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Centre name: 

 
Clontarf Private Nursing Home  

 
Centre ID: 

 
0127 

 
Centre address: 
 

 
5-7 Clontarf Road 
 
Clontarf 
 
Dublin 3 

 
Telephone number: 

 
01-8335455

 
Email address: 

 
admin@cpnh.ie

 
Type of centre: 

 
Private          Voluntary           Public

 
Registered provider: Clontarf Private Nursing Home Ltd 
 
Person authorised to act on 
behalf of the provider: Harry Mc Elhinney 
 
Person in charge: Helen Gill 
 
Date of inspection: 

 
23 April 2013 

 
Time inspection took place: 

 
Start:  10:15 hrs      Completion: 16:45 hrs 

 
Lead inspector: 

 
Nuala Rafferty  

 
Support inspector: 

 
Florence Farrelly  

Type of inspection: Announced                 Unannounced 

Number of residents on the 
date of inspection: 33 (and 1 resident in hospital) 

Number of vacancies on the 
date of inspection: 6 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated centres for older people 
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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. 
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Summary of compliance with Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This inspection report sets out the findings of a monitoring inspection to: 
 

 follow up matters arising from a previous inspection to ensure that actions 
required of the provider have been taken 

 
 address a specific issue based on information received. 

 
The table below sets out the outcomes that were inspected against on this 
inspection.   
 
Outcome 1: Statement of Purpose   
Outcome 2: Contract for the Provision of Services 
Outcome 3: Suitable Person in Charge
Outcome 4: Records and documentation to be kept at a designated centres  
Outcome 5: Absence of the person in charge  
Outcome 6: Safeguarding and Safety 
Outcome 7: Health and Safety and Risk Management 
Outcome 8: Medication Management
Outcome 9: Notification of Incidents 
Outcome 10: Reviewing and improving the quality and safety of care 
Outcome 11: Health and Social Care Needs 
Outcome 12: Safe and Suitable Premises
Outcome 13: Complaints procedures                 
Outcome 14: End of Life Care 
Outcome 15: Food and Nutrition 
Outcome 16: Residents’ Rights, Dignity and Consultation
Outcome 17: Residents’ clothing and personal property and possessions 
Outcome 18: Suitable Staffing 
 
This monitoring inspection was unannounced and took place over one day. As part of 
the inspection, inspectors met with residents and staff members observed practices 
and reviewed documentation such as care plans, medical records and directory of 
residents. 
 
SUMMARY OF FINDINGS  
 
This was the seventh inspection of Clontarf Private Nursing Home by the Health 
Information and Quality Authority’s (the Authority) Social Services Inspectorate and 
was a one day follow-up inspection. 
 
The centre was first inspected on 26 July 2010. A registration inspection took place 
on 14 and 15 December 2010. Follow-up or monitoring inspections were 
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subsequently carried out on 31 January 2011, 14 March 2011, 2 May 2012, 24 
January 6 and 7 February 2013. 
 
This inspection focused on governance structures staffing and the robustness of the 
clinical supervision systems in place to ensure the quality and safety of health care 
being delivered to residents. The inspection was also to establish the progress made 
by the provider in implementing the required improvements identified by the 
registration and subsequent follow up inspections solely in relation to these key 
areas. 
 
The following actions identified as required in the inspection report for 24 January, 6 
and 7 February last were reviewed in full on this inspection:  

 Immediate actions 1 and 2- governance and supervision 
 Outcome 4 – Directory of Residents  
 Outcome 5 – Absence of person in charge  
 Outcome 18 – Staffing 

 
Aspects of other actions required in relation to healthcare, records and risk 
management were reviewed in so far as they also related to governance, staffing 
and supervision and the findings are set out under the relevant actions below. 
Of the five actions reviewed one was addressed, one was partially addressed and 
three were not addressed. It was also noted that information from provider via 
weekly reports was not consistent, accurate or reflective of findings on inspection. 
 
In response to the findings of the last inspection in 2013 contained in the report, the 
provider’s initial response to the subsequent actions required was not satisfactory. 
A revised response was accepted by the Authority. The provider made a further 
submission to support this revised response and contained a time framed quality 
improvement action plan. This documentation and the revised action plan response 
set out completion dates to establish governance and management frameworks 
which included:  

 roles and responsibilities of all staff 
 reporting relationships and arrangements 
 supervision arrangements for all staff 
 a clinical governance policy and framework to include establishment of a 

clinical governance committee 
 monitoring quality and initiating monitoring and sustaining improvements. 

