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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated centres for older people 

 
 
 
Centre name: 

 
Maryfield Nursing Home 

 
Centre ID: 

 
0359 
 
Farnablake 
 
Athenry 

 
Centre address: 
 

 
Co. Galway 

 
Telephone number: 

 
091 844833 

 
Fax number: 

 
091 850571 

 
Email address: 

 
Maryfield1@gmail.com 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
West of Ireland Alzheimer’s Foundation  

 
Person in charge: 

 
Marie Deely 

 
Date of inspection: 

 
18 May 2011 

 
Time inspection took place: 

 
Start: 09:40 hrs        Completion: 16:00 hrs  

 
Lead inspector: 

 
Mary Costelloe 

 
Support inspector: 

 
Fiona Whyte 

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 
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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 

 
Maryfield Nursing Home is run by the West of Ireland Alzheimer’s Foundation, a 
voluntary organisation. The centre provides long-term and respite care specifically for 
people with dementia and Alzheimer’s disease. It has places for 22 residents and at 
the time of inspection there were 22 residents living there. All residents had 
advanced dementia or Alzheimer’s disease.  
 
There is a small day-care service for four people attending on weekdays. People 
attending for day care use the residents’ communal space.  
 
The centre opened in 2002 - the building was purpose-built and used previously as a 
private nursing home. Bedroom accommodation is provided off one corridor and 
consists of ten single bedrooms and six twin bedrooms. There are no en suite 
facilities and there is one bathroom and one shower room available for residents’ 
use. Four toilets for residents’ use are provided separately to the bedrooms and 
there is one assisted toilet in each of the two bathrooms and two separate assisted 
toilets.  
 
There is one dining room and one day room for residents. The day room is also used 
by visitors and for mass, dining, recreational activities and other social events. There 
is no additional private or communal space available for residents or visitors. 
 
The centre is set in large, well maintained gardens and the building is wheelchair 
accessible. Adequate parking for staff and visitors is provided to the front of the 
building. 
 

Location 

 
The centre is located on the outskirts of the town of Athenry, Co Galway. 
 

 
Date centre was first established: 

 
2002 

 
Number of residents on the date of inspection: 

 
22 

 
Number of vacancies on the date of inspection: 

 
0 

 
 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
22 

 
0 

 
0 

 
0 
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Management structure 
 
The Provider is West of Ireland Alzheimer’s Foundation and the designated contact 
person is the Chief Executive Officer, John Grant. There is an Operations Manager, 
Ray McGrael, who reports to the Provider. He is responsible for human resource (HR) 
management and provides support to the Person in Charge. The Person in Charge is 
Marie Deely and she reports to the Provider. Geraldine Nohilly is the Senior Staff 
Nurse who reports to and deputises on behalf of the Person in Charge. The Person in 
Charge is supported by a team of staff nurses and care assistants who report directly 
to her. Catering, housekeeping and maintenance staff also report directly to the 
Person in Charge. An administrator provides support and reports to the Person in 
Charge. 
 
 
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* 1 6 1 1 0 3** 

 
* Senior nurse deputising for the person in charge. The person in charge was not 
due to work but attended the centre on the day of inspection and remained until 
completed. 
 
** 2 Maintenance operators and 1 student on college placement 
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Background  
 
Maryfield Nursing Home was first inspected by the Health Information and Quality 
Authority’s (the Authority) Social Services Inspectorate on 11 August 2009. A follow 
up inspection was carried out on 4 February 2010. The inspection reports can be 
found at www.hiqa.ie.  
 
The third inspection carried out by the Authority on 1 and 2 February 2011 and was 
an announced registration inspection. The provider had applied for registration under 
the Health Act 2007 (Registration of Designated Centres for Older People) 
Regulations 2009 and the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended).  
 
Overall, while there was evidence of good practice, inspectors had some serious 
concerns that the provider did not meet the requirements of a number of the 
Regulations and the National Quality Standards for Residential Care Settings for 
Older People in Ireland. 
 
There were significant deficits in medication management practices, fire safety 
training, bathroom facilities and infection control practices. At the end of the 
inspection, the provider was requested to immediately address the issues regarding 
medication management and fire safety training and to confirm within one week that 
this had been done. Inspectors subsequently received written confirmation that these 
particular issues had been attended to within the timeframe specified. 
 
Inspectors also identified some improvements required in relation to updating of 
emergency plans, statement of purpose, staffing files and auditing of accidents and 
incidents. 
 
These areas for improvement were contained in the Action Plan at the end of the 
report which can be found at www.hiqa.ie.  
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Summary of findings from this inspection  
 
 
This additional inspection report outlines the findings of a follow up unannounced 
inspection that took place on 18 May 2011. The inspection focused on the areas 
where improvements were required as highlighted in the action plan in the inspection 
report of 1 and 2 February 2011. 
 
Inspectors were not satisfied that the required actions from the registration 
inspection of 1 and 2 February 2011 had been addressed satisfactorily. There were 
23 actions arising from the previous report and inspectors confirmed that while many 
were partially completed only one had been fully completed.  
 
On the day of inspection, inspectors again had serious concerns regarding 
medication management and fire safety training. Because of the risks to resident 
safety they issued an immediate action plan requiring the provider to immediately 
address these issues.  
 
The key measures taken by the person in charge since the previous inspection were 
as follows: 

 all staff had received training in moving and handling of residents  
 some staff had received fire safety training 
 arrangements were made for residents to access physiotherapy and 

occupational therapy (OT) on a private basis  
 staff had commenced documenting individual activity folders for residents 

and had recorded residents participation in individual activities. Two nurses 
were scheduled to attend Sonas training and doll therapy (therapeutic 
programmes for residents who have dementia or Alzheimer’s) workshops 

 outcomes were documented following all accidents and incidents 
 the complaints procedure had been amended and was prominently displayed 
 the named advocate was included in the complaints procedure 
 an end-of-life policy was developed. 
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Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Maintain, in a safe and accessible place, a record of any medication errors or adverse 
reactions in relation to each resident.  
 
Maintain, in a safe and accessible place, a record of each drug and medicine 
administered in respect of each resident, giving the date of the prescription, dosage, 
name of the drug or medicine, method of administration, signed and dated by a 
medical  practitioner and the nurse administering the drugs and medicines in 
accordance with any relevant professional guidelines.  
 
Ensure that all nurses are aware and knowledgeable on the medication management 
policy, that it is implemented and reflects practice. 
 
