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Centre name: Moate Nursing Home 

 
Centre ID: 0068 

 
Dublin Road 
 
Moate 
 

Centre address: 

Co 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: 25, 28 January 2011 and 14 February 2011 
 

Time inspection took place: Day 1    Start: 08:15 hrs    Completion: 17:00 hrs 
Day 2    Start: 09:30 hrs    Completion: 13:30 hrs 
Day 3    Start: 10:00 hrs    Completion: 14:00 hrs 
 

Lead inspector: Catherine Connolly-Gargan 
 

Support inspector(s): Brid McGoldrick 
 

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 well-being 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. 



Page 3 of 34 

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 includes 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 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. A 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, landscaped gardens are found to the front and rear of the centre. An enclosed 
patio and garden area is available to the rear of the building, which residents can access 
through the dining room.  

 
Location 

 
The centre is situated on the outskirts of Moate town, off the main Dublin to Athlone road. 
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 47 (+ 1 in hospital) 

 
Number of vacancies on the date of inspection 2 

 
 
Dependency level of 
current residents  

Max High Medium Low 

Number of residents 
 

10 12 25 0 

 
Management structure 

 
The providers are Mowlam Healthcare Limited. Mr Patrick Shanahan, a director of the 
company, acts for and on behalf of Mowlam Healthcare Limited. 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 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 that 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 2 
cleaning 
staff and 
1 laundry 
person 

1 1 x 
activity 

co-
ordinator

1 x 
provider 

 
 
Background 
 

 
This follow-up announced inspection was to confirm that the Action Plan developed from 
inspectors’ findings during the centre’s registration inspection by the Health Information and 
Quality Authority (the Authority) on the 06 and 07 of July was completed as agreed. It was 
also an opportunity to meet with the provider, Mr. Pat Shanahan to complete a fit person 
interview as he was unavailable during the registration inspection.  
 
The first inspection by the Authority was a triggered inspection carried out on October 06 

and 07 2009, relating to pressure area care and management. At that time, inspectors 
found evidence of inadequate management of pressure area care. An Action Plan was 
developed and a follow up inspection conducted on 05 March 2010 confirmed that pressure 
area care and management had improved and residents’ pressure sores were either healed 
or healing.  

 
Summary of findings from this inspection  
 

 
This follow-up inspection was announced as inspectors wished to interview the provider as 
part of the assessment of fitness for progression of the registration application. The 
inspection took place over three days. 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. 

 
The inspection process included discussion with residents, the person in charge and 
staff. Documentation examined included care plans, medical records, fire safety records, 
operational policies and procedures, accident and incident records, audit documentation and 
the complaints register. Inspectors also had an opportunity to review the environment and 
observe care practices. 
 
The person in charge was familiar with the day-to-day running of the centre. Any 
documentation requested was made available. The operations manager was present on 
each day of inspection while the provider Pat Shanahan attended the centre on the 25 
January. Residents interviewed were complimentary of the service provision and spoke 
highly of the person in charge and staff.  
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Inspectors confirmed that although a comprehensive pressure area management (PAM) 
system was in place. However, residents residing in the centre continuing to develop grade 
two pressure ulcers and on 14 February 2011, an inspector returned to the centre 
unannounced 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.  

 
Fire safety management was partially completed with adequate arrangements for checking 
of emergency exits outstanding. Documentation requesting certification of full fire safety 
compliance had been completed and received by the Authority. Risk management 
procedures were not satisfactory as unaccompanied vulnerable residents continued to be at 
risk on the back stairs. 
 
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.   

 
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.  
 
While the person in charge discussed how she was reviewing communication aides for 
residents with cognitive disabilities, the inspector noted that the fulfilment needs of all 
residents’ were not met, particularly those with cognitive impairment.  
 
A lot of work had been done to improve medication management practices in the area of 
anticoagulant medication management. The person in charge was finalising negotiations 
with general practitioners (GPs) to reflect the centre’s policy.  

