
Issue Findings Action Comments Status/Progress

Incidents Covered the 1st September 2017 to 
the 30th November 2017. The 
majority related to verbal abuse of 
staff by residents (n-15). There were 3 
self-injurious behaviours and three 
drug errors by an agency staff nurse. 
Two incidents related to faulty 
equipment and one to a fall. Six 
incidents related to safeguarding.
Of the six incidents, four were 
preliminary screened under the Adults 
at Risk of Abuse National Policy and 
Procedure 2014 and two were not 
recognised as possible abuse. From 
the six incidents reviewed the 
following issues were identified.
•	Each Peer to peer abusive interaction 
needs to be preliminary screened and 
a safeguarding plan put in place to 
meet the policy requirement of ‘no 
tolerance to all forms of abuse’.
•	PSF1’s should be completed in full 
and have more detail included and 
should be submitted within the 3-day 
timeframe.
•	In all cases of unexplained bruising a 
PSF1 must be completed.
•	All staff should have awareness 
training and at least two Designated 
Officers should be trained.

Verbal abuse of staff will be discussed at both staff and client meetings and solutions 
sought.
 There are behaviour support plans in place to deal with self-injurious behaviours and 
these will be reviewed.
Staff Nurses have a period of induction which includes administration of medication. In 
addition, we provided additional training to those who have made more than one error. 
We also have a drug audit system in place where medication is checked each evening so 
as under of over administration can be detected and dealt with immediately.
All new staff are scheduled to have safeguarding awareness training completed. Two 
Designated Officers will be trained. 
Safeguarding will be an agenda item at team meetings.

There is a very detailed PBSB approved by MDT 
for the client that was verbally abusive to staff. 
The is rarely an issue at present.
All PBSPs were reviewed and the client that does 
display Self Injurious behavior has not missed 
their 1:1 or Day Service since Jan, 2018.
Very strict guidelines in place for staff around 
accountability for drugs and checking and 
signing before the completion of their shift. If an 
error is recorded on their shift the CSM contacts 
them straight away to discuss the reasons for 
this.  
All new staff have completed or are listed to 
complete the Safeguarding court. Safeguarding 
is discussed at every staff meeting, very detailed 
Safeguarding Plans in place  and read and signed 
by all staff.  
CSM & DCSM trained as D.O.

Completed

Incidents The fact that possible safeguarding 
incidents were missed would indicate 
a need for quality assurance measures 
to be put in place.

Quality assurance measures to be developed in terms of monitoring of incidents, 
safeguarding and complaints. This should identify trends and actions developed to 
prevent recurrence. CID should be programmed to assist with this monitoring. 

Staff have now received Safeguarding training.  
Safeguarding is discussed at all staff meetings.

Completed
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Complaints Nine complaints registered on CID 
between September and November 
2017. Seven were made by residents 
which mostly related to not receiving 
their one to one activity. Five 
residents complained about the noise 
level of the television in another 
resident’s room.
Two complaints were made by 
relatives, one related to a member of 
staff’s attitude the second was in 
relation to the behaviour of another 
resident. The latter remains open as 
the relative is not satisfied with the 
outcome.

There were no staff members named thus the complaint could not be pursued. All staff 
will be spoken to in relation to communicating with relatives.

The resident whose TV was the cause of the complaint, has been spoken to and staff to 
monitor same.

The complaint which remains open will have to be addressed as per the revised 
Complaints Policy. The complaints Policy was reviewed in June 2017.

Training to be delivered on the Revised Complaints Policy.

Clients who may miss a 1:1 session, are 
accomodated at a later date.
  
Noise complaint has been resolved.  

 All CSMs complete the Complaints training.

Completed

Staffing There is a complement of 36 
permanent staff in Valleyview. There 
are no relief staff and agency staff are 
employed to cover gaps. It is reported 
by staff and residents that the 
incidents and issues arose last year 
because of poor management and 
leadership with an increase in sick 
leave. This resulted in an increase 
reliance on agency staff. There is 
undoubtedly friction in the team 
between nurses and social care 
workers. Much of this has to do with 
lack of leadership and the changing 
health care needs of some of the 
residents. This has resulted in a 
change in the working environment 
and resistance by some staff to the 
change. In addition, there is a need to 
ensure that social care does not get 
lost in the need to prioritise those 
with the more complex health care 
needs.

Position	Grade	No. Staff
Management 	CSM	1
Management 	Deputy CSM	.33
Staff Nurses	SN	8
CSW’s 	Level 5-7	23
Cook
Cleaners	F/T
P/T	1
2
•	Review staff ratio based on assessed need of clients in both houses.
•	Review workforce planning in the location in relation to skill mix requirement for 
projected operations within the centre.

Agency staff are only untilised as a last resort.

CSM completes the allocation sheet and ensures 
that a proper/sufficient mix of staff are on all 
shifts.  

Social care activities are preplanned for all 
clients.

Completed



High levels of sick leave with staff 
having to cover additional shifts, 
which was causing significant stress in 
the staff team.

