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Centre name: Moate Nursing Home 

 
Centre ID: 0068 

 
Dublin Road 
 
Moate 
 

Centre address: 
 

County Westmeath 
 

Telephone number: 090-6482855 
 

Fax number: 090-6482860 
 

Email address: moatenursinghome@eircom.net 
 

Type of centre: 
 

 Private           Voluntary           Public 

Registered provider: Mowlam Healthcare Ltd 
 

Person in charge: Sian Rowe-McCormack 
 

Date of inspection: 
 

30 March 2011 

Time inspection took place: 
 

Start: 14:00 hrs           Completion: 18:30 hrs 

Lead inspector: 
 

Bríd McGoldrick 

Support inspector: 
 

Catherine Connolly-Gargan 

Type of inspection:  Announced                          Unannounced 

Purpose of this inspection visit:  Application to vary registration conditions 
 Notification of a significant incident or event 
 Notification of a change in circumstance  
 Information received in relation to a complaint or 
concern 
 Follow-up inspection 

 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated centres for older people 
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About the inspection 
 
The purpose of inspection is to gather evidence on which to make judgments about the 
fitness of the registered provider and to report on the quality of the service. This is to 
ensure that providers are complying with the requirements and conditions of their 
registration and meet the Standards, that they have systems in place to both safeguard 
the welfare of service users and to provide information and evidence of good and poor 
practice. 
 
In assessing the overall quality of the service provided, inspectors examine how well the 
provider has met 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. 
 
Additional inspections take place under the following circumstances: 

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

 following a notification to the Health Information and Quality Authority’s Social 
Services Inspectorate of a change in circumstance for example, that a provider has 
appointed a new person in charge 

 arising from a number of events including information received in relation to a 
concern/complaint or notification to the SSI of a significant event affecting the safety 
or wellbeing of residents 

 to randomly “spot check” the service. 
 
All inspections can be announced or unannounced, depending on the reason for the 
inspection and may take place at any time of day or night.  
 
All inspection reports produced by the Health Information and Quality Authority will be 
published. However, in cases where legal or enforcement activity may arise from the 
findings of an inspection, the publication of a report will be delayed until that activity is 
resolved. The reason for this is that the publication of a report may prejudice any 
proceedings by putting evidence into the public domain. 
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About the centre 
 

Description of services and premises 

 
Moate Nursing Home is a purpose-built, two-storey building, providing long term, 
convalescence and dementia care for up to 50 residents. Accommodation consists of 48 
single bedrooms and one twin bedroom, all with en suite toilet and hand-washing facilities. 
There are five additional toilets, (four of which are wheelchair accessible), a dining area, 
day room, nurses’ stations, and there is a visitors’ toilets available on each floor. There are 
three assisted showers and one assisted bathroom for residents’ use. The kitchen, laundry 
and offices are located on the ground floor. The designated smoking room, hairdressing 
salon and visitors’ room are situated on the first floor. There is a lift and stairs between 
the ground and first floor. 
 
Externally, there are landscaped gardens to the front and rear of the centre. An enclosed 
patio and garden area is at the rear of the building, which residents can access through 
the dining room.  
 

Location 

 
The centre is situated on the outskirts of Moate in County Westmeath.  There are many 
local amenities within walking distance from the centre such as shops, restaurants, public 
houses, a library, a community hall and a hotel. 
 

Date centre was first established: 25 June 2001 
 

Number of residents on the date of inspection: 48 
 

Number of vacancies on the date of inspection: 2 
 

 
 
Dependency level of 
current residents  

Max High Medium Low 

Number of residents 11 13 24 
 

0 

 
Management structure 
 
The Providers are Mowlam Healthcare Ltd and Patrick Shanahan, a director of the 
company, acts for and on behalf of the Provider. A Regional Operations Manager, Patricia 
Kelly, reports directly to the Provider. The Person in Charge, Sian Rowe-McCormack, 
reports to the Regional Operations Manager and is supported in her role by a Clinical 
Nurse Manager (CNM) who deputises in her absence. All nursing, care, catering, cleaning, 
maintenance and administration staff report to the Person in Charge.  
 
Additional support is available from a range of corporate services which includes finance 
and human resources.  
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Staff 
designation 

Person 
in 

Charge 

Nurses Care 
staff

Catering 
staff 

Cleaning 
and 

laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on 
duty on day 
of 
inspection 

1 2 7 2 *3 1 **2 
 

 

*two cleaning and one laundry person 
**one activity coordinator and one maintenance 
 
 
 

Background  
 
This was an unannounced inspection of Moate Nursing Home to follow up on an action 
plan forwarded to the Authority, following the registration follow-up inspection of the 25, 
28 January 2011 and on 14 February 2011. This inspection is also the fifth inspection of 
this centre by the Health Information and Quality Authority (the Authority). The purpose 
of this inspection was to review how the action plan had been addressed in meeting the 
legislation. This inspection of the 30 March 2011 also facilitated inspectors to review 
written documentation sent to the Authority detailing how the findings of the inspection of 
the 25, 28 January 2011 and on 14 February 2011 would be addressed. Notifications 
provided by the person in charge to the Chief Inspector of Social Services’ office were also 
reviewed as part of this inspection.  
 
Moate Nursing has been inspected five times by the Authority. The first inspection was a 
triggered unannounced inspection carried out on the 06 and 07 October 2009 in response 
to information received by the Authority relating to residents’ pressure area care 
management and wound care. Inspectors had significant concerns due to findings in 
relation to pressure area care, prevention, intervention and management of pressure 
ulcers, which included staff training and education. Incomplete and insufficient 
assessment, planning, implementation and evaluation of residents needs were also of 
significant concern. 
 
Other areas of significant concern were related to the completion of centre-specific 
policies, practices and records, medication management practices. 
 
The second inspection of the centre occurred on the 05 March 2011 and was an 
unannounced follow-up inspection of the action plan developed from findings of the 
triggered inspection of the 06 and 07 October 2011. Three actions were not satisfactorily 
completed but were within the timescales agreed. From the actions completed inspectors 
were satisfied that there was evidence that learning had taken place from the previous 
inspection of 06 and 07 October 2009. 
 