 
The Action Plan at the end of the report identifies areas where improvements were required 
to comply with the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 (as amended) and the National Quality Standards for 
Services for Older People in Ireland.    
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Issues covered on inspection: 
 

Pressure Area Management and Wound Care 
A triggered inspection was carried out on 06 and 07 October 2009, relating to pressure area 
care and management. Inspectors found evidence supporting the inadequate management 
of pressure area care. An Action Plan was developed and a follow up inspection conducted 
on 05 March 2010 confirmed that pressure area care and management had improved and 
residents’ pressure sores were either healed or healing.  
 
Significant work was undertaken by staff and management on the development and 
implementation of a comprehensive pressure area management (PAM) procedure that 
targeted prevention through regular assessment of risk and promoted early intervention. 
However, inspectors concluded that the care of residents at risk of developing pressure-
related skin damage was not of an adequate standard on the inspections carried out on the 
25 and 28 January and 14 February 2011.  
 
Inspectors noted that since the beginning of November 2010, there were six incidents of 
grade two pressure ulcers. Four of those incidents referenced residents already residing in 
the centre. One resident assessed as being ‘at high risk of pressure related skin damage’ 
developed a grade two pressure ulcer on the 08 November 2010 which healed and 
reoccurred on the 24 January 2011. Documentation did not provide evidence that turning 
charts were commenced as per the centre’s policy. Turning and standing charts were 
stopped without clearly documented reassessment.  
 
The centre’s policy advised a specified calorie intake for residents who developed pressure 
ulcers, while a regime of high calorie drinks was advised by the centre’s pressure area 
management policy. The person in charge was not aware of the calorie content of the 
drinks given and the documentation did not reference calorie content of recommended 
drinks. The resident was not referred for dietetic review. The resident’s GP had reviewed 
the resident’s wound and prescribed high calorie drinks. Progress reports completed by staff 
nurses did not adequately evaluate or reference resident’s pressure area management or 
wound care. Inspectors noted ongoing reference to the application of a barrier cream even 
though a wound was present and was being dressed. This practice did not ensure good 
communication between staff or promote continuity of care for residents.   
 
General Welfare and Protection 
From a review of the notifications of incidents and accidents to residents from 12 August 
2010 to date, inspectors noted four incidents of skin tear injuries to residents, three of 
which occurred since the beginning of December 2010. While the cause of one incident was 
unknown, the other incidents occurred while residents were being moved and handled by 
staff. A review of the training records in the centre indicated that not all staff had 
mandatory training in moving and handling.  
 
Ventilation 
The permanent ventilation to the external air was of a good standard in the laundry 
following installation of an electric fan on the outside wall. However, the ventilation to the 
external air in the residents’ smoking room was inadequate. Inspectors were told by staff 
that six residents smoked. However, inspectors noted that the air was heavily contaminated 
by smoke while only three residents were using the smoke room.  
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Actions reviewed on inspection: 
 

1. Action required from previous inspection:  
Re-draft the statement of purpose to include all the information required in Schedule 1  
of the Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). 
 

 
This action was satisfactorily completed. A copy of the statement of purpose had been 
forwarded to the Authority to support registration documentation for the centre. 
  
2a. Action required from previous inspection:  
Remove wedges from fire doors. 
 

 
This action was partially completed. Door release systems were fitted on all open doors. 
The person in charge confirmed that these had been installed by fire safety contractors and 
disengaged either manually or on sounding of the fire alarm. Inspectors found that the 
procedure for checking that emergency fire exits were clear from obstruction was not 
adequate. A checklist was in place which required a staff signature on a daily basis to 
confirm that a check had been done. Inspectors noted that a number of signatures were 
missing.   

 
2b. Action required from previous inspection:  
Display clear notices indicating fire escape routes in the centre. 
 

 
This action was satisfactorily completed. Emergency fire exits and directional signage were 
adequate in all areas. The provider had also forwarded documentation to the Authority that 
confirmed compliance with statutory fire safety requirements. 
  
3. Action required from previous inspection:  
Establish a system for reviewing the quality and safety of care provided to residents. 
 

