
injury to residents or staff; aggression and violence; and self-harm. 
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Reference:  
Health Act, 2007 
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: 
 
A comprehensive risk management policy will be put in place by 
mid October and this will be implemented throughout the centre. 
 
In conjunction with the new Risk Management policy our existing 
risk register will be updated to store all data collected during risk 
assessment. Risk will be scored and a strategy agreed to 
manage, reduce or eliminate the risk. Control measures will be 
put in place, all actions recorded for future use. 
The risk register will be reviewed at every monthly management 
meeting. 
 
A risk assessment system is in place and will continue to identify 
all risks, both inside and outside the building. 
Precautions will be put in place to control any risks identified. 
Risk assessments are in progress and have been carried out in 
each area within the centre. This will be incorporated into our 
risk management policy which includes steps to be taken 
following any incidents within or outside the centre, and 
arrangements for investigation of the incident. 
 
A learning outcome form is now attached to each incident report 
form. This is being filled in and monitored by the CNM's and kept 
in resident's care plan. 
 

 
 
October 18th 
2013 
 
October 18th 
2013 and 
ongoing 
 
 
 
 
 
Continuous and 
ongoing 
 
 
 
 
 
 
 
Commenced and 
ongoing. 
 
 

 
Outcome 9: Notification of incidents 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Where residents were reassessed in the acute setting further to earlier falls these 
constitute serious injury and required to be notified to the Authority.  
 
Action required:  
 
Give notice to the Chief Inspector immediately of the occurrence in the designated 
centre of any serious injury to a resident. 
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Reference:  
Health Act, 2007 
Regulation 36: Notification of Incidents 
Standard 29: Management Systems Regulation 
 

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

Timescale: 
 

Provider’s response: 
 
All serious incidents to date have been notified to the Authority 
but in the case of any reassessments taking place, the Authority 
will be notified in a timely manner. 
 

 
 
Immediate 

 
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 findings of reviews in respect of ongoing quality monitoring and continuous 
improvement had not yet resulted in a report which should be made available to 
residents and the Chief Inspector. 
  
Action required:  
 
Make a report in respect of any review conducted by the registered provider for the 
purposes of Regulation 35(1), and make a copy of the report available to residents 
and, if requested, to the Chief Inspector. 
 
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: 
 
A report has been made of the latest quality improvement 
monitoring which includes the arrangements for implementing 
the changes necessitated by this. This report has been made 
available to the residents and communicated to the staff. 
 

 
 
Completed 
August 30th  
2013 
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Outcome 11: Health and social care needs 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Care plans and interventions were generalised not fully reflective of best practice and 
not specific to individual residents. 
  
Care plans for every identified need was not in place for all residents or were not 
specific enough to manage those needs. 
 
All care plans were not revised as required by residents changing needs. 
 
Care plans and risk assessments were not linked did not include the recommended 
interventions of allied health professionals and were not consistent. 
 
It was not always evident if the resident was consulted with or kept informed about 
revisions made to their care plan. 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Action required:  
 
Make each resident’s care plan available to each resident. 
 
Action required:  
 
Keep each resident’s care plan under formal review as required by the resident’s 
changing needs or circumstances, and no less frequent than at three-monthly 
intervals. 
 
Action required:  
 
Revise each resident’s care plan, after consultation with him/her. 
 
Action required:  
 
Notify each resident of any review of his/her care plan. 
 
Reference:   

Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Standard 3: Consent  
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 17: Autonomy and Independence 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The person in charge has undertaken a full review of the 
residents care plans since March of this year. New documentation 
was introduced and education sessions were provided to all staff. 
A trial of these care plans was commenced in July 2013 and 
these are presently being audited. This process has resulted in 
more specific and individualised person centred care plans. 
All new admissions to the nursing home now have a 
comprehensive pre-assessment carried out. Care planning is 
discussed at this point and the resident is asked to nominate the 
person whom they wish to have involved in this process.  
 