 
 
This action was not completed.  
 
Inspectors were concerned that the medication practices in place increased the 
risk of medication error and posed a risk to residents’ safety. The following issues 
were identified: 

 the medication management policy was out of date as it was due for 
review in January 2011. It required updating and amending in order to 
provide clear guidance to nurses on medication management  

 crushed medications were not individually prescribed by the GP 
 in relation to medication errors there were no outcomes for residents 

documented, no interventions and no learning from events recorded 
 some medication prescriptions were not dated by the GP 
 there was no maximum dosage recorded in relation to some PRN (as 

required) medications 
 there was no specific times prescribed for administration of some 

medications 
 some discontinued medications were not signed as such by the GP 
 correction fluid had been used on some prescribing charts 
 some prescribed medications had not been signed by the GP 
 medications had been transcribed by the nurse. However, there were no 

signatures of the transcribing nurse or the nurse who checked the 
transcribed medications 

 there was no address and no medication dosage recorded on a prescribing 
chart of a resident whose medications had been transcribed. The list of 
named medications received on admission for this resident did not 
correspond with the medications transcribed by the nurse 

 some medications were not being administered at the times prescribed 
 two types of prescribing charts were in use, one to prescribe regular 

medications and one to prescribe non regular or short-term medications. 
Some medications prescribed as non regular or short-term medications 
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were prescribed in 2010 and were not discontinued while some PRN 
medications were recorded on the regular prescribing chart 

 both regular and non regular prescribing charts were pre-printed and the 
medications on both charts were identified by an alphabetical code i.e. A, 
B, C, D. In some instances medications for residents were prescribed on 
both charts and it was not clear from the administration charts which 
medications had been administered to residents 

 a new member of the nursing staff had not read the medication policy. 
She told inspectors that she did not yet have the time to read it. 

 
2. Action required from previous inspection:  
 
Provide suitable training for all staff in fire prevention.  
 
Display the procedures to be followed in the event of fire in a prominent place in the 
designated centre. 
 
 
This action was partially completed.  
 
Inspectors reviewed the fire safety training records for all staff which confirmed that 
fire safety training had taken place for five staff members on 8 February 2011. The 
person in charge told inspectors that further fire safety training was scheduled for all 
staff on 13 September 2011. One new nurse and a student on placement interviewed 
by inspectors confirmed that they had not received formal fire safety training.  
The fire procedures displayed did not provide clear guidance to staff on what to do in 
the event of fire. 
 
3. Action required from previous inspection:  
 
Provide written confirmation from a competent person that all the requirements of 
the statutory fire authority have been complied with. 
 
 
This action was not completed.  
 
Written confirmation from a competent person, stating that all the requirements of 
the statutory fire authority, had not yet been submitted. The person in charge was 
unable to update inspectors regarding the documentation and stated that it was 
being dealt with by the operations manager.  
 
4. Action required from previous inspection:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
Ensure that the risk management policy covers, but is not limited to, the 
identification and assessment of risks throughout the designated centre and the 
precautions in place to control the risks identified.  
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This action was partially completed.  
 
Inspectors reviewed the updated health and safety statement dated 2011. The 
statement remained generic. For example, it included hazards such as driving of 
company buses which was not relevant to this designated centre. Some risks were 
identified but there was no record of the person responsible for implementing the 
control measures and by what date they must be completed. The risk management 
policy did not include the precautions in place to control specified risks such as the 
unexplained absence of a resident, assault, accidental injury to residents or staff, 
aggression and violence and self-harm.  
 
There were no call bell leads provided for residents’ use. On enquiry, inspectors were 
told by nursing staff that residents were either unable to use call bell leads or that 
call bell leads posed a risk to residents’ safety. There was no risk assessments 
completed for the use of call bells. 
 
5. Action required from previous inspection:  
 
Provide training for staff in the moving and handling of residents. 
 
 
This action was completed.  
 
Staff spoken to and records reviewed confirmed that all staff had received training in 
the moving and handling of residents.  
 
6. Action required from previous inspection:  
 
Put in place an emergency plan for responding to emergencies. 
 
 
This action was partially completed.  
 
Inspectors reviewed the updated emergency plan and noted that the plan did not 
cover all potential emergencies such as disruption to water supply. Guidance to staff 
was unclear in the event of other emergencies. For example, in the event of 
residents having to be evacuated, the name of the person holding the keys to the 
designated alternative accommodation was not included. In the event of fire, there 
was a list of individuals to be contacted and while their names and telephone 
numbers were included, the role and function of these individuals was not. 
 
7. Action required from previous inspection:  
 
Keep each resident’s care plan under formal view as required by the resident’s 
changing needs or circumstances and no less frequently than at three-monthly 
intervals. 
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This action was not completed.  
 
Inspectors reviewed a sample of residents’ files including the files of residents with 
behaviours that challenge, a resident with a wound and residents who were 
restrained. There were no comprehensive nursing assessments to inform the care 
plans. Some risk assessments were not up to date and others were not signed. While 
care plans in place were comprehensive and written in a person-centred manner 
there was no documented care plan in place for the resident with a head 
wound/lesion. A wound assessment was in place which stated that dressings were to 
be changed on alternative days. The assessment had not been updated since 12 May 
2011 therefore it was difficult to track progress of the wound.  
 
Inspectors noted a care plan in place for a resident with behaviour that challenged 
but it had not been updated following receipt of written recommendations and advice 
from the occupational therapist (OT) in April 2011. 
 
Inspectors viewed the policy and procedure on the use of restraint. Bedrails, Buxton 
chairs and chemical restraint were in use for a number of residents. Several residents 
were restrained in Buxton chairs without adequate exploration of alternatives to 
restraint or appropriate risk assessments. Some of those residents had tables locked 
or tied in place to keep residents in the chairs. Nursing staff were unable to tell 
inspectors of any alternatives to restraint that had been explored. There were no risk 
assessments completed for the use of restraint and alternative measures considered 
or taken were not documented. 
 
8. Action required from previous inspection:  
 
Provide sufficient numbers of toilets, and wash-hand basins, baths and showers 
fitted with a hot and cold water supply, which incorporates thermostatic control 
valves or other suitable anti-scalding protection, at appropriate places in the 
premises.  
 
 
This action was not completed.  
 