 
This action was partially completed. Inspectors viewed a suite of internal audits, the results 
of which had been copied to Mowlam Healthcare Limited head office. The results of these 
audits informed the agenda for planning meetings between the operations managers, the 
person in charge and the provider. One of these audits focussed on reviewing care delivery. 
It appraised key areas of residents’ privacy and dignity, quality of life issues, staff attitudes, 
communication, levels of resident inclusion in their care and the promotion of 
independence. Although the tool was comprehensive and skin tears were documented, 
there was no change made to practice or additional supports put in place. While the cause 
was not confirmed for each incident, some had been caused during moving and handling 
procedures by staff.  
 
The person in charge also completed additional audits, for example, hand hygiene and 
resident personal storage facilities. Some residents with a lot of personal belongings 
received additional storage capacity, while deficits highlighted in an audit of hand-washing 
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practices were corrected by staff training. An on-site audit is also carried out by the centre’s 
pharmacist.   

 
4a. Action required from previous inspection:  
Establish a system where all near misses are recorded as part of the risk management 
documentation procedures. 
 

 
This action was satisfactorily completed. A system had been put in place for recording of 
near misses in the risk management documentation.   

 
4b. 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 Health and Safety Committee had been established 
and reviewed and analysed of all incidents within the centre. Documentation confirmed that 
two incidents of behaviour which challenged had been adequately managed. A number of 
staff had attended training in the management of behaviour that challenged. Ten staff had 
also commenced a six-month training course to assist them with meeting the needs of 
residents with dementia and behaviour that challenged.  
 
A review of documented incidents from 01 October 2010 to 04 January 2011 by inspectors 
referenced four incidents where residents sustained skin tears, one of which was confirmed 
as a result of moving a resident. A similar incident associated with moving and handling 
practices had been previously documented in August 2010. However, no substantial action 
was referenced in response, to ensure that staff practices were of a satisfactory standard 
and that similar injuries did not reoccur.  

 
4c. Action required from previous inspection:  
Evaluate all risks in the centre and put precautions in place to control risks identified for 
example, balcony to the back of centre, unprotected stairs and location and security of 
fuel tanks. 
 

 
This action was partially completed. While risk assessments had been completed for the 
balcony, stairs and fuel tanks, control measures to minimise these risks were not always in 
place. Inspectors acknowledged that the wooden picket-type fencing surrounding fuel tanks 
had been repaired. However, minutes of a health and safety committee meeting indicated 
that coded locks were agreed as a suitable control for managing risk associated with the 
balcony and stairs; yet no coded locks were in place. Inspectors were told by the person in 
charge that installation did not progress as there was a concern that residents’ 
independence would be compromised.  
 
Inspectors noted that the door to the balcony was locked. Access to the stairs still posed a 
risk to vulnerable unaccompanied residents. Inspectors also noted that a hand cleansing gel 
which was not fixed in a stable holder tipped over and leaked onto a corridor frequented by 
residents. The leaked gel resulted in the floor surface posing a slip risk.  
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Staff working with residents on the corridor did not recognise the risk and the incident was 
not reported by them. It was only remedied in response to inspectors alerting the person in 
charge.  
 
5a. Action required from previous inspection:  
Document roles and responsibilities of volunteers to the centre. 
 

 
This action was satisfactorily completed. A volunteer policy was in place. 

 
5b. Action required from previous inspection:  
Put procedures in place to support and supervise visits by volunteers with residents. 
 

 
This action was satisfactorily completed. The only volunteers attending the centre at the 
time of the follow-up inspection were the advocacy services. There were appropriate 
procedures in place for their support and supervision.  

 
5c. Action required from previous inspection:  
Ensure volunteers are vetted appropriate to their role and level of involvement. 
 

 
This action was satisfactorily completed. Although there were no volunteers in the centre on 
the day of inspection, the person in charge confirmed that the only volunteers visiting the 
centre were from the Citizens’ Advice Advocacy Service. The person in charge had sought 
confirmation of completed Garda Síochána vetting before personnel from the citizens advice 
group visited. 

 
6a. Action required from previous inspection:  
Provide adequate assistive equipment for residents’ toilets to promote their wellbeing and 
safety including toilet raises and grab rails on both sides of the toilet. 
 