Care plans are drawn up in consultation with each resident 
and/or their nominated person and agreed with them. They 
and/or their nominated person will be aware that the original 
care plan is kept at the nurses’ station for review purposes. 
Copies can be made available if requested. 
 
Since reviewing the documentation and the on-going education 
sessions, all staff are actively aware of the need to formally 
review care plans every three months or sooner, in line with the 
changing needs of the residents and in consultation with them, 
their families and relevant members of the multi-disciplinary 
team. 
 
Review of each residents care plan has been commenced and is 
ongoing. 
 
Care plans are now being discussed with the resident and his/her 
nominated person and they are liaised with to organise a suitable 
time and date for review. 
 

 
 
Commenced 
March 2013 and 
reviewed every 
three months or 
more frequently if 
required. 
 
 
 
 
 
Commenced July 
2013 
 
 
 
 
Commenced July 
2013 
 
 
 
 
 
Commenced July 
2013 
 
Commenced July 
2013 
 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Systems in place to ensure residents are facilitated to receive all appropriate health 
care as required in order to achieve and enjoy the best possible health were not 
sufficiently robust and required review as evidenced by: 

 forms used for documentation of care delivery were incomplete and required 
improved review by the nursing team 

 there was a high use of restraint that did not evidence whether the restraint 
used was suitable for the residents needs without restricting the resident 
unnecessarily 

 regular release schedules were not in place.  
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Action required:  
 
Facilitate all appropriate health care and support each resident on an individual basis 
to achieve and enjoy the best possible health. 
 
Action required:  
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
 
Action required:  
 
Provide a high standard of evidence-based nursing practice. 
 
Reference:   

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Regulation: 9: Health Care 
Standard 13: Healthcare 
Standard 18: Routines and Expectations 
 

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

Timescale: 
 

Provider’s response: 
 
All care plans are actively being reviewed with 60% completed 
since the inspection. These are now person centred and identify 
the needs of each individual resident so as their health care and 
social needs are identified. Each staff nurse has been allocated a 
core group of residents with health care assistants identified as 
key workers. 
 
Continuous monitoring of dependency levels is maintained by the 
person in charge and staffing levels are adjusted accordingly 
using a validated tool to ensure that the highest standard of care 
is delivered. 
 
Through the further education of nurses and health care 
assistants as well as the person in charge keeping up-dated with 
current research, the nursing management team in Nazareth 
House are committed to ensuring that all residents receive the 
highest standard of evidence based nursing care. 
 

 
 
September 30th 
2013 
 
 
 
 
 
In place and 
ongoing 
 
 
 
In place and 
ongoing 
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Outcome 12: Safe and suitable premises 
The provider  is failing to comply with a regulatory requirement in the 
following respect:  
 
The design and layout of the centre was not entirely suitable for the stated purpose 
and function. Inspectors found that there were a number of aspects of the premises 
which did not comply with the Regulations and the Authority's Standards. These 
aspects are outlined in the body of this report and a management plan is required to 
address these deficiencies by July 2015. 
 
Such plan should also address ongoing maintenance and provision, replacement or 
repair of equipment required to ensure residents’ needs are fully met. 
 
Action required:  
 
Provide suitable premises for the purpose of achieving the aims and objectives set 
out in the statement of purpose, and ensure the location of the premises is 
appropriate to the needs of residents. 
 
Action required:  
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents. 
 
Action required:  
 
Ensure the premises are of sound construction and kept in a good state of repair 
externally and internally. 
 
Action required:  
 
Maintain the equipment for use by residents or people who work at the designated 
centre in good working order. 
 
Action required:  
 
Keep all parts of the designated centre clean and suitably decorated. 
 
Action required:  
 
Provide adequate private and communal accommodation for residents. 
 
Action required:  
 
Ensure the size and layout of rooms occupied or used by residents are suitable for 
their needs. 
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Action required:  
 
Provide adequate sitting, recreational and dining space separate to the residents’ 
private accommodation. 
 