Education and training sessions on pressure area and wound care was provided for staff. 
Inspectors were satisfied that the incidence of pressure sores had decreased and that 
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healing of existing sores was promoted in practice and evident in residents’ records. The 
resident who had a grade three pressure sore on the 06 October 2009 had protective 
measures and preventive equipment in place and the sore had healed completely.  
Assessment, planning, implementation and evaluation of residents needs had improved as 
had communication systems and practices. 
 
The third inspection was an announced registration inspection carried out on 07 and 08 
July 2010 and inspectors found that overall Moate Nursing home provided a fair standard 
of care. While there were a number of good practices as part of the registration inspection 
process, inspectors reviewed pressure area care and management. A resident referenced 
in a follow up inspection on March 5 2010 with a grade two sore on the ankle had reduced 
to a grade one. This resident was readmitted from hospital on July 7 2010. The person in 
charge told inspectors that this ankle wound had deteriorated during his hospitalisation to 
a grade four sore. Although all staff were not trained in pressure area care management 
and all staff were not informed in the report of this event in the staff handover, the 
management plan put in place was of a good standard. There were no other residents 
with pressure related skin damage. 
 
The inspectors also found other aspects of the service that needed improvement.  
Improved staffing levels were required to ensure the needs of all residents are met. An 
accountable system to indicate ownership of residents’ clothing was required. There was a 
need for additional staff training to meet the needs of the current residents in the area of 
end of life and care of residents with dementia. Twenty actions were identified from 
findings during this inspection.  
 
The fourth inspection was carried out on the 25, 28 January 2011 and on February 14 
2011 to follow up on the actions from the registration inspection. Inspectors found that 
seven out of twenty actions referenced in the Action Plan had been satisfactorily 
completed. The remaining thirteen actions (one of which was still within the timescale 
agreed) were partially completed to varying degrees. 
 
Inspectors confirmed that there was a comprehensive pressure area management (PAM) 
system was in place. However, residents residing in the centre continued to develop grade 
two pressure ulcers and on 14 February 2011, an inspector returned to the centre to 
evaluate the standard of pressure area management and review documented incidents of 
skin tear injuries to residents sustained during care procedures.  
 
Review confirmed that all recommended procedures documented in the policy were not 
adhered to at all times. Documentation which referenced the care given was missing. 
Progress reports documented by staff nurses required improvement to ensure 
communication on all aspects of care between staff. Evidence-based interventions were 
not in place for residents who were assessed as ‘at risk’. Four residents developed skin 
breakdown. While treatment procedures were adequate in most respects, prevention 
procedures were of a poor standard.  
 
Inspectors’ findings confirmed that supervision of all grades of staff was not adequate. 
The standard of cleaning and maintenance required significant improvement. Inspectors 
found that equipment was visibly soiled and placed residents at risk of cross-infection.   
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Supervision of care staff to adequately and safely meet residents’ needs remained poor. 
For example, residents were put at risk of injury due to unsatisfactory moving and 
handling procedures. Staff continued to fail to carry out moving and handling practice 
outlined in residents’ manual handling assessments and care plans. Although training had 
been given to staff, their practice did not meet evidence-based standards.  
 
Thirteen actions were identified, many of which have been recurrent actions through all 
the inspections for example, supervision of staff at all levels including the person in 
charge, staffing levels and skillmix, evidence based care of wounds and pressure area care 
and management.  
 
The chronology of the Authority’s previous inspections is set out at the end of this report. 
The inspection reports can be found at www.hiqa.ie. 
 
 
Summary of findings from this inspection  
 
 
This inspection report outlines the findings of a further unannounced follow-up inspection 
that took place on 30 March 2011.The Authority was provided with written information 
outlining how the action plan from inspection of the follow-up inspection of the 25 and 28 
January and February 14 2011 would be achieved. This information was reviewed with the 
person in charge on the day of this inspection referenced by this report. 
 
Inspectors found that while some improvements had been made serious issues remained, 
for example appropriate supervision and support for staff providing care, staff training, 
recruitment procedures and preventative pressure area care management. All measures to 
ensure resident protection from harm and abuse were not in place. The person in charge 
could not assure inspectors that agency staff had training on the prevention, detection and 
management of elder abuse training.  New areas requiring improvement to meet the 
requirements of the legislation included transcription of medication practices and aspects 
of governance. 
 
There were thirteen actions in the action plan developed as a result of inspectors’ findings 
at the follow-up inspection dated 25 and 28 January and 14 February 2011. This 
inspection found evidence that three of these actions were satisfactorily completed. Eight 
were partially completed to varying degrees and two were not satisfactorily. However, one 
action and one sub action were still within the times scale for completion agreed. The 
actions not satisfactorily completed included wafarin medication procedures and 
preventative pressure area care. 
 
Progress had been made in some areas. For example, residents were provided with a 
good choice of nutritious diet. The centre was visibly cleaner and there were procedures in 
place to improve cleaning standards on an ongoing basis. A communication sheet was 
introduced to improve the consistency of care. 
 
The action plan at the end of this report identifies areas where improvements must be 
made to meet the requirements of the Health Act 2007 (Care and Welfare of Residents in 
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Designated Centres for Older People) Regulations 2009 (as amended) and the National 
Quality Standards for Residential Care Settings for Older People in Ireland.  
 
 
Issues covered on inspection 
 

 
1. Governance 
 
The process put in place to complete the actions required after previous inspections was 
not robust or effective. The person in charge confirmed that she was meeting with the 
operations manager on a weekly basis. The inspectors viewed documents such as weekly 
minutes and a management plan, prior to the inspection. The plan outlined objectives, 
actions, responsibilities, resources and the dates by which actions were to be completed. 
The objectives and actions did not provide clear guidance or direction to the person in 
charge. There was no assessment or prioritisation of actions to be taken and no review or 
evaluation process. All 12 objectives were deemed to be the responsibility of the person in 
charge and there was no evidence that she was sufficiently supported by the regional 
operations manager. As a result, many of the actions required by the Authority had not 
been carried out. 
 