 
This action was satisfactorily completed. All residents’ toilet facilities had been assessed and 
over-toilet seating with armrests had been put in place as opposed to raised toilet seats. 
Grab rails were also available if required. One resident told inspectors that she was very 
satisfied with the assistive toilet equipment provided to meet her needs. She required a 
wider seat and said this was in place. 

 
6b. Action required from previous inspection:  
Provide locks for all bathroom doors to maintain residents’ privacy and dignity. 
 

 
This action was satisfactorily completed. Locks were observed by inspectors to have been 
fitted on all bathroom doors.  

 
7a. Action required from previous inspection:  
Put in place procedures for maintenance and updating of resident personal property 
records. 
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This action was partially completed. A new labelling unit had been provided for the labelling 
of residents clothing. Re-drafted property lists were also in place for new residents. 
However, some items of clothing viewed in the laundry were not labelled or the labels were 
not adequate. For example, some labels referenced resident’s room numbers while initials 
were used in other instances. Inspectors noted that a number of residents had the same 
initials.  

 
7b. Action required from previous inspection:  
Provide residents with adequate shelf space to store and maintain their personal 
valuables safely. 
 

 
This action was partially completed. An audit had been completed reviewing residents’ 
storage facilities and some residents had been provided with additional storage to meet 
their needs. However, a large number of residents’ televisions were not stored on suitable 
and secure units. Inspectors observed a television on a circular coffee table while another 
was resting on a picnic-type table.  
 
8a. Action required from previous inspection:  
Put adequate procedures in place where residents clothing do not go missing.  
 

 
This action was partially completed. While a new labelling unit had been installed in the 
laundry, all residents’ clothing had not been appropriately relabelled and therefore the risk 
of loss of clothing remained an issue. 
 
8b. Action required from previous inspection:  
Provide adequate facilities for residents to store all their clothing in their bedrooms. 
 

 
This action was satisfactorily completed.  A recent audit of storage facilities addressed 
residents’ needs. One resident was provided with an additional chest of drawers while 
another resident’s clothing was sorted and non-fitting clothing was removed with the 
consent of the resident and her family. A further resident was provided with a second 
bedside locker unit which met her needs.  

 
9. Action required from previous inspection:  
The activities programme in the centre requires development so that each resident 
including those with physical, cognitive or sensory disability are afforded ample 
opportunity for participation in purposeful and meaningful activity.  
 

 
This action was partially completed. Nearly one quarter of residents had cognitive 
impairment of varying degrees. Social assessments and an assessment of cognitive ability 
were undertaken for all residents. A number of initiatives had taken place to assist staff 
when offering cognitively impaired residents opportunities to participate in purposeful and 
meaningful activity. Staff had received training in reminiscence therapy and had developed 
a reminiscence therapy book to complement a compact disc collection referencing olden 
times.  
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The person in charge informed inspectors how, in conjunction with activity coordinators, 
she was also reviewing the suitability of communication tools such as talking mats. She was 
also in the process of completing a proposal for funding staff training on the Sonas 
programme to enhance this area of practice and to support the activity coordinator’s work 
with this group of residents. Activity coordinators were employed for 25 hours each week.   

 
10. 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 partially completed. Following a review of staffing levels by the person in 
charge, nursing and care assistant hours were increased to meet the needs of residents 
throughout the 24-hour period. An ongoing weekly audit evaluates a range of incidents and 
includes resident falls, pressure ulcers and behaviour that challenges. Although supervisory 
practices had been put in place for moving and handling procedures, the risk management 
documentation referenced injury to residents due to moving and handling practices by staff.  

 
11a. Action required from previous inspection:  
Provide residents with constipation with access to dietetic services if necessary to 
promote well-being and health. 

 
This action was satisfactorily completed. Residents with poor bowel health have access to 
dietetic services. The dietetic services provide on-going support and education for catering 
staff on the promotion of bowel health. Nursing staff could access a dietician to obtain 
advice and support with residents’ dietary needs. All residents had nutritional assessments 
and those with changes in weight or dietary intake had a three-day food diary completed 
and the dietician was contacted to gain advice on an appropriate food programme. Reviews 
by the dietetic services were on a referral basis by the residents’ GPs. Inspectors also noted 
that residents were not supported on all occasions to achieve and enjoy the best possible 
health. For example, there were seven residents with diabetes, and although the person in 
charge stated a dietician had given advice to the chef and catering staff regarding menu 
planning, residents did not have dietary education to promote their independence and 
capacity to make informed decisions about the food they choose to eat.  