Action required:  
 
Provide sufficient numbers of toilets, and wash-basins, baths and showers fitted with 
a hot and cold water supply, which incorporates thermostatic control valves or other 
suitable anti-scalding protection, at appropriate places in the premises. 
 
Action required:  
 
Make suitable adaptations, and provide such support, equipment and facilities, 
including passenger lifts for residents, as may be required. 
 
Action required:  
 
Provide and maintain external grounds which are suitable for, and safe for use by 
residents. 
 
Reference:   

Health Act, 2007 
Regulation 19: Premises 
Standard 25: Physical Environment 
 

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

Timescale: 
 

Provider’s response: 
 
Advisors were appointed advisers to the Sisters of Nazareth 
(Nazareth Care Ireland (NCI)) in March 2013 and specifically to 
Nazareth House, Malahide Road, Dublin 3 in July 2013. 
The purpose of their appointment, which is ongoing, is to 
conduct a strategic review of each of the group’s six nursing and 
care homes located throughout Ireland.  
A key objective of these reviews is to determine the long-term 
viability of each home and where appropriate make 
recommendations in relation to future capital expenditure 
requirements, operational and financial performance.  
These recommendations are being made based on detailed 
analysis of the physical asset of each home, extensive 
operational and financial analysis conducted by the advisors, and 
by reference to all HIQA inspection reports for each nursing 
home.  
The work-programme has been amended and their review of 
Nazareth House, Malahide Road accelerated following the recent 
HIQA Registration Renewal inspection, with this review now 

 
 
Work on-going 
and scheduled to 
be completed by 
September 30th 
2013 
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taking precedence over the planned review of Nazareth House 
Belfast.  
 
In tandem with this, John O’Mahoney, Regional CEO of Nazareth 
Care Ireland, has engaged a construction firm and associated 
advisers (design and build team) to examine options for the 
provision of additional nursing home accommodation on site in 
Nazareth House. 
 
It is envisaged that this will see the development of new purpose 
built nursing beds, which would tie in with and complement the 
recent and significant capital works which have taken place on 
the site.    
 
The work of the design and build team will be integrated with the 
work being carried out by the advisors who will subsequently 
make a recommendation to the board of NCI in relation to the 
most appropriate solution for this site, and which addresses the 
concerns raised by HQIA in their inspection report of  17th and 
18th  July 2013.  
 
Both the work of the advisers to NCI is being undertaken as a 
matter of priority. The advisors are under instruction to provide 
NCI with recommendations in a timely fashion and in good order 
so that Nazareth House can take the necessary corrective action 
to ensure that the home is in full compliance with Standard 25- 
physical environment, in advance of the July 2015 deadline.  
 
 
Theme: Person-centred care and support                                                              
 
Outcome 14: End of life care 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
End of life care assessments were not fully completed and did not reflect 
comprehensive assessments other than recording religious persuasion. 
 
The documentation of the decision making process on resuscitation did not record 
the inclusion of the residents’ their family or nominated advocate or all relevant 
medical personnel and was not sufficiently transparent to determine the rationale for 
the decision made. 
 
Decisions made prior to admission were not reviewed. 
 
Policies in place were not reflective of practice in that they did not reference the use 
of not for resuscitation orders or contact details of the palliative care team. 
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Action required:  
 
Provide appropriate care and comfort to each resident approaching end of life to 
address his/her physical, emotional, psychological and spiritual needs. 
 
Action required:  
 
Facilitate the religious and cultural practices of each resident approaching end of life. 
 
Action required:  
 
Identify and facilitate each resident’s choice as to the place of death, including the 
option of a single room or returning home. 
 
Action required:  
 
Put in place written operational policies and protocols for end of life care. 
 
Reference:  

Health Act, 2007 
Regulation 14: End of Life Care 
Standard 16: End of Life Care  
 

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

Timescale: 
 

Provider’s response: 
 
Staff at Nazareth House are very respectful of the needs of the 
dying resident and continue to assess the physical, emotional, 
psychological and spiritual needs of the resident and his/her 
family throughout the process. External agencies e.g. palliative 
medicine and clinical nurse specialists will be contacted and 
informed of the resident's condition and this will be reflected in 
their care plan. 
 