The person in charge informed inspectors that additional clinical supervision would be 
provided by the clinical nurse manager (CNM) on the day of inspection, the CNM was on 
leave and there was no replacement of this supervisory role. The person in charge was 
carrying out her normal duties, as well as that of ‘on the ground’ supervision of staff. The 
other nurse was an agency staff member who was working at the centre for the first time.  
There was no formal documentation referencing the allocation of the CNM to this role and 
no educational plan for her to develop further her clinical skills. 
 
2. Protection of Residents  
 
The person in charge did not ensure that all procedures were in place to assure that 
residents were fully protected from the risk of harm or abuse. The person in charge was 
requested to provide confirmation that the agency nurse on duty had mandatory training 
completed such as prevention and detection of elder abuse, fire training, and moving and 
handling training. She stated that she was not aware that the agency nurse had the 
training specified as confirmation records were held in head office. The day of the 
inspection was the first day the agency nurse concerned had worked in the centre. She 
had an induction on arrival by the person in charge. The person in charge could not 
confirm if Garda Síochána vetting had occurred for this employee. A number of newly-
appointed staff had commenced work at the centre including, nursing, household and a 
maintenance person. Vetting by An Garda Síochána had been forwarded for processing to 
the vetting office. However, mandatory training for the newly appointed staff was 
scheduled for May 2011. There was no evidence in the staff files if any interim 
arrangements such as review of relevant policies (for example, a review of emergency 
procedures) was facilitated until such time as formal training could be provided. 
 
Practice did not reflect policy, best practice or regulatory requirements and therefore did 
not support that staff were familiar with and implemented all policies and procedures 
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within the centre to guide and inform a high standard of evidenced-based nursing 
practice. In particular these findings relate to wound prevention and management, 
medication management and dementia care. 
 
3. Medication Management – Transcription and Schedule Two Medications 
 
Transcription of residents’ medications did not meet professional standards. The person in 
charge was involved in transcribing medications which also involved transcription from 
faxed prescription. Inspectors also noted that Schedule Two controlled medications were 
also being transcribed in the centre. This is unsafe practice and outside the nurses’ 
medication management scope of practice. There were no procedures in place to control 
who transcribed medications. The medication management policy did not document a 
standard for this procedure to inform staff on transcribing medications. In the sample files 
reviewed, medication reviews did not consistently take place three-monthly in line with 
best practice. 
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Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
Have in place a procedure for checking that emergency fire exits are clear from 
obstruction. 
 
 
This action was satisfactorily completed. The fire register was reviewed and the identified 
staff warden made entries daily to record that the escape routes were clear. Inspectors 
were informed and staff confirmed that a fire warden is identified at handover. Entries 
included actions taken and all escape routes were clear on the day of inspection. 
 
2. Action required from previous inspection:  
Put in place a system for reviewing the quality and safety of care provided to residents 
and utilise data collated to manage clinical risk and improved resident care outcomes. 
 
 
This action was partially completed. Inspectors viewed the quality audit on medicines 
which had been conducted by the clinical nurse manager (CNM) in February 2011. 
However, there was no evidence of learning or improvements implemented as a result of 
the audit.  
 
Areas for improvement identified in previous inspection reports were highlighted by the 
person in charge to staff and evidenced in minutes of staff meetings held in February and 
March 2011.The company had hired a clinical standards officer who had visited the centre 
on 29 March 2011 and planned to provide training to care assistants and nursing staff to 
improve clinical standards. 
 
The provider had identified that “a formal review of all recorded skin damage, falls and 
challenging behaviour will be undertaken monthly and the results of this will be 
disseminated to all staff through the hand over process”. This was not actioned but the 
timeframe agreed had not expired. 
 
A number of areas had been identified in previous inspection reports as requiring 
improvements, such as the quality of activities, pressure area management and 
documentation of end of life wishes. There had been no review of these issues. 
  
3a. Action required from previous inspection:  
Commence a process where analysis is done of all accidents, incidents and near misses in 
the centre identifying trends and areas where improvement and learning can be 
implemented. 
 
 
This action was partially completed. A review had been conducted of accidents, incidents 
and near misses for months January to March 2011. The audit detailed dates, times of 
incidents and whether a fall was witnessed or un-witnessed by staff. Details of injuries 
were also recorded.  
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However, this information was not fully reviewed to identify learning for improvement of 
resident outcomes. Identifying areas for learning through analysis of data collated was not 
referenced in the risk management policy either. 
 
3b. Action required from previous inspection:  
Evaluate all risks in the centre and put precautions in place to control risks associated with 
unprotected stairs and risk of hand gel spillage on floors. 
 
 
This action was satisfactorily completed. Doors on the first floor to stairs had magnetic 
locks installed. The use of hand gel dispensers and risk of spillage had also been 
highlighted to staff at staff meetings. All hand gel dispensers were secure on the day of 
inspection. These risks were documented in the centre’s risk register. 
 
3c. Action required from previous inspection:  
Facilitate training in moving and handling for all staff in the centre. 
 
 
This action was partially completed. Training records viewed indicated that a number of 
staff were due for refresher training in moving and handling training. The person in charge 
planned to send some staff to a course on March 31 2011 and the 09 April 2011.  
 
4a. Action required from previous inspection:  
Provide residents with adequate and safe storage facilities for their televisions. 
 
 
This action was satisfactorily completed. Television storage units were purchased and 
were secured appropriately. Residents expressed satisfaction with the outcome of this.  
 
4b. Action required from previous inspection:  
Put in place procedures for residents to maintain and use their own clothing. 
 
 
This action was satisfactorily completed. A labelling system was purchased and there was 
a process in place to accurately label residents clothing on a phased basis. 
 
5. Action required from previous inspection:  
The activities program in the centre requires development so that residents with physical, 
cognitive or sensory disability are afforded ample opportunity for participation in 
purposeful and meaningful activity.  
 