 
11b. Action required from previous inspection:  
Provide residents with a varied diet to take account of special dietary needs to prevent 
constipation without having to resort to medical preparations to promote bowel health. 
 

 
This action was satisfactorily completed. Inspectors viewed a variety of fruits available in 
the kitchen and dining room for residents. The menu also offered fruit dishes. Maintenance 
of a three day food diary was in place for residents with dietary concerns and a treatment 
plan was developed using this information. The person in charge explained how she was 
working with the GPs in reviewing the need for PRN (as required) laxatives.  
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12. 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.  
 

 
This action was partially completed. Pain assessment charts had been introduced and were 
reviewed each time medication was administered. Care delivery audits measured the quality 
of care provision and staff interactions with residents. Inspectors observed that residents 
could access a quiet reflection room with relaxing comfortable chairs and lighted scented 
candles. Prayers and readings were available if desired. Although the person in charge 
stated that she planned to facilitate end of life training, this had not yet been scheduled. 
While computerised records were updated to reference ‘resident/family input’ in decision-
making about end of life care, this assessment had not been documented in the files of the 
four residents reviewed. Although, the standard of care planning for end of life care had 
improved, all residents and representatives were not involved in developing or reviewing 
care plans.  

 
13. 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 partially completed. Records of community psychiatric nurse reviews were 
now maintained in individual resident’s files. However, medical record keeping did not 
promote good communication of residents’ wellbeing in all aspects. Inspectors noted that 
information about the outcome from a resident’s out-patient review was not available to 
staff in the centre to inform future planned care. All GPs did not document their medical 
assessments for all residents who were unwell or provide a rationale for prescribing 
additional medication as part of his/her treatment plan.   

 
14a. 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 partially completed. The person in charge confirmed that most GPs obtain 
blood test results directly from the hospital laboratory and fax a prescription to the centre 
to avoid delay. This prescription was then amended and signed by the GP within a 
designated time-frame. However the person in charge also confirmed that she had not 
completed negotiations with one GP practice to reflect the centre’s new policy referencing 
anticoagulant therapy.  

 
14b. Action required from previous inspection:  
Redraft the centres medication management policy to reference prescribing and 
administering anticoagulants in the centre to reflect best practice. 
 

 
This action was satisfactorily completed. The medication management policy was revised to 
reference best practice anticoagulant prescribing and administration practices. 
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14c. Action required from previous inspection:  
Provide residents self administering their medications with appropriate storage facilities 
for their medications. 
 

 
This action was satisfactorily completed. One resident self-administered some of his 
medications. He had been provided with a secure storage facility to which he holds a key. 
Self-administration of medications was referenced in the medication management policy.  

 
15a. Action required from previous inspection:  
Evaluate the permanent ventilation to the external air in the laundry. 
 

 
This action was satisfactorily completed. Means of permanent ventilation to the external air 
was in place in the laundry. 

 
15b. Action required from previous inspection:  
Evaluate adequacy of the heating of areas accessible to residents and remedy deficits. 
 

 
This action was not completed. Although environmental temperatures in residents’ 
accommodation and throughout the centre were, according to residents, at a comfortable 
level temperature gauges in place measured higher then recommended levels in communal 
areas. For example, the temperature in the dining room on the ground floor was recorded 
at 25 degrees centigrade while the first floor dining room temperature was 28 degrees 
centigrade. While there were temperature gauges in communal rooms, there were none on 
the corridors throughout the first floor. Given the absence of temperature gauges in certain 
parts of the centre and the unacceptably high temperatures in other parts, inspectors 
concluded that the person in charge had not taken appropriate steps to address this action. 

 
15c. Action required from previous inspection:  
Provide all residents with adequate and accessible over bed lighting. 
 

 
This action was not satisfactorily completed. One resident told inspectors that she did not 
know how to switch on her overhead bed light, while another resident could not reach the 
switch.  