There was one shower and one bath available to all residents in the centre. There 
was no additional showering or bathing facilities available. Staff members informed 
the inspectors that all residents were incontinent and they confirmed these residents 
needed more personal care than the bathroom facilities allowed. Inspectors noted 
that one bathroom was not accessible to residents, it was being used to store 
furniture including an arm chair, cleaning trolley and also used for drying residents 
clothing and mop heads. A cushion, plastic crate and pillow were being stored in the 
bath. The limited facilities restricted the choice and availability for residents to have a 
shower or bath. 
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9. Action required from previous inspection:  
 
Ensure that the provider is aware of the provisions of the Health Act, 2007 and all 
Regulations and rules made there under. 
 
 
The inspectors were not able to assess the provider’s knowledge of the Regulations 
as this was an unannounced inspection and the provider was not present.  
 
10.  Action required from previous inspection:  
 
Ensure meaningful self-expression is facilitated by occupational, recreational, physical 
and sensory stimulation. 
 
 
This action was partially addressed.  
 
As part of her role the deputy person in charge coordinated activities, she had 
commenced compiling information on individual residents - this was recorded in 
individual activities folders along with a record of daily activities undertaken by each 
resident. The information was biographical and did not include person-centred 
information such as past hobbies, interests and capabilities therefore it did not 
inform the planning of suitable activities for this group of residents.  
 
The deputy person in charge informed inspectors that two nurses were scheduled to 
attend Sonas training and doll therapy (therapeutic programmes for residents who 
have dementia or Alzheimer’s) workshops the following week, she told inspectors 
that she had no formal training in reality orientation but had read up on the subject.  
 
The deputy person in charge was employed three days per week but as well as 
coordinating activities she was also assigned to work on the floor delivering care. 
There was no other staff member assigned to coordinating activities on the days she 
was not rostered to work. She told inspectors that because all the residents were 
cognitively impaired they required a lot of time, encouragement and assistance to 
perform daily activities and she stated that as a result of this time remained an 
ongoing issue in providing appropriate activities to residents.  
 
As at previous inspections, the inspectors again noted that there were no meaningful 
activities taking place in the earlier part of the day - the television was on in the day 
room but the content was inappropriate for residents with dementia. All activities 
were carried out in the day room which was small and overcrowded with residents, 
visitors and staff.  
 
11.  Action required from previous inspection:  
 
Ensure that the culture, practice and procedures reflect a person-centred approach 
to care of all residents. 
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This action was not completed. 
 
Inspectors observed that the culture and some work practices were still institutional 
and did not always reflect a person-centred approach to care. For example, shower 
and bowel lists were displayed on bathroom and toilet doors. The list included both 
the names of current residents as well as the names of some residents who were 
deceased.  
 
Communal hair rollers, razors and tubs of topical creams were observed in the 
dayroom and bathrooms. Some residents clothing was not labelled and staff spoken 
to were unsure as to whom some items belonged to, other items of clothing were 
marked with black marker. Boxes of communal clothing marked ‘house’ were stored 
in the store room.  
 
Inspectors observed one commode in shared bedrooms and communal bars of soap 
at wash-hand basins in shared bedrooms. Communal cloth bibs in use at meal times. 
These examples did not respect residents’ dignity or promote a person-centred 
approach to care and many also gave rise to infection control risks.  
 
The doors to all bedrooms and the dining room were kept locked to prevent 
residents’ accessing them. This impacted on residents’ independence, dignity and 
privacy by preventing them from wandering freely or accessing their bedroom when 
they wished.  
 
12.  Action required from previous inspection:  
 
Provide necessary sluicing facilities. 
 
 
This action was not completed.  
 
There was no separate laundry and sluice room. Soiled equipment was being cleaned 
in the laundry room adjacent to the area where clean clothing and bed linen was 
being sorted. Inspectors noted items such as mops, mop bucket, toilet brushes 
stored in the area adjacent to where clean clothing was being sorted. This posed a 
serious infection control risk. The person in charge told inspectors that the 
operations manager was still negotiating the price of outsourcing the laundry to a 
local launderette.  
 
13.  Action required from previous inspection:  
 
Provide adequate sitting, recreational and dining space separate to the residents’ 
private accommodation. 
 
Provide suitable communal space for residents for the provision of social, cultural and 
religious activities appropriate to the circumstances of the residents. 
 
Provide suitable facilities for residents to meet visitors in a suitable private area 
which is separate from the residents’ own private rooms. 
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This action had not been completed.  
 
The provider had advised inspectors in the response to the previous action plan that 
an extension was planned to increase the communal day and dining space. The 
person in charge was unable to update inspectors regarding the plans at the time of 
this inspection. 
  
14.  Action required from previous inspection:  
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents.  
 
 
This action was not completed.  
 
Inspectors noted that there were no improvements made to the design, décor and 
layout of the building following the previous inspection. The design and layout of the 
building was not in line with evidenced based principles on dementia care and 
design. With the exception of the day room, inspectors noted that generally the 
décor, furniture and fittings were sparse, bland and reflected that of a generic 
residential centre rather than a dementia-specific centre. The front entrance lobby 
area was minimally furnished. Walls and floor were pale in colour and of similar 
shades, there was no use of appropriate colours or lighting in line with best practice. 
All doors throughout the building were brown in colour, there was no distinction 
between bedroom doors and other doors in the building to allow residents to find 
and know their own room. Many of the bedrooms were minimally decorated with 
very few personal possessions. There was a lack of fixtures and fittings to aid and 
promote reminiscence practice. 
 
There was no signage provided throughout the building, no landmarks, cueing or 
highly distinctive visually unique elements to help orient residents with dementia. 
Corridors were short and did not have any seating areas to facilitate residents to 
walk or wander freely and there were no areas of interest or diversion for residents 
in the building. Inspectors noted that wall pictures on the corridor were located 
above eye level and could not easily be viewed when walking. 
 
15.  Action required from previous inspection:  
 
Provide adequate storage and office facilities. 
 
 
This action was not addressed.  
 
The inspectors noted that storage space and office space was inadequate throughout 
the building. Residents’ assistive equipment, ICT equipment and medical supplies 
were stored in the dining room. The administrator used part of the dining room as a 
work station. Staff also used the dining room to have their breaks and for dining 
purposes.  
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Cleaning trolleys and other floor cleaning equipment was stored in the residents’ 
bathroom. This resulted in restricted space for residents and staff reported this to be 
a particular challenge for them when providing care to residents. There was only one 
small office provided which was used as the nurses’ office, person in charges office 
and for the storage of all files and medications including the medication trolley, 
resulting in very limited usable space for staff. 
 