 
This action was partially completed. The activity coordinator had attended the Sonas 
training programme. Changes had been made to the computerised documentation system 
to enable staff to record residents participation in recreational activities provided. 
However, this information recording was dependent on the carer being able to leave the 
resident and to accurately memorise each event and resident. Some of the activity options 
were not available to residents. There were two fixed terminals to facilitate entry of this 
information, one on the first floor and one on the ground floor.  
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Staff having to leave their area of work to enter each recreational event into residents’ 
computerised records was of particular concern in view of the residents’ assessed needs, 
dependencies and staffing levels. Inspectors noted an episode of disagreement between 
two residents while the sitting room was not supervised. The activity programme was not 
revised based on residents’ interests or past occupations, for example some residents 
were farmers. The day of the inspection was sunny and warm. While a small number of 
residents enjoyed been wheeled outside in their wheelchairs, there was no plan in place to 
ensure all residents availed of the outdoors at some stage.  
 
On the day of inspection some residents were observed sitting along the wall in the sitting 
room without any meaningful activity to do. Background music was on. There were no 
scheduled activities at the weekends. Inspectors noted that the activity coordinator was 
involved in doing manicures for some of the residents on a one-by-one basis. The notice 
board informing residents about the activity programme had not been updated from the 
previous day.  
 
6. Action required from previous inspection:  
Review the staffing levels on day and night duty, taking into account the size and layout of 
the centre, the number of residents, their dependencies, and their assessed needs and 
ensure that all residents’ needs are met.  
 
 
This action was not satisfactorily completed. Maintenance and household staff hours had 
increased by one and two hours per day respectively. On the day of inspection, a newly 
recruited nurse working her second day post induction was required to extend her work 
shift by three hours to cover for sick leave. The person in charge told inspectors that she 
had an agency nurse on duty up to 16:00 hrs on the day of inspection to also cover leave. 
She also confirmed that employing agency staff nurses was a new practice in the centre. 
There was no change to staffing levels on night duty. Inspectors noted that residents were 
at risk of serious injury during the night from a review of the notifications of serious 
incidents sent into the Authority. Over a one month period from 10 January 2011 to the 10 
February 2011, three residents sustained head injuries and one resident suffered a 
fracture following a fall. All these incidents occurred during the night from 23:00 hrs to 
08:00 hrs and were all unwitnessed by staff.  
 
A quarterly notification to the Authority also referenced an incident where a resident with 
dementia had entered the room of another resident during the night. This incident was not 
witnessed by staff and the resident alerted staff by calling for assistance. 
 
The laundry hours had been reduced at weekends. Inspectors found the laundry trolleys 
to be overfilled with used clothing for laundering. The providers’ response dated March 08 
2011 indicated that this action was completed.  
 
7a. Action required from previous inspection:  
Put adequate procedures and staff training in place to ensure that all residents receive a 
high standard of physical, emotional and psychological care and comfort to meet their end 
of life needs.  
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This action was partially completed. While no staff had completed training, this action was 
within the timeframe agreed by the provider on the day of inspection. The person in 
charge discussed training that she had booked for two staff members and other training 
that she was in the process of booking. 
 
The computerised documentation system had been changed to facilitate documentation of 
resident and family discussions on end of life, yet in the sample files reviewed confirmed 
that this was not consistently done.  
 
7b. Action required from previous inspection:  
Put robust procedures in place where all grades of staff are supervised on an appropriate 
basis pertinent to their role. 
 
 
This action was partially completed. While supervisory arrangements for staff had been 
reviewed and roles revised to strengthen supervision of all grades, robust procedures were 
not in place as these arrangements were not sustained. Staff nurse and carer support and 
supervision was improved by facilitating the CNM to focus exclusively on the clinical 
supervisory aspects of her role. However, no arrangements were in place to develop this 
clinical supervisory component of her role. The person in charge was supported and 
supervised by the company’s operations manager and in turn supervised catering, cleaning 
and maintenance staff. However, this arrangement was not in place at the weekends or 
on the day of inspection as the CNM was on leave. Inspectors found that the person in 
charge was needed to provide hands on care whilst also supervising an agency staff 
nurse. Employment of agency staff was a new development by the provider.  
 
A newly recruited household staff member had commenced the 17:00 hrs to 19:00 hrs 
shift. This staff member was supervised for induction on day shift. None was provided on 
the evening shift and as a result the staff member could not open the door to the 
cleaner’s room to access the cleaning trolley or equipment.  
 
8a. Action required from previous inspection:  
Maintain records of all reviews, follow-up appointments, treatments given and any 
changes in on-going care in the residents’ care file in the centre. 
 
 
This action was satisfactorily completed as evidenced in the sample files reviewed by 
inspectors. 
 
8b. Action required from previous inspection:  
Put procedures in place to ensure residents at risk of deteriorating nutritional health are 
referred to the dietetic services for review. 
 
 
This action was partially completed. While there was evidence in the sample files reviewed 
that the general practitioner (GP) had prescribed dietary supplements. Nutritional practice 
was not supported by the advice and recommendations of appropriate healthcare 
professionals such as speech and language and dietetic services. The option of access to a 
dietician was also not referenced in the centre’s statement of purpose and function. 
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8c. Action required from previous inspection: 
Develop and implement a comprehensive preventative management for residents at risk of 
developing pressure ulcers. 
 
 
This action was not satisfactorily completed. Inspectors viewed documentation referencing 
use of pressure relieving equipment and turning schedules for residents who were at risk 
of pressure related skin damage. A review of the most recently admitted resident’s 
assessments confirmed that an assessment of her risk of developing pressure related skin 
damage had not been completed. The person in charge told inspectors that she was on 
leave when this admission occurred. Therefore procedures for preventative management 
of pressure related skin damage were not robust and soundly implemented in staff 
practice.  
 
9. Action required from previous inspection: 
Ensure that there are appropriate and suitable practices relating to the prescribing, 
storage and administration of anticoagulant medications to residents. 
 
 
This action was not satisfactorily completed. The person in charge had contacted all 
attending GPs to ensure best practice standards would be provided in the management of 
residents on blood thinning medication. However the warfarin charts viewed did not have 
a photograph of the resident on it, this was of concern due to the number of residents 
with poor cognition and the recent introduction of agency staff as part of the staffing 
compliment. 
 