 
However, although the documentation gave a completion date for mid- April 2013 
the findings on inspection were that this work was not yet commenced. 
 
The report following this inspection identified where improvements were necessary 
to comply with the requirements of 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. All inspection reports for Clontarf Private Nursing Home can be found at 
www.hiqa.ie. 
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Actions reviewed on inspection: 
 
Theme: Governance, Leadership and Management 
 
 
Action required from previous inspection:  
 
Suitable arrangements for the replacement of the person in charge in the event of 
her absence were not in place. 
 
Robust governance systems to ensure the delivery of safe and suitable care to 
maintain resident’s welfare and wellbeing were not in place. 
 
A suitably experienced and qualified nurse be identified and/or appointed in the 
event of the absence of the person in charge without delay. 
 
Establish and implement a robust governance structure. 
 
 
This action was partially addressed. Arrangements were in place for the replacement 
of the person in charge in the event of her absence. A senior staff nurse was 
appointed and commenced in the role in March 2013. The remainder of the action 
was not addressed. 
 
Although the provider’s revised response gave a completion date of mid- February, 
robust governance systems to ensure the delivery of safe and suitable care to 
maintain resident’s welfare and wellbeing were still not in place. 
 
Inspectors were told that improvements had been made to ensure good governance 
which included: 

 support and guidance for person in charge and senior staff nurse 
 identification of a lead person in charge on every shift daily 
 person in charge and senior staff nurse now responsible for rostering staff and 

allocation of staff to specific duties each shift daily 
 identified teams of care staff with evidence of skill mix in place 
 improved communication with increased frequency of handovers during and 

between shifts daily.  
 
However the findings on inspection were:  

 the provider had engaged a private consultancy firm to assist in the 
prioritisation of risk and development of management frameworks. Inspectors 
were told the role of this consultancy also includes providing support and 
guidance to the person in charge and senior staff nurse. Inspectors met a 
member of the consultancy firm who was conducting an environmental risk 
assessment which is expected to form part of an overall review of health and 
safety and risk management within the centre. As previously mentioned, a 
time framed quality improvement action plan was devised with the assistance 
of the consultancy firm which outlined the development of governance 
including clinical governance and management frameworks and references the 
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establishment of mentoring programmes for senior management and nursing 
staff. The implementation of this plan had not commenced by the date of this 
inspection and therefore support and guidance to the person in charge and 
senior staff nurse was not in place 
 

 a copy of the roster was requested and provided. A lead person was not found 
to be identified on the roster. The senior staff nurse stated that he identified 
the nominated lead person each day and staff were informed at handover 
 

 in conversation with a number of staff, inspectors found that although staff 
could identify the senior staff nurse on duty, they did not know who was 
nominated as the lead person on duty. Some staff said it was the most 
experienced nurse, others said it was the senior carer (called the line 
manager) and one person named a member of the care staff as the lead 
person 
 

 the roster did not identify specific teams of staff or allocation of staff to 
particular areas. Inspectors were told this took place on a daily basis and 
would be on a board in the nurses’ station. Inspectors spoke to several staff 
and also to the nurses. All could identify the specific areas where they had 
been allocated for the day and the colleagues who were working alongside 
them in ‘teams’ of two or three. Inspectors observed these teams working in 
the areas identified as being assigned to them 
 

 in conversation with staff, the senior staff nurse, nurses and in observing the 
level of care being delivered it was found that an appropriate skill mix within 
the assigned teams was not evident. Care staff with little or limited experience 
were found to be working together on the upper floor whilst a team of three 
senior care staff worked together on the ground floor. In subsequent 
conversation with nurses and senior staff nurse it was found that the 
allocation of staff remained within the remit of the senior care staff called ‘line 
managers’ 
 

 inspectors were told that improved communication systems which included up 
to four handovers within and between staff now took place each day. 
However, inspectors did not observe any handovers taking place during this 
visit and could not verify the implementation of this action on this inspection 
visit. 

 
Action required from previous inspection:  
Robust governance systems to ensure the delivery of safe and suitable care to 
maintain resident’s welfare and wellbeing were not in place. 
 
Establish and implement appropriate supervision systems for qualified and non 
qualified staff and ensure skill mix and staffing levels are meeting the needs of 
residents. 
 
Provide a high standard of evidence-based nursing practice. 
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This action was not addressed. Although the provider’s revised response gave a 
completion date of mid-February, robust governance systems to ensure the delivery 
of safe and suitable care to maintain resident’s welfare and wellbeing were not found 
to be in place.  
 
Although inspectors found that some aspects of the provider response to the action 
required in the last report had commenced, systems were not established and 
sufficient leadership and guidance was not provided to ensure improved standards of 
safe and appropriate care to residents. 
 