16.  Action required from previous inspection:  
 
Facilitate each resident’s access to physiotherapy, chiropody, occupational therapy, 
or any other services as required by each resident. 
 
 
This action was partially addressed.  
 
The person in charge confirmed to inspectors that services such as physiotherapy 
and OT were not available through referral of the GP but that arrangements could be 
made privately in consultation with families for residents to attend these. The person 
in charge showed inspectors documentation regarding a resident who had recently 
been referred for OT by the Health Service Executive (HSE) Psychiatry of Later Life 
team. 
 
17.  Action required from previous inspection:  
 
Provide suitable changing and storage facilities for staff. 
 
 
This action was not completed.  
 
Staff told inspectors that they continued to change in the store room which was also 
used to store clean bed linen, maintenance and cleaning equipment, laboratory and 
medical supplies. This posed an infection control risk.  
 
18.  Action required from previous inspection:  
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward 
incidents or adverse events involving residents. 
 
 
This action was not completed.  
 
Inspectors reviewed the accident/incident log and noted that outcomes were now 
being documented. There were no falls recorded since the last inspection and staff 
spoken to confirmed that no falls had taken place. The person in charge advised 
inspectors that she had not yet commenced auditing of incidents and accidents 
therefore there was no learning or improving practice as a result.  
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19.  Action required from previous inspection:  
 
Provide written operational policies and procedures relating to the making, handling 
and investigation of complaints from any person about any aspects of service, care 
and treatment provided in, or on behalf of a designated centre.  
 
Ensure the complaints procedure contains an independent appeals process, the 
operation of which is included in the designated centre’s policies and procedures.  
Display the complaints procedure in a prominent position in the designated centre. 
 
 
This action was partially completed.  
 
The complaints procedure was displayed and had been updated to include the name 
and contact details of an advocate and the incorrect reference to the Authority had 
been removed. The person in charge told inspectors that there was no formal 
complaints policy in place.  
 
20.  Action required from previous inspection:  
 
Compile a statement of purpose that consists of all matters listed in Schedule 1 of 
the Regulations. 
 
 
This action was not completed.  
 
The person in charge told inspectors that the statement of purpose was being 
updated but she did not have a copy available. 
 
21.  Action required from previous inspection:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory 
information and documents specified in Schedule 2 have been obtained in respect of 
each person. 
 
 
This action was not completed.  
 
Inspectors reviewed a number of staff files, they were not in compliance with 
Schedule 2 of the Regulations, some files did not contain three written references, 
Garda Síochána vetting, medical declarations and there was no file for a staff 
member on student placement. 
 
22.  Action required from previous inspection:  
 
Put in place arrangements to facilitate residents’ consultation and participation in the 
organisation of the designated centre. 
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This action was partially addressed.  
 
The person in charge told inspectors that two persons had been identified to act as 
resident advocates - one was an existing staff member and one an ex-staff member. 
She said that they had met and talked with residents but that there were no records 
maintained of their input. She told inspectors that one of the advocates chaired the 
last residents’ meeting which was held in June 2010. There had been no residents 
meeting held since, the person in charge advised inspectors that the next meeting 
was scheduled for June 2011. 
 
23.  Action required from previous inspection:  
 
Put in place written operational policies and protocols for end of life care. 
 
 
This action was partially addressed.  
 
Inspectors reviewed the end of life policy which was found to be adequate. However, 
the person in charge told inspectors that the policy was not yet implemented.  
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Mary Costelloe  
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
23 May 2011   
 

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

 
 
11 August 2009  

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
4 February 2010  

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
1 and 2 February 2011   

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
18 May 2011  

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
 
 
 
 
 
 
 
 
 

Page 17 of 38 



 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 

 
 
Provider’s response to inspection report ∗ 
 
 
Centre: 

 
Maryfield Centre 

 
Centre ID: 

 
0359 

 
Date of inspection: 

 
18 May 2011 

 
Date of response: 

 
28 June 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. 
 
1. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Inspectors were concerned that the medication practices in place increased the 
risk of medication error and posed a risk to residents’ safety. Examples included: 

 the medication management policy was out of date as it was due for 
review in January 2011. It required updating and amending in order to 
provide clear guidance to nurses on medication management  

 crushed medications were not individually prescribed by the GP 
 in relation to medication errors there were no outcomes for residents 

documented, no interventions and no learning from events recorded 
 some medication prescriptions were not dated by the GP 
 there was no maximum dosage recorded in relation to some PRN (as 

required) medications 
 there was no specific times prescribed for administration of some 

medications 
 some discontinued medications were not signed by the GP 
 correction fluid had been used on some prescribing charts 

                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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 some prescribed medications had not been signed by the GP 
 medications had been transcribed by the nurse. However, there were no 

signatures of the transcribing nurse or the nurse who checked the 
transcribed medications 

 there was no address and no medication dosage recorded on a prescribing 
chart of a resident whose medications had been transcribed. The list of 
named medications received on admission for this resident did not 
correspond with the medications transcribed by the nurse 

 some medications were not being administered at the times prescribed 
 two types of prescribing charts were in use, one to prescribe regular 

medications and one to prescribe non regular or short-term medications. 
Some medications prescribed as non regular or short-term medications 
were prescribed in 2010 and were not discontinued while some PRN 
medications were recorded on the regular prescribing chart 

 both regular and non regular prescribing charts were pre printed and the 
medications on both charts were identified by alphabetical numbers i.e. 
A,B,C,D. In some instances medications for residents were prescribed on 
both charts and it was not clear from the administration charts which 
medications had been administered to residents 

 a new member of the nursing staff had not read the medication policy. 
She told inspectors that she did not yet have the time to read it. 

 
Action required:  
 
Maintain, in a safe and accessible place, a record of any medication errors or adverse 
reactions in relation to each resident.  
 
Maintain, in a safe and accessible place, a record of each drug and medicine 
administered in respect of each resident, giving the date of the prescription, dosage, 
name of the drug or medicine, method of administration, signed and dated by a 
medical  practitioner and the nurse administering the drugs and medicines in 
accordance with any relevant professional guidelines.  
 
Ensure that all nurses are aware and knowledgeable on the medication management 
policy, that it is implemented and reflects practice. 
 