10a. Action required from previous inspection: 
Provide adequate sluicing facilities. 
 
 
This was not satisfactorily completed but was within the agreed timeframe agreed with 
the provider. The person in charge had a quotation for the equipment and assured 
inspectors that it would installed and operational within the timeframe of May 1 2011. 
 
10b. Action required from previous inspection: 
Put systems in place to monitor and ensure that the centre is kept in a good state of 
internal repair. 
 
 
This action was satisfactorily completed. Additional maintenance personnel had recently 
been employed. The person in charge confirmed that training policy had been completed 
including on the health and safety policy. Ongoing preventative maintenance was in place 
and a monthly audit has been put in place to ensure any non notified areas requiring 
repair are identified.     
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10c. Action required from previous inspection: 
Ensure that all areas of the centre are kept clean and suitably decorated. 
 
 
This action was partially completed. Painters were in the centre on the day of inspection 
and were painting the corridors. Appropriate signage was in place alerting residents and 
visitors to the work in progress. The centre had improved the standard of cleaning though 
audit and through the redesign of general cleaning schedules to include signoff for the 
household staff. The person in charge told inspectors that a deep clean of all areas would 
be carried out after all painting in the centre would be complete. 
 
However, the resident room identified in the previous inspection as requiring urgent 
attention had not been done and the resident confirmed that she did not know when it 
would be painted or if she had a preferred colour. Storage in general was not adequate 
and the person in charge told inspectors that she had referred this issue to the provider.  
 
10d. Action required from previous inspection: 
Provide adequate permanent ventilation to the external air in the smoking room. 
 
 
This action was satisfactorily completed. Inspectors viewed the new fan and a resident 
confirmed that fan was operational and had improved the quality of the air and comfort in 
the room. 
 
11a. Action required from previous inspection: 
Evaluate the lay-out and arrangements in the centre to ensure that it is specific to its 
stated function and purpose and adheres to evidence-based principles for residents with 
dementia or cognitive disabilities and put a programme in place to address deficits. 
 
 
This action was partially completed and completion was still within the agreed timeframe 
of September 2011. The activity coordinator was involved in assisting residents to develop 
personalised door signage to assist them in recognising their room as all doors were the 
same. Inspectors noted signage on communal doors to cue the room purpose for example 
the smoking room has a picture of an ashtray on the door. However, these pictures were 
not clear.  
 
11b. Action required from previous inspection:  
Put procedures in place where each resident is encouraged to communicate. 
 
 
This action was partially completed. The person in charge told inspectors that she had 
purchased a talking mat to assist residents with communicating and that she was currently 
evaluating it with a view to purchasing more. However, it was not clear who was 
managing this or its use or whether staff had training in the use of this tool.  
 
12a. Action required from previous inspection: 
Provide staff with training in pressure area care prevention and management to enable 
them to provide care in accordance with contemporary evidence. 
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This action was partially completed.  The training records confirmed that not all staff had 
recent training in pressure area management. Inspectors found that pressure area care 
was not of a good standard in inspections to date. As this was an ongoing issue, the need 
to outrule deficits in staff knowledge regarding this area was necessary through evidence- 
based education. The person in charge told inspectors that she facilitated ongoing 
informal refresher training sessions on this subject. However, there was no evidence to 
conclude that this information was adequate to sufficiently upskill staff. There was no 
review or analysis of the effectiveness of training delivered to staff. There was no 
evidence of a staff competency assessment to evaluate that the training in relation to 
wound management was being implemented in practice. 
 
12b. Action required from previous inspection: 
Provide staff with dedicated training to develop their understanding and skills required to 
care for residents with a diagnosis of dementia. 
 
 
This action was partially completed. The centre was involved in a programme with 
National University Galway (DARES-use of reminiscence in caring for the older person with 
dementia). The facilitators of this programme had attended the centre on March 8 2011. 
A talking mat was purchased and in use in the centre. While the reminiscence activities 
required by the course such as life stories were in progress as part of the course, it was 
not clear how this programme would impact on the care of residents with dementia in the 
centre. 
 
12c. Action required from previous inspection: 
Provide staff with appropriate training and skills to effectively communicate residents’ 
needs at shift handover. 
 
 
This action was satisfactorily completed. The person in charge stated that she or the CNM 
attended handover at various times unannounced. This was confirmed by the duty rota. 
 
13a. Action required from previous inspection: 
Review supervisory arrangements ensuring that all staff in the centre are adequately 
supervised pertinent to their role. 
 
 
This action was partially completed. While supervisory arrangements for staff had been 
reviewed and roles revised to strengthen supervision of all grades, these arrangements 
were not sustained. Staff nurse and carer support and supervision was improved by 
facilitating the CNM to focus exclusively on the clinical supervision aspect of her role. The 
person in charge was supported and supervised by the company’s operations manager 
and in turn supervised catering, cleaning and maintenance staff. However, this 
arrangement was not in place at the weekends or on the day of inspection as the CNM 
was on leave. Inspectors found that the person in charge was needed to provide hands on 
care whilst also supervising an agency staff nurse.  
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13b. Action required from previous inspection: 
Put procedures in place to evaluate and supervise staff practices in providing 
contemporary evidenced-based moving and handling practices. 
 
 
This action was satisfactorily completed. Inspectors observed staff using correct moving 
and handling procedures. There was no further recorded incidents of residents been 
injured during moving and handling procedures by staff. 
 
Report compiled by: 
 
Bríd McGoldrick 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
30 March 2011 
 

Chronology of previous HIQA inspections 
Date of previous inspection Type of inspection: 

 
 
06 and 07 October 2009 

 Registration 
 Scheduled  
 Follow up inspection 
 Triggered 

 
 Announced 
 Unannounced  

 
05 March 2010  

 Registration 
 Scheduled  
 Follow up inspection 

 
 Announced 
 Unannounced  

 
07 and 08 July 2010 

 Registration 
 Scheduled  
 Follow up inspection 

 
 Announced 
 Unannounced  

25, 26 March 2011 and 14 Feb 2011  Registration 
 Scheduled  
 Follow up inspection 

 
 Announced 
 Unannounced  
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Best practice recommendations reviewed on inspection: 
 
Standard 
 

Best practice recommendations 

Standard 12:  
Health Promotion 
 
 

Residents with diabetes and constipation did not have 
education provided for them to promote their independence 
and capacity to make informed decisions about the food they 
eat to maintain their good health.  
 