The senior staff nurse told inspectors that he and the lead nurse were providing 
clinical supervision to staff on a daily basis and that care staff were aware of this. 
However, evidence that close supervision of care delivery was carried out was not 
found on inspection. As previously stated teams of care staff worked together on 
each floor of the centre. In conversation with nurses, inspectors were told they were 
not usually involved in the delivery of personal care to residents but would assist if 
required. Primarily nurses’ duties consisted of medication administration, wound 
care, preparing for and accompanying general practitioner visits, documentation of 
care.  
 
This lack of clinical governance was evident in the following areas: 

 A high standard of personal care was not being delivered to all residents. 
Inspectors were told that two residents were offered showers every day and 
in addition any residents who required to have a shower or bath received one. 
However, it was found that that those residents who required a shower or 
bath did not receive one. Inspectors discussed this during the inspection with 
the nursing team who acknowledged that one particular resident whose bed 
linen was found to be wet where the resident was incontinent of urine had not 
been offered or provided with a shower or bath. At 11:00 hrs a strong odour 
of urine emanated from the bedroom of one resident who was being brought 
downstairs having been assisted with personal care. The inspector was told by 
the career that the resident had received a ‘bed bath’. When asked if the 
resident had been incontinent the inspector was told he had not. When the 
resident and carer had left, the inspector checked the bed of the resident and 
the bed linen was found to be wet. The bed was observed to be neat and tidy 
with the covers drawn up to the pillows and tucked underneath the mattress. 
The bed was presented as being dressed. The bed was rechecked at around 
13:30 hrs and the wet bottom sheet had not been changed. This was brought 
to the attention of the nursing team 
 

 residents who required to have their intake and output closely monitored are 
placed on daily recording charts for all food and/or fluid ingested called food 
diaries. The diaries reflect a 24 hour period commencing at 08:00 hrs. In 
discussion with the nursing team inspectors learned that two residents were 
having diaries maintained for fluid intake on a daily basis and 10 others were 
having food intake recorded. On review of the diaries inspectors found only 
nine diaries were being maintained. At 13:30 hrs only one entry had been 
made in all of the food diaries which recorded the intake from breakfast at 
08:00 hrs 
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 no entries had been made to record the fluid intake for the two residents who 

required to have this monitored and three other residents identified as 
requiring food monitoring did not have record charts in place. 

 
Some improvements were found in the delivery of suitable and sufficient care to 
residents. These included:  

 the transfer of information between the centre and acute hospital services had 
improved with copies of transfer letters containing relevant information on the 
residents’ condition prior to or following transfer found 

 residents previously identified with weight loss were being monitored and 
were found to have to be gaining or maintaining their weight. 

 
However, improvements continue to be required specifically in relation to the 
ongoing assessment of residents needs and delivery of care in relation to personal 
hygiene as mentioned previously in this report. 
 
Ongoing assessment of residents needs was not in place. Inspectors were concerned 
to find that updates on risk assessments and care plans were found to have been 
conducted for one resident on dates when the resident was not in the centre but was 
in an acute hospital. It was further noted that this resident was not re assessed 
following return from hospital and an updated determination of health status and 
condition was not recorded. 
 
Improvements in care planning, risk assessment and evaluation of care were not 
found. Care plans were not in place for all residents identified needs. Where care 
plans were in place they were not sufficiently specific to manage the residents care 
needs. Evidence that care plans were developed in collaboration with the resident or 
that all residents were notified of any review of their care plan and kept updated and 
informed regarding any revisions or changes was not found. Care plans did not 
provide a good outline of resident’s needs and the care interventions in place were 
not sufficiently specific to respond to needs and promote well being. Examples 
include: 

 nutritional assessments were not in place for all residents with history of 
significant weight loss. All residents who required same were not reviewed by 
dietician 

 one resident with a diagnosed cancer did not have a care plan in place for end 
of life care. Another resident identified as being at high risk of fall did not 
have a plan in place to manage the risk. 

 
Action required from previous inspection:  
 
Directory of residents not being maintained in respect of transfers to acute facilities 
or cause of death. 
 
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. 
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Ensure that the directory of residents includes the information specified in Schedule 3 
paragraph (3) of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 as amended. 
 
 
This was not addressed. It was found that the directory of residents was not  
up-to-date in respect of transfers of residents to and from hospital. 
 
Action required from previous inspection:  
 
Suitable arrangements for the replacement of the person in charge in the event of 
her absence were not in place. 
 