Reference:  

Health Act, 2007 
                   Regulation 25: Medical Records 
                   Standard 13: Healthcare  
                   Standard 14: Medication Management  
                   Standard 15: Medication Monitoring and Review  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
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Provider’s response: 
 
To date medication errors have been reported to the managers in 
charge (predominantly the Director of Nursing or Deputy Director 
of Nursing) and dealt with on an individual case basis. Maryfield 
Nursing Home acknowledges that we need to fully review this 
process and create a formalised process for identifying and 
managing incidences, including medication errors and adverse 
events, as they actually occur. We will develop an incident report 
form which specifies when something is a medication error and 
will provide education and training for staff on the management 
of medication errors. All incidences that are raised shall be 
reviewed in the first incidence by the Director of Nursing and any 
relevant corrective and preventative actions shall be documented. 
On a monthly basis all incidences including medication errors will 
be discussed by the management team to identify any trends. 
This shall be communicated to the staff involved. 
 
Medication policies and procedures currently exist, and have been 
read and signed by the appropriate staff. These have been 
informally reviewed and are still reflective of practice. However, 
they need to be formally reviewed, new revisions created and the 
date updated. We are also commencing work with the Pharmacist 
to involve the Pharmacist in this process. 
 
The residents GP’s have been contacted and have reviewed the 
medications of all residents currently in Maryfield Nursing Home. 
These reviews have ensured that the medications have been 
correctly prescribed, that all medications have been signed by the 
GP, that where any medication had been transcribed by a nurse 
this has been documented by the nurse who did the transcribing 
and also by a second nurse and has also been signed by a GP. 
This review has ensured that all medication dosages are recorded 
in the prescribing list and that only appropriate medications have 
been prescribed i.e. that the prescriptions did not include 
medication that weren’t being administered at the prescribed 
times. We also have made improvements regarding crushing 
medication. Now all prescriptions state whether or not individual 
medications are to be crushed and if so this is indicated clearly on 
the prescription chart. At the end of this month, Maryfield 
Nursing Home are introducing a blister pack approach to 
medication, we aim that this will minimise further the risk of 
medication errors. As part of this process we are reviewing the 
prescription charts for all residents and we will be further 
streamlining them to make sure they provide the safest 
mechanism for administration possible. 
 

 
 
26/08/2011 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
26/08/2011 
 
 
 
 
 
 
Commenced and 
ongoing  
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The prescription charts have been reviewed and continue to be 
reviewed on a regular basis by the Deputy Director of Nursing 
and Director of Nursing. While informal, this ongoing audit is to 
check medications are administered as per the requirements and 
to eliminate areas of practice such as correction fluid etc. Where 
any discrepancies are identified, they are discussed with the 
relevant staff. This process of ongoing audit will be formalised 
and documented, and we are in discussions with the pharmacist 
to be involved in this process.  
 
New processes are being implemented for the recruitment of new 
staff. Prior to commencing work at Maryfield Nursing Home all 
staff must now read all relevant policies and procedures and sign 
that they have read these policies and procedures before they 
commence work at Maryfield Nursing Home. 
 

26/08/2011 
 
 
 
 
 
 
 
 
 
26/08/2011 
 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Training records reviewed and recently appointed staff interviewed by inspectors 
confirmed that they had not received formal fire safety training.  
 
The fire procedures displayed did not provide clear guidance to staff on what to do in 
the event of fire. 
 
Action required:  
 
Provide suitable training for all staff in fire prevention.  
 
Action required:  
  
Display the procedures to be followed in the event of fire in a prominent place in the 
designated centre. 
 
Reference:  

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

Timescale: 
 

Provider’s response: 
 
On the date of the inspection there were two staff members who 
had not attended fire training. These two staff members – one 
new nurse and one student on placement - received fire training 
on 9 June 2011. All staff at Maryfield Nursing Home have now 
attended up-to-date fire safety training.  

 
 
Complete 
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One member of staff has attended fire safety ‘train the trainer’ 
training on 13 July 2011 to enable them to provide ongoing fire 
training. An annual schedule of fire training shall be created to 
ensure all staff are trained annually. Furthermore all new staff 
must attend training before they take up their position with 
Maryfield.  
 
Signs on the procedure to follow in the event of a fire have been 
prepared on A4 sheets in large text writing. These have been 
displayed in prominent positions throughout the nursing home 
such as the sitting room and the hallway.  
 

Completed  
 
 
 
 
 
 
Completed 

 
3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
Written confirmation from a competent person stating that all the requirements of 
the statutory fire authority had not been submitted. 
 
Action required:  
 
Provide written confirmation from a competent person that all the requirements of 
the statutory fire authority have been complied with. 
 
Reference:  

Health Act, 2007 
                   Regulation 32: Fire Precautions and Records 
                   Standard 26: Health and Safety  

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

Timescale: 
 

Provider’s response: 
 
Waldron & Associates have in conjunction with the County Fire 
Officer confirmed that Maryfield complies with Fire Regulations. 
We are aware that there is a template to be completed to 
document this compliance. We have received the template and 
forwarded it to our engineers, and it will be returned to the 
Authority by 19 July 2011.  
 

 
 
19/07/2011 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The health and safety statement remained generic and included hazards such as 
driving of company buses which was not relevant to this designated centre. Risks 
that were identified did not include the identity of the person responsible for 
implementing the control measures and by what date they must be completed.  
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All risks had not been identified such as the unexplained absence of a resident, 
assault, accidental injury to residents or staff, aggression and violence and self-harm.
 
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
Ensure that the risk management policy covers, but is not limited to, the 
identification and assessment of risks throughout the designated centre and the 
precautions in place to control the risks identified.  
 
Reference:  

Health Act, 2007 
                   Regulation 31: Risk Management Procedures 
                   Standard 26: Health and Safety  
                   Standard 29: Management Systems  

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

Timescale: 
 

Provider’s response: 
 
To date risk management in Maryfield Nursing Home has focused 
on two core areas: Health and Safety of Staff, Residents and 
Visitors and also specific risk assessments on individual residents. 
The latter was undertaken by the Director of Nursing, focused on 
key clinical areas such as risk of falls, risk of nutritional deficit etc 
and was stored in the residents care plan.  
 