Inspection Findings 
This action was partially complete. The person in charge had 
made contact with continence and diabetic specialist nurse. 
However, there were no information leaflets or instructions 
available for residents and families to review. 
 

Standard 24: 
Training and Supervision 
 

Put in place systems to keep staff training records up to date. 
 
Inspection Findings 
Records were available but were no up to date. Personnel 
files reviewed did not have training records in them. 
 
Remove extension leads in the laundry room and install a 
safer alternative. 
 
Inspection Findings 
This action had been satisfactorily completed. Inspectors 
inspected the laundry. Extension leads had been removed. 
 

Standard 26: Health and 
Safety 

Put procedures in place to manage cleaning practices in the 
centre and to ensure cleaning is done according to best 
practice standards. 
 
Inspection Findings 
This action was satisfactorily completed. Household staff were 
interviewed and were knowledgeable on best cleaning 
practices. 
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Provider’s response to inspection report ∗ 
 
Centre: 
 

Moate Nursing Home 

Centre ID: 0068 
 

Date of inspection: 
 

30 March 2011 

Date of response: 18 May 2011 
 

 
Requirements 
 
These requirements set out what the registered provider must do to meet 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. 
 

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

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 

Action Plan 

1. The person in charge has failed to comply with a regulatory requirement in 
the following respect: 
The person in charge failed to ensure that staffing levels and skill mix were appropriate 
to meet the assessed care, welfare and safety needs of all residents.  
 
Action required:  
Review the staffing levels on day and night duty, taking into account the size and layout 
of the centre, the number of residents, their dependencies, and their assessed needs 
and ensure that all residents’ needs are met.  
 
Action required: 
Put arrangements in place to ensure that there is adequate staff available to supervise 
vulnerable residents at all times. 
 
Action required: 
Revise the current staffing arrangements for the laundry. 
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Reference:   
Health Act, 2007 

                   Regulation 16: Staffing 
                   Standard 23: Staffing Levels and Qualifications 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The skill mix on day and night duty is under review to meet the 
assessed needs of the residents and this will involve additional 
nursing hours assigned to night duty. Currently, there is an active 
recruitment process in place to recruit additional staff nurses. 
 
The additional nursing staff will provide extra supervision in the 
centre. This will also free up the CNM role to provide mentorship, 
supervision and training. 
 
Laundry Hours have been reviewed and adjusted accordingly. 
Laundry staffing has been adjusted to cover 7 days per week. 

 
 
18 June 2011 
 
 
 
 
30 June 2011 
 
 
 
Immediate 
 

2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
The Provider did not have an effective system in place to provide support and 
supervision to the person in charge. 
 
Action required:  
Put in place a system for supervision and support to the person in charge.         
 
Reference:   
                 Health Act, 2007 
                 Regulation 17:Training and staff Development   
                 Regulation 35: Review of Quality and Safety of Care and Quality of Life 
                 Standard 24:  Training and Supervision 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response:  
 
A quality manager has been assigned on a full-time basis as the 
person in charge to mentor and supervise the director of nursing 
and the clinical staff in the home. It is anticipated that this will be 
an interim arrangement and will be reviewed after a period of 
three months.  As part of the quality manager/person in charge’s 
role, she will undertake a review of the clinical quality standards 
and care delivery systems to ensure the optimum quality of life for 
all residents in the home. The quality manager/person in charge 

 
 
Immediate 
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3. The provider and person in charge has failed to comply with a regulatory 
requirement in the following respect: 
 
Residents with cognitive or sensory disabilities did not have opportunities to participate 
in activities appropriate to their interests and capacities. 
 
The programme of activities was not updated. 
 
Action required:  
Put procedures in place to where the person in charge ensures that all persons with 
access to residents are appropriately vetted in line with the legislation. 
 
Action required:  
The activities program in the centre requires development so that residents with 
physical, cognitive or sensory disability are afforded ample opportunity for participation 
in purposeful and meaningful activity.  
 
Action required:  
Make arrangements that the programme of activity is informed by each resident’s 
previous routines, hobbies and interests, and their social and cultural background; it is 
reviewed with the residents on a regular basis and there is clear evidence of this. 
 
Action required:  
Ensure that the programme of activities is clearly displayed for residents in a suitable 
format. 
 
Action required : 
Audit the staffing provided for the activity programme to ensure that is sufficient to 
meet the assessed needs of the current residents’. 
 
Reference:   
                   Health Act, 2007 
                   Regulation 6: General Welfare and Protection 
                   Regulation 10:Residents’Rights Dignity and Consultation  
                   Standard 18: Routines and Expectations 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Procedures are in place to ensure that all persons with access to 
residents are appropriately vetted in line with the legislation. 
 
A full review of the activities programme is under way in 

 
 
Completed 
 
 
June 10 2011  

will be supported in her role by the operations manager and other 
support functions within the Mowlam group. 
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consultation with the activities coordinators. The seven-day activity 
programme will reflect the assessed needs of individual residents, 
including those with physical, sensory or cognitive disability. The 
updated programme will include greater use of Sonas. 
 
Social assessments are completed for all residents in the home and 
these assessments identify the occupations and interests of the 
residents prior to admission.  
 
The revised activities programme will be more clearly displayed in 
prominent positions for residents, relatives and staff. 
 
The staffing required for the provision of activities will be reviewed 
to ensure that it is sufficient to meet the needs of the residents. 
 

 
 
 
 
 
Completed 
 
 
 
June 10 2011 
 
June 10 2011 

 
4. The person in charge has failed to comply with a regulatory requirement in 
the following respect: 
Staff did not have adequate training and supervision to enable them to provide a high 
standard of care in accordance with contemporary evidence-based practice. 
 