Three staff have been recruited to cover maternity leave and two new staff have been 
recruited to fill vacant positions. This will reduce the dependency on agency staffing and 
address the sick leave. All new staff should have an induction period and a training needs 
analysis in relation to the requisite skill set for the location. 

The issue of skill mix needs to be addressed in conjunction with the changing needs of 
the residents. 
                                                   
All residents to have Key Worker allocated with responsibility for ensuring client’s 
individual activity plans are implemented.

Appointment of a secondary key worker to all residents to provide support in the 
absence of the primary key worker.

The roster takes into account the skill mix of all 
staff to meet the needs of the clients.

The organisation has formed a Relief Panel to 
help manage staff shortages.

Completed

Insufficient staff to deal with one to 
one support requirements

Review of shift patterns to allow for creative rostering to meet the residents identified 
needs. This should be discussed with the staff team.

There are sufficient staff to offer 1:1 support for 
clients.  All clients receive their 1 : 1 and an 
activity board is in place to guide staff.  

Completed

Staff have reported that staff morale 
is low and that there has been friction 
in the team.

Team-building initiatives to be developed to meet a variety of needs. Areas to be 
addressed are trust, line management, staff inclusivity, solution focused outcome 
planning and communication within the workplace, including communication with 
relatives. Resilience building is another area that may be beneficial together with conflict 
resolution training.

The SSMs checks regularly with staff as to their 
morale and reports are that it has greatly 
improved.

Completed

Staff feedback also indicated that staff 
do not feel valued.

Regular team meetings to be scheduled with set agendas and SSM should attend at least 
annually. Solutions should be sought from staff to address operational management 
issues.

Staff meetings are held every month with an 
agreed agenda.  SSM attends at least annually.

Completed

Blame 
Culture

A high number of staff reported that 
they were afraid to report mistakes or 
they were not treated fairly when 
they did report mistakes. This is an 
area that requires immediate action 
and should be factored into training, 
team meetings and supervision. This 
can also be addressed in team 
building exercises. There is a need to 
build trust.
Staff need to feel that when mistakes 
are made they are not negatively 
viewed but rather are opportunities to 
learn.
If staff are afraid to report their 
mistakes then it is highly likely that 
errors are covered up, an under-
reporting of mistakes may prevail with 
errors going unnoticed, leading to 
poor quality care.

This will be addressed by the CSM with the systems and understanding of reporting and 
recording mistakes made clear.  
Quality support and learning will be provided to staff members who inadvertently make 
mistakes as well as a culture of building a sense of team.

All staff receive Supervision on a regular basis. Completed

Staff 
Rostering

Team-
Building & 
Training



Supervision The ACSM reported that she did not 
provide supervision to staff. The 
cultural audit refers to the lack of 
supervision. Access to effective 
supervision is not just good practice 
for those working with vulnerable 
people but is essential for staff.  
Supervision is key in supporting staff 
in their everyday practice, supports 
critical thinking to understand and 
deal with casework holistically, 
enables staff to make analytical 
assessments and the provision of 
support interventions.  Supervision 
also supports staff to be able to cope 
with the emotional demands with 
working with vulnerable 
residents/service users and is a 
safeguarding essential.  

CSM to implement a supervision schedule. All staff will be provided with supervision on a 
regular basis.

Training will be provided to supervisors and a standard supervision model will be 
implemented into Sunbeam House Services.

Supervision is up to date and will be carried out 
on a consistent basis throughout the year.  

Completed

There are incidents occurring that are 
safeguarding concerns and some are 
not being recognised as such. In 
addition, there are quite a number of 
staff who have very poor knowledge 
of the current safeguarding policy and 
procedure. 

Awareness Training dates to be scheduled 
CSM and at least one other to be trained as Designated Officers.

The matter of safeguarding is discussed at all 
staff team meeting.   There are now regular staff 
knowledge audits conducted and safeguarding is 
the main question asked on the knowledge 
audit.   
DCSM is now trained as DO.

Completed

There are residents in both locations 
that require substantial care and 
support but the resources are not in 
place to cover this level of need and 
cater for the more independent 
residents who require more social 
support. Staff have reported that 
those who have complex physical 
needs and who can vocalise their 
wants and desires get preference over 
those who are less vocal and more 
independent. This is similar to findings 
in other locations.

A review of the residents in Valleyview should be part of an organisational review in 
relation to the purpose and function of individual clusters, centres and units. 
Comprehensive multi-disciplinary assessments will ensure that client needs are clearly 
identified and the necessary resources are provided in the most appropriate locations.

This should be undertaken in conjunction with an overall workforce planning exercise to 
ensure the requisite skill sets and expertise are factored into client placement. There is a 
need to distinguish between the medical and social models of operation.

There is a very detailed weekly planner drawn up 
where all clients are catered for socially. The 
more independent clients that attend day 
services are offered activities in the evening and 
social outings. 

There are adequate staff on the location to 
support all the clients on a social basis.   