Maryfield Nursing Home will undertake a comprehensive Risk 
Management process to ensure that all organisational risks, 
clinical risks, organisational health and safety risks are identified 
and managed. This will be performed with input from key staff in 
the organisation including front line staff and management. It will 
address the following area: (Note this list is not exhaustive) 
general resident welfare including resident rights, challenging 
behaviour, assault, resuscitation, communication, medication 
management, infection control, facilities, equipment, personal 
protective equipment, occupational hazards such as fire and 
manual handling, staff recruitment and training, staff welfare, 
operational management and record management. This risk 
analysis shall be used to create a risk policy and risk register that 
will identify how all the risks shall be managed, it will be 
communicated to all relevant staff and shall be reviewed at 
ongoing management meetings to ensure the controls for 
minimising the risks are implemented. 
 

 
  
 
 
 
 
 
 
 
26/08/2011 
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5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The emergency plan did not cover all potential emergencies such as disruption to 
water supply. Guidance to staff was unclear in the event of other emergencies. For 
example in the event of residents having to be evacuated, the name of the person 
holding the keys to the designated alternative accommodation was not included. In 
the event of fire, there was a list of individual’s to be contacted and while their 
names and telephone numbers were included the role and function of these 
individuals was not included. 
  
Action required:  
 
Put in place an emergency plan for responding to emergencies. 
 
Reference:  

Health Act, 2007 
                   Regulation 31: Risk Management Procedures 
                   Standard 26: Health and Safety  
                   Standard 29: Management Systems  

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

Timescale: 
 

Provider’s response: 
 
The emergency plan has been expanded to address additional 
emergencies such as gas leaks, power cuts, flooding or fire. It 
has also been updated to include the name of the key holder of 
alternative accommodation, their role and function and their 
contact details. 
 
The emergency plan will be further reviewed and developed as 
part of the risk management process being undertaken (see 
above). All staff shall be educated on core information in the 
plan. 
   

 
 
Completed 
 
 
 
 
 
26/08/2011 

 
6. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
There were no comprehensive nursing assessments to inform the care plans. Some 
risk assessments were not up to date and others were not signed. While care plans 
in place were comprehensive and written in a person centred manner there was no 
documented care plan in place for the resident with a head wound/lesion. A wound 
assessment was in place which stated that dressings were to be changed on 
alternative days. The assessment had not been updated since the 12 May 2011 
therefore it was difficult to track progress of the wound.  
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Inspectors noted a care plan in place for a resident with behaviour that challenged 
however it had not been updated following receipt of written recommendations and 
advise from the occupational therapist (OT) in April 2011. 
 
Inspectors viewed the policy and procedure on the use of restraint. Bedrails, Buxton 
chairs and chemical restraint were in use for a number of residents. Several residents 
were restrained in Buxton chairs without adequate exploration of alternatives to 
restraint or appropriate risk assessments. Some of those residents had tables locked 
or tied in place to keep residents in the chairs. Nursing staff were unable to tell 
inspectors of any alternatives to restraint that had been explored. There were no risk 
assessments completed for the use of restraint and alternative measures considered 
or taken were not documented. 
 
Action required:  
 
Keep each resident’s care plan under formal view as required by the resident’s 
changing needs or circumstances and no less frequently than at three-monthly 
intervals. 
 
Action required:  
 
Establish and maintain a system for reviewing the quality and safety of care provided 
to, and the quality of life of, residents in the designated centre at appropriate 
intervals. 
 
Reference:  

Health Act, 2007 
                   Regulation 8: Assessment and Care Plan 
                   Regulation 35: Review of Quality and Safety of Care and Quality of Life 
                   Standard 30: Quality Assurance and Continuous Improvement 
                   Standard 10: Assessment 

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

Timescale: 
 

Provider’s response: 
 
The nursing assessments and care plans are being reviewed and 
developed to ensure that a minimum data set is used for the 
assessment of all residents. This will include additional nursing 
assessments and staff will receive training on the use of these 
additional assessments and how they will impact on care plans. A 
schedule of audits shall be introduced to ensure that where 
assessments are undertaken, they are signed and undertaken in 
a routine and ongoing manner. There shall be a schedule of 
dates for care plan reviews completed and made visible in the 
nursing office. 
 

 
 
28/09/2011 
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All staff have received education and training on the 
management of challenging behaviour both this year and in the 
previous year. 
 
Care plans shall be reviewed to ensure that the recommendations 
of occupational therapists and any other professions are 
incorporated into the care plans. 
 
All resident care plans are being reviewed to determine any 
restraint being used with residents. All restraints used within 
Maryfield shall be identified as such and all residents shall 
undergo assessment to ensure these restraints are necessary. As 
part of this we shall explore all possible alternatives to restraint. 
Where restraint is required, observation sheets shall be 
implemented to ensure they are regularly checked. 
 

Completed 
 
 
 
28/09/2011 
 
 
 
28/09/2011 

 
7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was one shower and one bath available to all residents in the centre. There 
was no additional showering or bathing facilities available. 
 
Action required:  
 
Provide sufficient numbers of toilets, and wash-hand basins, baths and showers 
fitted with a hot and cold water supply, which incorporates thermostatic control 
valves or other suitable anti-scalding protection, at appropriate places in the 
premises.  
 
Reference:  

Health Act, 2007 
                   Regulation 19: Premises 
                   Standard 25: Physical Environment 
                   Standard 28: Purpose and Function  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We have reviewed the current bathing facilities available. A space 
has been identified for an additional shower for residents, and 
the bath is being replaced with a Parker bath. This will increase 
the number of baths and showers available to three in total. 
Development work commenced - for completion 28 September 
2011.  
 

 
 
28/09/2011 
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8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
  
The deputy person in charge was employed three days per week but as well as 
coordinating activities she was also assigned to work on the floor delivering care. 
There was no other staff member assigned to coordinating activities on the days she 
was not scheduled to work. She told inspectors that because all the residents were 
cognitively impaired they required a lot of time, encouragement and assistance to 
perform daily activities and she stated that as a result of this time remained an 
ongoing issue in providing appropriate activities to residents.  
 
Action required:  
 
Ensure meaningful self-expression is facilitated by occupational, recreational, physical 
and sensory stimulation. 
 
Reference:  

Health Act, 2007 
                   Regulation 6: General Welfare and Protection                   
                   Standard 17: Autonomy and Independence 
                        Standard 18: Routines and Expectations 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All staff are encouraged to see all interaction with residents as 
activities. The responsibility for activities will be reviewed to 
ensure that the person with this responsibility is able to prioritise 
this issue and encourage all other staff to ensure this happens. 
Additional assessments shall be undertaken on all residents for 
example the PAL assessment to ensure the specific needs of each 
of the residents is identified. They shall be used to plan and 
coordinate the activities available to residents. 
 