Nazareth House has a predominant cohort of catholic residents 
and their religious and spiritual needs are catered for by the 
resident chaplain and community sisters. 
 
A more comprehensive detailed policy on End of Life Care has 
been drawn up and will be communicated to the nursing staff 
initially and then to health care assistants and all other relevant 
staff. This policy now includes aspects of caring for other 
religions and cultures. 
 
Since the last inspection the newly devised care plan now has a 
section to openly discuss end of life plans with the resident and 
his/her family. This will give all concerned a chance to openly 

 
 
In place 
 
 
 
 
 
 
 
In place 
 
 
 
September 30th 
2013 
 
 
 
 
Commenced July 
2013 and on-
going 
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discuss same. The Nursing Home in conjunction with the 
multidisciplinary team will endeavour to facilitate all choices 
made by the resident including the place of death. 
 
Staff will be attending Palliative care and End of Life courses in 
September and October. 
 

 
 
 
 
October 18th 
2013 
 

 
Outcome 17: Residents’ clothing and personal property and possessions 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The policy in place was not fully reflective of the legislation in that it did not 
reference the requirement for the residents’ signature to an up dated record of 
personal possessions. 
 
A record of residents personal possessions were not in place for all residents 
admitted in 2012/2013 and those in place prior to this time had not been updated. 
 
Action required:  
 
Put in place written operational policies and procedures relating to residents’ personal 
property and possessions. 
 
Action required:  
 
Maintain an up-to-date record of each resident’s personal property that is signed by 
the resident. 
 
Reference:  

Health Act, 2007 
Regulation 7: Residents’ Personal Property and Possessions 
Standard 4: Privacy and Dignity  
Standard 17: Autonomy and Independence  
 

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

Timescale: 
 

Provider’s response: 
 
Since the last inspection the policy on Residents personal 
property and possessions has been revised and updated and all 
residents now have a property log. New residents will have the 
log commenced on admission. 
 
This log will be updated at least every three months and more 
frequently if required. 
 

 
 
Completed and 
ongoing 
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Theme: Workforce 
 
Outcome 18: Suitable staffing 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
A continuous review of the numbers and skill mix of staff to ensure appropriate levels 
are available to meet all residents’ individual and collective needs is required. 
Due to:  

 staffing levels were not adequate to meet residents assessed needs in an 
appropriate holistic manner  

 high numbers of falls and use of restraint reflected the need for improved 
supervision for residents 

 appropriate supervision of the delivery of care was limited. 
 

Action required:  
 
Ensure that the numbers and skill mix of staff are appropriate to the assessed needs 
of residents, and the size and layout of the designated centre. 
 
Action required:  
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
 
Action required:  
 
Make staff members aware, commensurate with their role, of the provisions of the 
Health Act 2007, the Regulations, the statement of purpose and any policies and 
procedures dealing with the general welfare and protection of residents. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
A comprehensive audit on staffing levels versus dependency 
levels was carried out in April of this year. It highlighted the need 
for a higher ratio of qualified staff. We are aiming to achieve a 
minimum of one third nurses to two thirds health care assistants 
(excluding CNM's) and are actively and successfully recruiting 
presently. 

 
 
October 30th 
2013 
 
 
 
 



Page 44 of 44 

 

Along with this and in conjunction with the advisors review, we 
are reviewing all the staff levels and skill mix, taking into account 
the dependancy levels of the residents, the type of services 
required and the size and lay out of the building. 
 
A new policy on the supervision of staff has been drawn up. It 
will be communicated to the heads of departments at the next 
meeting on September 11th and reviewed one month later. 
The provider and person in charge are committed to supporting 
all supervisory staff in their roles and will provide training if 
required. 
 

 
September 30th 
2013 
 
 
October 16th 
2013. 
 

 
 