Staff were not adequately supervised when delivering care pertinent to their role. 
Staff did not implement policies and procedures into practice. 
 
There was no review of training provided to staff to inform to evaluate if resident 
outcomes were improved. 
 
Action required:  
Put procedures in place to develop the skills and knowledge of staff involved in 
supervising others. 
 
Action required:  
Put robust procedures in place where all grades of staff are supervised on an 
appropriate basis pertinent to their role. 
 
Action required:  
Provide staff with access to training to develop the understanding and skills required to 
care for residents with a diagnosis of dementia. 
 
Action required: 
Ensure that all staff receive training in, and are familiar with and implement all policies 
and procedures within the designated centre to guide and inform a high standard of 
evidence –based nursing practice. 
 
Action required: 
Review the effectiveness of training delivered to staff and assess competency of all staff 
to ensure training is reflected in practice. 
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Reference:   
                    Health Act, 2007 
                   Regulation 17: Training and Staff Development 
                   Standard 24: Training and Supervision 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A review will be undertaken to determine the skills and knowledge 
of all staff involved in supervising others. From this, training needs 
will be identified and an active programme of developing effective 
supervisory skills will be implemented. 
 
Roles and responsibilities will be clearly identified for all grades of 
staff involved in care delivery. This includes person in charge (PIC), 
CNM, senior nurses, nurses, senior care assistants and care 
assistants. 
 
Staff have immediate access to learning aids via DVD to gain a 
greater understanding of care of residents with dementia. 
 
A number of in-service training sessions will be arranged to 
increase awareness and knowledge of caring for residents with a 
diagnosis of dementia. 
 
The PIC will undertake a systematic process of increasing 
awareness and knowledge of all staff regarding all policies and 
procedures within the home. 
 
The PIC and CNM will monitor the effectiveness of training 
delivered to staff and assess staff competency through direct 
observation and audit of clinical care standards. 
 

 
 
June 10th 2011 
 
 
 
 
 
 
 
 
 
Immediate 
 
 
September 30 
2011 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
The Provider had failed to put in place contemporary evidenced-based wound 
management program in the centre. 
 
Action required:  
Put procedures in place to ensure residents at risk of deteriorating nutritional health are 
referred to the dietetic services for review. Implement recommendations from this 
review. 
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Action required:  
Develop and implement a comprehensive preventative management programme for 
residents at risk of developing pressure ulcers. 
 
Action required : 
Ensure residents at risk of skin breakdown have a comprehensive person centred care 
plan in place. 
 
Reference:   
                   Health Act, 2007 
                   Regulation 6: General Welfare and Protection. 
                   Regulation 9: Health Care 
                   Standard 13: Healthcare 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Residents at risk of deteriorating nutritional health are now referred 
to the dietetic service where appropriate and/or necessary. 
 
All residents now have an up to date Waterlow assessment. There is 
a comprehensive preventative program of clinical supervision, 
heightened awareness among all staff, including care assistants for 
residents at risk of developing pressure ulcers.  
 
A comprehensive person-centred care plan is now in place for those 
residents identified as being at risk of skin breakdown.  
 
An additional daily staff report meeting, involving all care staff 
(including the PIC and CNM) will be introduced to improve 
communications in relation to all aspects of fundamental resident 
care.  
 

 
 
In place 
 
 
Ongoing 
 
 
 
 
 
 
 
June 10 2011  
 

 
6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
Medication prescribing and administration was not in line with An Bord Altranais 
Medication Management Guidelines. 
 
Transcription of residents’ medications did not meet professional standards. 
 
Action required:  
Revise the medication management policy to include all aspects of medication 
prescribing, storage and administration. 
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Action required:  
Ensure that there are appropriate and suitable practices relating to the prescribing, 
storage and administration of anticoagulant medications to residents. 
 
Action required:  
Put arrangements in place that prescriptions for controlled drugs are handwritten in 
entirety by the prescriber as in Misuse of Drugs Health Act 2007 1977 and 1984. 
 
Action required:  
Ensure by providing education and any other means that all medication practices and 
procedures are complaint with current legislation and An Bord Altranais Guidelines. 
 
Reference:   

Health Act, 2007 
                   Regulation 33: Ordering, Prescribing, Storing and Administration of               
                                         Medicines 
                   Standard 14: Medication Management  
 
Please state the actions you have taken or are planning to 
take with timescales: 

Timescale: 
 

Provider’s response: 
 
The medication policy will be reviewed and amended to reflect the 
limits and controls on nurse transcribing in accordance with the An 
Bord Altranais (ABA) best practice guidelines. 
 
Photographs have been added to the anticoagulant booklets as well 
as the prescription charts to aid identification of residents.  
 
A full review of the medication prescribing policy will be 
undertaken, and prescriptions for controlled drugs are handwritten 
in their entirety by the GP only. 
 
All nurses will complete the e-learning ‘A Guide to Medication 
Management’ training programme on the ABA website. 
 
The PIC will undertake a competency assessment programme with 
all staff nurses in relation to medication management. Regular 
audit will take place to assess compliance with medication 
management policies and practices in the cente. 
 

 
 
May 31 2011  
 
 
 
May 23 2011  
 
 
In place 
 
 
 
September 1 2011 
 
 
September 1 2011 
 
 

 
7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
Sluicing facilities were not adequate 
 
All areas of the centre were not clean or adequately maintained. 
 
There was inadequate storage space for assistive equipment and cleaning trolley. 
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Action required:  
Provide adequate sluicing facilities. 
 
Action required:  
Ensure that all areas of the centre are kept clean and suitably decorated. 
 
Action required:  
Provide suitable storage area for assistive equipment and cleaning trolley 
 
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: 
 
A second Sluicemaster is currently being installed. 
 
A deep clean of the home has taken place, and a redecorative 
programme has been developed and is ongoing. 
 
Additional storage space is being assessed. 

 
 
May 31 2011 
 
Ongoing 
 
 
September 1 2011
 

 
8. The person in charge has failed to comply with a regulatory requirement in 
the following respect: 
Arrangements in the centre did not adequately meet the needs of residents with 
dementia and cognitive impairment as all doors were the same and communication aids 
to encourage all residents to communicate were not in place. 
 