 
 
26/09/2011 

 
9. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The culture and some work practices were still institutional and did not always reflect 
a person-centred approach to care. For example, shower and bowel lists were 
displayed on bathroom and toilet doors. The list included both the names of current 
residents as well as the names of some residents who were deceased.  
Communal hair rollers, razors and tubs of topical creams were observed in the 
dayroom and bathrooms. Some residents clothing was unlabelled and staff spoken to 
were unsure as to whom some items belonged to while other items of clothing were 
marked with black marker. Boxes of communal clothing marked ‘house’ were stored 
in the store room.  
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Inspectors observed one commode in shared bedrooms and communal bars of soap 
at wash hand basins in shared bedrooms. Communal cloth bibs in use at meal times. 
These examples did not promote a person-centred approach to care and many also 
gave rise to infection control risks.  
 
The doors to all bedrooms and the dining room were kept locked to prevent 
residents’ accessing them. This impacted on residents’ independence, dignity and 
privacy by preventing them from wandering freely or accessing their bedroom when 
they wished.  
 
Action required:  
 
Ensure that the culture, practice and procedures reflect a person-centred approach 
to care of all residents. 
 
Reference:  

Health Act, 2007 
                   Regulation 6: General Welfare and Protection                   
                   Standard 18: Routines and Expectations 

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

Timescale: 
 

Provider’s response: 
 
All communal creams, shower gels, hair rollers, razors and tubs 
of tropical creams have been removed and have been replaced 
with individual baskets which are located in the resident’s 
individual rooms and include their toiletries.  
 
All residents’ clothing has being reviewed and has been labelled 
to ensure everyone can identify which clothes belong to which 
person.  
 
The shower lists and bowel lists have been removed along with 
any other information that contains resident names.  
 
At present doors to bedrooms and dining rooms are kept locked 
for resident safety as there is a significant risk that residents 
would be able to harm themselves or others should they be 
allowed into individual rooms. However, it is acknowledged that 
this is an area for review and improvement so are to review this 
as part of the risk assessment to identify if there are any 
additional areas where we can enhance resident dignity and 
individuality. 
 

 
 
Commenced and 
Ongoing 
 
 
 
Commenced and 
ongoing 
 
 
Completed 
 
 
26/09/2011 
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10. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no separate laundry and sluice room. Soiled equipment was being cleaned 
in the laundry room adjacent to the area where clean clothing and bed linen was 
being sorted. Inspectors noted items such as mops, mop bucket, toilet brushes 
stored in the area adjacent to where clean clothing was being sorted. This posed a 
serious infection control risk. The person in charge told inspectors that the 
operations manager was still negotiating the price of outsourcing the laundry to a 
local launderette.  
 
Action required:  
 
Provide necessary sluicing facilities. 
 
Reference:  

Health Act, 2007 
                   Regulation 19: Premises 
                   Standard 25: Physical Environment 
                   Standard 28: Purpose and Function  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The laundry and the sluice room are being separated as soon as 
possible. We are renting a Port-A-Kabin which will be located 
directly outside the nursing home through a door that is secure 
from residents but is accessible by staff. The laundry area shall 
be moved into this Port-A-Kabin, thus removing it from any 
contact with dirty equipment. The sluice room is then going to be 
restructured to allow for clean and dirty areas to facilitate 
cleaning of equipment.  
  

 
 
26/09/2011 

 
11.The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was one dining room and one day room provided and no other communal or 
private space available to the residents and relatives.  
 
Action required:  
 
Provide adequate sitting, recreational and dining space separate to the residents’ 
private accommodation. 
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Action required:  
 
Provide suitable communal space for residents for the provision of social, cultural and 
religious activities appropriate to the circumstances of the residents. 
 
Action required:  
 
Provide suitable facilities for residents to meet visitors in a suitable private area 
which is separate from the residents’ own private rooms. 
 
Reference:  

Health Act, 2007 
                   Regulation 19: Premises 
                   Standard 25: Physical Environment 
                   Standard 28: Purpose and Function  

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

Timescale: 
 

Provider’s response: 
 
We have identified additional areas within the nursing home that 
can be used for resident’s communal or quiet space. These 
include the dining area and the reception area. They are being 
restructured (i.e. furniture moved, excess objects removed etc) 
to provide more comfortable, welcoming areas for residents. Staff 
shall be involved in this process to make them aware that 
residents may wish to use these areas also in addition to the 
sitting area.  
 

 
 
Commenced and 
ongoing 
 

 
12. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The design and layout of the building was not in line with best dementia care 
practices.  
 
Action required:  
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents.  
 
Reference:  

Health Act, 2007 
                   Regulation 19: Premises 
                   Standard 25: Physical Environment 
                   Standard 28: Purpose and Function  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The residents and families have had input into the colour and 
décor of the nursing home. Painting and decorating of the interior 
of Maryfield has commenced - all of the hallways and bedrooms 
have been painted. Individual colours have been used for the 
doorways to try and promote resident association with the 
particular areas. As above we are developing our current rooms 
to provide additional quiet and recreational areas for the 
residents. We are also undertaking PAL assessments with all 
residents to determine appropriate activities, and shall ensure 
sufficient space is available to accommodate these activities.  
 

 
 
Commenced and 
Ongoing 

 
13. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The inspectors noted that storage space and office space was inadequate throughout 
the building.  
 
Action required:  
 
Provide adequate storage and office facilities. 
 
Reference:  

Health Act, 2007 
                   Regulation 19: Premises 
                   Standard 25: Physical Environment 
                   Standard 28: Purpose and Function 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

 
Additional storage space has been identified, and closed-off 
presses and cupboards will be built to provide additional storage. 
These are being developed to include the linen trolley, the clean 
linen, and other additional storage. The structure and layout of 
the office area is also being reviewed.  
 

 
26/09/2011 
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14. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There were no staff changing facilities provided. Staff reported that they continued 
to change into their uniforms in the store room. This posed an infection control risk.  
 
Action required:  
 
Provide suitable changing and storage facilities for staff. 
 