A suitably experienced and qualified nurse be identified and/or appointed in the 
event of the absence of the person in charge without delay. 
 
 
This action was addressed. As indicated above, arrangements were in place for the 
replacement of the person in charge in the event of her absence. A senior staff nurse 
was appointed and commenced in the role in March 2013. 
 
Arrangements to determine the suitability of the newly appointed senior staff nurse 
will be made in conjunction with the provider person in charge and the person in due 
course. 
 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
 
Action required from previous inspection:  
 
The number and skill mix of staff on duty was not appropriate to meet residents’ 
individual and collective needs. 
 
Appropriate supervision and direction for staff was not in place. 
 
A comprehensive staff training plan tailored to meet resident’s complex needs was 
not in place. 
 
Carry out a review of current staffing and 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. 
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
 Supervise all staff members on an appropriate basis pertinent to their role. 
 
Make staff members aware, commensurate with their role, of the provisions of the 
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Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 as amended, the statement of purpose 
and any policies and procedures dealing with the general welfare and protection of 
residents. 
 
 
This was not addressed. 
 
Inspectors found that although the number of staff had increased with an additional 
nurse rostered for a 12 hour period each day and the senior staff nurse rostered for 
an 8 hour period five days per week. The deployment and skill mix of staff on duty 
was not appropriate to meet residents’ individual and collective needs and concerns 
remained regarding staffing skill mix, competence, work systems, training and 
communication. 
 
On this inspection there were 34 residents in the centre with one resident in hospital. 
Residents’ dependency levels were assessed as maximum dependency – 20 residents 
and high dependency – 14 residents. The issues found previously in relation to a lack 
of continuity of care to residents and poor communication processes within the 
nursing team and between nurses and the care staff were not resolved on this 
inspection and continue to remain as significant concerns.  
 
Other than those residents identified by staff as remaining in bed for most/all day, 
inspectors noted that up to four residents were still awaiting assistance to wash and 
dress at midday and a further one resident was continuing to attempt to wash and 
dress independently (over a period of 30 minutes the inspector noted the resident 
was not checked by staff to establish if she was managing or required some small 
assistance). 
 
Residents who were in bed did not have drinks at their bedside including one 
resident who was identified as requiring daily fluid intake monitoring and recently 
returned from hospital. This was brought to the attention of nurses at 13:15 hrs but 
at 15:30 hrs the resident still did not have a drink at the bedside. 
 
Residents’ access to regular baths/ showers was found to be very limited. Inspectors 
were told two residents are offered a shower/bath each day. This equates to 14 
residents being offered shower/bath every week. Effectively this means that 
residents may only be offered or receive a shower/bath once monthly. 
 
Access to training for staff which meets the needs of the residents profile was not 
found. In house staff training on prevention of elder abuse and fire was found to be 
delivered although further training on fire safety and fire evacuation drills by a 
qualified person in fire safety had not taken place. Medication management updates 
by the pharmacist was given to nursing staff and two nurses attended training on 
administration of subcutaneous fluids. 
 
A detailed training plan was outlined in the provider’s revised response to the last 
action plan and included timeframes which indicated that a comprehensive training 
programme had been delivered in the following areas; infection prevention and 



 

Page 11 of 15 

control, moving and handling, fire safety and evacuation, care planning and 
assessment, medication management, documentation and records management, 
quality assurance and audit. However it was found that other than those listed above 
no other training had occurred and inspectors were told that none was yet arranged. 
 
Training in infection prevention and control was to be delivered to all staff and 
specifically to the household team on new equipment and cleaning systems that the 
provider informed the Authority were in place. This training was to commence in the 
second week of April 2013.  
 
Further to the last inspection the provider stated that new colour coded mops with 
detachable heads to facilitate machine washing at recommended temperatures and 
chemical cleaning products including bio hazard spill kits were ordered. Evidence that 
all mops had been replaced was found on this inspection; however the remaining 
cleaning products were not in place.  
 
Staff knowledge of the new cleaning system in place was not consistent and 
although the household manager told inspectors that all mop heads were now 
machine washed every week in the laundry, in conversation with two of the 
household team on duty both stated that the mop heads were rinsed out in the 
sluice sink after use each day but were not machine washed. One of the team said 
that the mop heads were not detachable. 
 