Action required:  
Evaluate the lay-out and arrangements in the centre to ensure that it is specific to its 
stated function and purpose and adheres to evidence based principles for residents with 
dementia or cognitive disabilities. 
 
Action required:  
Put in place appropriate signage and other communication and reality orientation aids for 
residents to assist mobility and orientation. 
 
Reference:   
                Health Act, 2007 
               Regulation 11: Communication 
               Regulation 5 :Statement of Purpose  
               Standard 17: Autonomy and Independence 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
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Provider’s response: 
 
A full consultation exercise regarding the needs of residents with 
cognitive impairment has commenced, including the residents, 
relatives and the activities coordinator. The aim of this exercise is to 
provide assistive communication aids to residents. 
 
Additional signage and reality orientation aids have been provided 
to assist residents’ mobility and orientation. 
 

 
 
Commenced and 
ongoing 
 
 
  
Commenced and 
ongoing 

 
9. The person in charge has failed to comply with a regulatory requirement in 
the following respect: 
Did not ensure that staff had adequate skills and knowledge to provide a high standard 
of care to residents at the end of their lives. 
 
Action required:  
Put adequate procedures and staff training in place to ensure that all residents receive a 
high standard of physical, emotional and psychological care and comfort to meet their 
end of life needs.  
 
Reference:  

Health Act, 2007 
Regulation 14: End of Life Care 
Regulation 17: Training and Staff Development 
Standard 16: End of Life Care  

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

Timescale: 
 

Provider’s response: 
 
In-service training will be provided on end of life care. 
 
Training in end of life care has been booked for two staff nurses to 
attend at an external facility. 
 

 
Commenced and 
ongoing 
 
September 2011 
 

 

10. The provider has failed to comply with a regulatory requirement in the 
following respect: 
Information collated in audits was not analysed to identify trends, learning and to 
improve the quality of life and safe for residents. 
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Action required:  
Develop a process where audits carried out are analysed as a means of reviewing the 
quality of life and safety of care provided for residents in the centre at appropriate 
intervals.  
 
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: 
 
Information collated in audits is now being shared with all staff and 
awareness of the trends, patterns and actions required to guide 
safe practice is now being implemented. 
 

 
 
May 31 2011 

11. The provider has failed to comply with a regulatory requirement in the 
following respect: 
All staff had did not have moving and handling training. 
 
The risk management policy did not reference all aspects required by the legislation. 
 
Analysis of accidents, incidents and near misses to determine causative factors or trends 
to prevent reoccurrences was not carried out. 
 
Action required:  
Revise risk management policy to cover all aspects of Regulation 31 of the Care and 
Welfare of Residents in Designated centres for Older people) Regulations 2009 (as 
amended).  
 
Action required:  
Facilitate training in moving and handling for all staff in the centre.         
 
Action required; 
Complete an audit of all accidents/incidents to determine any causative factors or 
trends. Implement recommendations from this audit. 
 
Reference:   
                 Health Act, 2007 
                 Regulation 31:Risk Management Procedures   
                 Regulation 35: Review of Quality and Safety of Care and Quality of Life 
                 Standard 26:  Health and Safety  
 
Please state the actions you have taken or are planning to Timescale: 
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take with timescales: 
 

 

Provider’s response: 
 
Risk management policy will be amended to include the need for 
learning and improvement of resident outcomes through analysis 
of the data collected. 
 
All staff now have moving and handling training completed. 
 
Outcomes of audits on accidents/incidents is now being collated 
and will be shared with all staff and used as a tool to guide safe 
practice. 
 

 
 
Ongoing 
 
 
 
Completed 
 
In progress 

12. The provider has failed to comply with a regulatory requirement in the 
following respect: 
Did not ensure that all persons with access to residents are appropriately vetted by an 
Garda Síochána. 
 
Action required:  
Put in place procedures to ensure no staff member is employed unless the person is fit 
to work at the designated centre and full and satisfactory information and documents 
specified in schedule two have been obtained in respect of each person. 
 
Reference:   
                 Health Act, 2007  
                 Regulation 18: Recruitment  
                 Standard 22: Recruitment  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All staff with access to residents have been appropriately vetted by 
an Garda Síochána. 
 

 
 
Completed 
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Recommendations 
 
 
These recommendations are taken from the best practice described in the 
National Quality Standards for Residential Care Settings for Older People in 
Ireland and the registered provider should consider them as a way of improving 
the service. 
 
Standard Best practice recommendations 
  
Standard 12: 
Health 
Promotion 
 
 

Residents with diabetes and constipation did not have education provided 
for them to promote their independence and capacity to make informed 
decisions about the food they eat to maintain their good health. 
 
Provider’s  response: 
A health promotion and information stand will be sourced for the 
reception area and will include information on a wide range of health 
information for residents. 
 

Standard 26: 
Health and 
Safety  
 
 

Staff were not provided with sufficient computer terminals to input 
resident data easily. 
 
Provider’s response: 
Computer terminal capacity will be reviewed. 
 

Standard 24: 
Training and 
Supervision 
 
 

Staff training records were not up to date. 
 
Provider’s response: 
Staff training records are now up to date. 
 

Standard 15: 
Medication 
Monitoring 
and Review  

Not all residents have a medication review by his /her medical practitioner 
at least on a three monthly basis. 
 
Provider’s response : 
The PIC will ensure that all residents have a review of medication on a 
three monthly basis. 
 

Standard 2: 
Consultation 
and 
Participation  

Feedback is not actively sought from the residents on an ongoing basis on 
the services provided for example residents were not consulted on the 
colour of paint for their individual rooms. 
 
Provider’s response : 
Residents’ preferences will be sought on aspects of the redecorative 
programme. 
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Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
We wish to assure the Chief Inspector of Social Services that every effort is being made to 
address the actions and recommendations identified in the report and prepare the home 
for the re-registration inspection. 
 
 
 
 
Provider’s name: Pat Shanahan on behalf of Mowlam Healthcare Ltd 
 
Date: 18 May 2011 
 
 