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: 
 
The store room is being redeveloped and segregated, to separate 
the two functions of staff changing and storage. Firstly, all of the 
storage area is to be enclosed by covered storage, so that the 
items in the cupboards will be enclosed and protected. The area 
for staff changing shall be identified. A sign shall be placed on 
the door to state when it is engaged, and a lock fitted to ensure 
privacy. Strict procedures shall be implemented on when 
employees can use this room and what can be stored in it.  
 

 
 
26/09/2011 

 
15. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no auditing of incidents/accidents; therefore there was no learning or  
improving practice as a result. 
 
Action required:  
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward 
incidents or adverse events involving residents. 
 
Reference:  

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

Timescale: 
 

Provider’s response: 
 
As per earlier, a comprehensive risk assessment shall be 
undertaken to address all areas of risk within the nursing home. 
As part of this an incident reporting process shall be developed 
where staff can report incidents, they are documented, 
addressed, and followed up by management. All staff shall 
receive training on the process.  
 

 
 
26/09/2011 

 
16. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no formal complaints policy documented. 
 
Action required:  
 
Provide written operational policies and procedures relating to the making, handling 
and investigation of complaints from any person about any aspects of service, care 
and treatment provided in, or on behalf of a designated centre.  
 
Reference:  

Health Act, 2007 
                   Regulation 39: Complaints Procedures 
                   Standard 6: Complaints  
    
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The complaints policy and procedure is being revised. It includes 
information about how complaints can be made, where they will 
be reviewed and managed and what to do in the event of an 
appeal of a complaint. There is also an independent appeals 
process which involves the external advocated, and details of this 
are contained in the statement of purpose and function. This 
information will be available throughout the organisation, and 
displayed for residents and visitors.  
 

 
 
12/08/2011 
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17. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The statement of purpose did not include all the requirements as specified in 
Schedule 1 of the Regulations such as the age range and sex of residents. It did not 
clearly state the categories and type of care being provided. Some information 
provided was not up to date.  
 
Action required:  
 
Compile a statement of purpose that consists of all matters listed in Schedule 1 of 
the Regulations. 
 
Reference:  

Health Act, 2007 
                   Regulation 5: Statement of Purpose 
                   Standard 28: Purpose and Function 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The statement of purpose is being updated to include all matters 
listed in Schedule 1 of the Regulations. 
 

 
 
19/07/2011 

 
18. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Staff files did not contain the required criteria as set out in Schedule 2 in the 
Regulations, such as three references, Garda Síochána vetting and evidence of 
physical and mental fitness for the purposes of work performed. There was no staff 
file for one member of staff employed on student placement. 
 
Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory 
information and documents specified in Schedule 2 of the Regulations have been 
obtained in respect of each person. 
 
Reference:  

Health Act, 2007 
                   Regulation 18: Recruitment 
                   Standards 22: Recruitment  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A staff file has been created for the member of staff employed on 
a student placement. It includes all core documents as specified 
in Schedule 2 of the Regulations.  
 
All other files are being audited to determine potential deficits 
and gaps against what is specified in Schedule 2 of the 
Regulations. All the employees own GP’s have been requested to 
complete physical and mental fitness to work. As of 24 June 2011 
we are awaiting receipt of 11 forms. Garda Vetting has been 
sought for all employees. We are waiting 6 outstanding forms. To 
date each file has at least two references. This is being 
developed to ensure that all staff have at least three references. 
 

 
 
Complete 
 
 
 
Commenced and 
Ongoing 
 
 

 
19. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no formal record of meetings held between residents and their advocate, 
the last residents meeting was held in June 2010. 
 
Action required:  
 
Put in place arrangements to facilitate residents’ consultation and participation in the 
organisation of the designated centre. 
 
Reference:  

Health Act, 2007 
                   Regulation 10: Residents’ Rights, Dignity and Consultation 
                   Standard 2: Consultation and Participation  

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

Timescale: 
 

Provider’s response: 
 
An independent advocate has been appointed for Maryfield 
Nursing Home. The first meeting with residents, facilitated by the 
advocate, was held on 28 June 2011. Residents and their next of 
kin were encouraged to attend. These meetings are to be 
formalised to make a Resident’s Council, meetings will be held 
regularly and minutes shall be circulated to residents and 
families. Contact details of the external advocate are included in 
the statement of purpose and function.  
 

 
 
Commenced and 
Ongoing 
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20. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The end of life policy was not yet implemented. 
 
Action required:  
 
Put in place written operational policies and protocols for end of life care. 
 
Reference:  

Health Act, 2007 
                   Regulation 14: End of Life Care 
                   Standard 16: End of Life Care  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
An end of life policy is being developed with input by key staff on 
the ground. This is being led by the Director of Nursing. When 
completed the document shall be approved by the Director of 
Nursing and communicated to all relevant staff. The 
implementation of the policy and procedure shall be monitored by 
the Director of Nursing over the coming months. 
 

 
 
26/08/2011 
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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 25: 
Physical 
Environment 
 

Provide a separate dedicated room with facilities for clinical 
examinations and therapy. 
 

Standard 25: 
Physical 
Environment 
 

Provide additional toilet facilities that are wheelchair accessible for 
use by visitors. 
 

Standard 4: 
Privacy and 
Dignity 

Consider a more discreet way of labelling residents clothing to 
maintain dignity and privacy.  
  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Page 37 of 38 



Page 38 of 38 

 
Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
We welcome the feedback from the Authority in this report, and we are committed to 
providing the highest quality service to the residents of Maryfield Nursing Home. We 
are aware that we have significant work to do to achieve the standards but we are 
fully committed to doing so. We are currently developing a twelve month plan which 
will facilitate us to look at all elements of Maryfield Nursing Home and ensure they 
are being managed in a way that is resident-centred, and promotes the highest 
quality of life for residents.  
 
Our initial plan is to focus on the key areas of Medication Management, Structural 
Improvement, Risk Management and Governance within the next 8 weeks (July and 
August). For example within the ‘Medication Management’ heading this includes 
reviewing all the processes for medication management; involving the pharmacist in 
medication review; scheduling medication management training for staff; developing 
the process for management of medication errors; reviewing current prescription 
chart structure; developing audit schedule etc. (please note this is not exhaustive).   
 
Over the next fortnight we are developing a comprehensive plan to demonstrate all 
the areas being addressed over the next twelve months, and we would be delighted 
to forward this to you when it has been developed. We will forward updates on 
completed actions to you on a fortnightly basis. If there is any further information 
that you require, please don’t hesitate to let me know.  
  
Provider’s name: John Grant 
Date: 13 July 2011 
 