Although the senior staff nurse stated he was on the floor supervising and directing 
care evidence that the level of supervision was adequate was not found in that he or 
the other nurses were not involved in or aware of those residents who had been 
provided with showers or drinks, and were not giving direction to care staff. 
The monitoring of food and fluid intake for residents at risk was not being 
documented in a timely manner and where this was being recorded the information 
was not sufficiently specific to make a clear determination of the actual intake. 
Evidence that the senior staff nurse was knowledgeable of residents needs and of 
the systems in place to manage those needs was not found. When asked, the senior 
staff nurse could not give full information to inspectors on the number of residents 
with wounds or pressure ulcers or those reviewed by the speech and language 
therapist. In discussion to determine when turning charts for a particular resident 
had commenced, the senior staff nurse was unsure.  
 
The inadequacy of the communication systems and processes in place is further 
evidenced in that the information being provided to the Authority in the form of a 
weekly report was not accurately reflected in the findings on inspection. 
 
Report compiled by: 
 
Nuala Rafferty  
Inspector of Social Services 
Regulation Directorate 
Health Information and Quality Authority 
 
8 May 2013 
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Provider’s response to inspection report ∗ 
 
 
Centre Name: 

 
Clontarf Private Nursing Home  

 
Centre ID:  

 
0127 

 
Date of inspection: 

 
23 April 2013 

 
Date of response: 

 
 24 May 2013    

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care Settings for Older People in Ireland. 
 
Theme: Governance, Leadership and Management
 
The provider and person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
Robust governance systems to ensure the delivery of safe and suitable care to 
maintain resident’s welfare and wellbeing were not in place. 
 
Action required:  
 
Establish and implement a robust governance structure. 
 
Action required:  
 
Establish and implement appropriate supervision systems for qualified and non 
qualified staff and ensure skill mix and staffing levels are meeting the needs of 
residents. 
 
 
                                                 
∗ 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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Action required:  
 
Provide a high standard of evidence-based nursing practice. 
 
Reference:  

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 13: Healthcare 

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

Timescale: 
 

Provider’s response: 
 
A governance and management framework has been developed 
for the centre. This framework now identified the roles, 
responsibilities and reporting relationships for all grades of staff.
 
A policy for clinical governance and delegation and supervision 
has been developed, which outlines the arrangements for 
supervision for nurses and care assistants. 
 
A staffing review was undertaken during April and was used to 
develop a staffing plan for the centre. The staffing plan includes 
revised rostering arrangements to ensure that staffing and skill 
mix over a 24 hour period are in accordance with assessed 
resident needs. The staffing plan also includes arrangements for 
supervision of staff and care of residents throughout each day. 
 
The above documents were forwarded to the Health 
Information and Quality Authority (the Authority) on the 20 May 
2013. 
 
A date has been set for the 3 June 2013 for staff to change to 
the new staffing hours and rosters. 
 
 
The current system of care planning in the centre has been 
reviewed and a new system of assessment and care planning 
has been agreed. Nurses will commence a formal training 
programme on assessment and care planning on the 28 May 
2013. The programme is aimed at ensuring that care is both 
person-centred and evidence-based. In conjunction with this, as  
outlined in the previous action plan, clinical policies and 
procedures will be updated and staff will receive information 
sessions on the updated policies which will guide  
Evidence-based decision making and practice. 
 

 
 
Completed 
 
 
 
Completed 
 
 
 
Completed 
 
 
 
 
 
 
 
 
 
To be implemented 
on the 3rd of June 
2013 
 
Commencing 28 
May 2013 to 
continue through 
to 30 August 2013.
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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:  
 
Directory of residents not being maintained in respect of transfers to acute facilities 
or cause of death. 
 
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 
paragraph (3) of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 as amended. 
 
Reference:  

Health Act, 2007 
Regulation 23: Directory of Residents 
Standard 32: Register and Residents’ Records 
 

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

Timescale: 
 

Provider’s response: 
 
The Directory has been reviewed and updated to ensure that all 
information required has been entered.  
 

 
 
Completed 

 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
The number and skill mix of staff on duty was not appropriate to meet residents’ 
individual and collective needs. 
 
Appropriate supervision and direction for staff was not in place 
 
A comprehensive staff training plan tailored to meet resident’s complex needs was 
not in place. 
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Action required:  
 
Carry out a review of current staffing and 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:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
Make staff members aware, commensurate with their role, of the provisions of the 
Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 as amended, 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: 
 
As outlined above, a staffing plan has been developed to ensure 
appropriate supervision for all staff. The plan, which involves new 
rostering will be implemented on the 3 June 2013.  
 
Training for staff on care planning is commencing on the 28 May 
2013 and a programme of training/information sessions to 
implement revised policies will be developed. We will submit this 
programme to the Authority on Friday 31 May 2013.  
 

 
 
3 June 2013 
 
 
 
31 May 2013 

 