Completed

Safeguarding 
Practice



Activity Some, residents, relatives and staff 
raised issues regarding lack of activity. 
This seemed to relate to lack of staff 
support due to low staffing levels, one 
to one activity being cancelled and 
lack of creative activities within the 
location.

Meaningful Activity programmes for both dependent and independent residents to be 
developed with protected staff time for one to one activity and communal programmes.

Activities take place on the location throughout 
the day. Staff record this on the Daily Diaries and 
it is monitored by the CSM.  

Completed

Accommoda
tion

Staff and residents report that the 
bedrooms and living room are too 
small. It was felt that the environment 
can contribute to negative peer to 
peer interactions, due to the confined 
space of the living area. The 
bedrooms are described as cramped 
and difficult to use equipment and 
hoists. 

Consultations with staff and residents as to the best use of the facility. This should be 
part of an overall organisational review of accommodation and client placements and 
inclusive of other clusters in the geographical area.
This is linked to the multi-disciplinary assessment of client needs.

The bedrooms are small but the clients spend 
little time in their bedrooms.   Some of the 
bedrooms have been modified and overhead 
hoists have been installed.  Three bedrooms 
have now been converted to provide more space 
for the clients, one being turned into a storage 
room and one into a family room for client to 
meet with the families.  

Completed

Transport There was a consensus from staff that 
the current transport provision within 
Valleyview is not fit for purpose. This 
is similar to other areas within the 
organisation.

A full review of transport should be undertaken with a view to ensuring that appropriate 
vehicles are available to the centre. Staff consultation and suggestions should be part of 
the review.

The location has a bus for the use of clients, 
some staff support clients in their cars and this is 
managed by the CSM to save costs. If the bus is 
being used for a hospital appointment a taxi is 
ordered to support clients to day services or 
staff cars are used for clients 1:1.  

Due to budget constraints the location cannot 
afford another vehicle and as many of the clients 
are wheelchair users we require a wheelchair 
accessible vehicle, like the bus we have on the 
location. However, no clients to date have 
missed any of their daily activities or 
appointments.

Completed



Managemen
t

The fact that there has been such 
harsh criticism of the ACSM is 
significant. It infers a bigger problem 
within management in general within 
the organisation. There is lack of 
succession planning and this results in 
the “Peter Principle” where staff are 
promoted beyond the level of their 
capabilities. This is unfair to the 
manager and the staff they are 
leading. It has resulted in lack of trust 
between staff and management, both 
internally and externally. This is 
reflected in a perceived lack of 
support for and engagement with 
staff. The perception of a blame 
culture which again relates to trust 
issues Staff reporting that they do not 
feel valued. 

There is a need for the organisational review to address succession planning through 
appropriate training and mentoring of trainee managers. Training in management and 
leadership should be a pre-requisite for promotion into a management position.

The staff supervision model needs to be reviewed to ensure that staff are afforded time 
to discuss professional development. 

There is a DCSM post in place.
Supervision model remains as is and staff 
receive regular supervision.

Completed



Person-
Centred Care

The resident mix is resulting in lack of 
person-centred care and support. 
There is a need to develop a culture of 
person-centred care and support 
which is based on a quality assurance 
framework. This is both a location and 
organisational issue.

A Person-Centred Quality Assurance Group should be established within the 
organisation. The framework for this should be based on the following;
Caring Behaviours Assurance System Ireland (CBAS-I) This reflects the eight themes 
arising from the National Standards for Safer Better Healthcare (HIQA, 2012) and is 
underpinned by the following strategic documents: 
• Quality Assessment and Improvement Tool HSE (2015) 
• HSE Corporate Plan (2015-2017) 
• Health Services People Strategy 2015-2018 Leaders in People Services, HSE (2015) 
• Values in Nursing and Midwifery, Department of Health (2016) 
• Framework for Improving Quality in our Health Service, HSE (2016) 
CBAS-I also supports and promotes the work of the Quality Improvement Division, (HSE), 
accessed via www.hse.ie/eng/about/Who/qualityandpatientsafety/
The intended outcomes of CBAS-I are: 
• Good practice is recognised, highlighted and celebrated 
• Staff identify which areas of practice and services need addressing and collaboratively 
agree action 
• Action is taken which reflects a steady, incremental improvement in quality standards 
and personal outcomes 
• Staff at all levels in the organisation engage in dialogue about quality issues 
• Accountability is made visible and is addressed with clarity of responsibility 
• CBAS-I is a catalyst for culture change.
The Person-Centred Quality Assurance Group could begin by
•	articulating their shared values and beliefs about person-centred practice 
•	translate it into how they plan, provide care and support, through engagement with 
residents and their families; 
•	development of staff competence and confidence in creating a sustainable person-
centred culture 
•	develop measurable workplace culture improvement; and 
•	Use the HIQA Action Plan and Cultural Audit Action Plan to begin the process in each 
location.

Clients have comprehensive care/support plans 
in place.  

Completed


	Valleyview