 
15d. Action required from previous inspection:  
Provide adequate sluicing facilities. 
 

 
This action was partially completed. Costings for a bed pan washer on the ground floor had 
been obtained by the person in charge. However, adequate sluicing facilities were not in 
place to ensure that the needs of residents on the ground floor were met without 
compromising residents’ needs on the first floor. Hand-washing facilities were not adequate 
as some equipment was either not available or malfunctioning.  
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15e. Action required from previous inspection:  
Put adequate procedures in place for disposal of incontinence wear to prevent build-up of 
offensive odours. 
 

 
This action was satisfactorily completed. The frequency of staff emptying incontinence-wear 
bins had been increased and was now supervised. There were no offensive odours noted by 
inspectors.   

 
15f. Action required from previous inspection:  
Install hand rails in the reception area of the centre to assist residents to move 
independently and safely. 
 

 
This action was satisfactorily completed. The desk in the reception area had been replaced 
at a lower height. Inspectors noted that the lower level desk met the needs of residents in 
wheelchairs. Handrails were installed throughout the reception area. 

 
15g. Action required from previous inspection:  
Put systems in place to monitor and ensure that the centre is kept in a good state of 
repair externally and internally. 
 

 
This action was partially completed. Inspectors noted that a wall in one resident’s bedroom 
had not been fully painted. There was no battery in the paper dispenser in the sluice room 
on the ground floor and no paper in the unit on the first floor. While weekly maintenance 
audits were carried out, foot-pedal activated waste bins were not operational in all areas. 
For example, the pedal bin was not functional in the sluice area. Notwithstanding, the 
person in charge ensured that all pedal-operated bins were repaired before the end of the 
inspection.  

 
15h. Action required from previous inspection:  
Provide suitable staff shower facilities. 
 

 
The person in charge confirmed that suitable shower facilities were provided for all staff.  

 
16a. Action required from previous inspection:  
Evaluate the lay-out and signage in the centre to ensure that it is specific to its stated 
function and purpose and adheres to evidence based principles for the residents with 
dementia or cognitive disabilities. 
 
Put a programme in place to address deficits. 
 

 
Although not due to be completed until March 2011, the provider had taken some action to 
address this requirement. On the day of inspection, some signage was noted on the doors 
to communal areas to promote recognition by residents with dementia or cognitive 
impairment. 
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Residents doors were all the same colour and distinguishable by numbers. The person in 
charge told inspectors that she planned to work to improve this area of communication for 
residents with cognitive impairment by developing signage further and sourcing suitable 
communication aides.  

 
16b. Action required from previous inspection:  
Put procedures in place where each resident is encouraged to communicate. 
 

 
This action was partially completed. Inspectors observed a care assistant re-set a resident’s 
hearing aid which was not functioning properly. A flip chart was available to assist residents 
who had difficulty communicating by speech. Evidence-based communication promoting 
equipment such as ‘talking mats’ for residents with dementia were being assessed by the 
person in charge in conjunction with the activity coordinators.  

 
17a. Action required from previous inspection:  
Redraft the complaints policy to ensure all aspects of the complaints procedure are 
implemented and operational in the centre.  
 

 
This action was satisfactorily completed. A redrafted complaints procedure was displayed. 

 
17b. Action required from previous inspection:  
Record all verbal complaints and revise procedures for making ‘formal’ complaints to 
ensure complainants are not discouraged. 
 

 
This action was satisfactorily completed. A procedure was in place that adequately captured 
verbal complaints.   

 
18a. Action required from previous inspection:  
Redraft the residents’ guide to meet all of the legislative requirements. 
 

 
This action was satisfactorily completed. The residents’ guide was redrafted and met the 
legislative requirements. 
 
18b. Action required from previous inspection:  
Provide a copy of the revised residents’ guide to each resident. 
 

 
This action was satisfactorily completed. Inspectors noted that each resident had a copy of 
the newly drafted residents’ guide.                                                                                                     

 
19a. 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. While a comprehensive pressure ulcer preventative and 
management plan was in place and the majority of staff had received training in pressure 
area care management, there were two residents with grade two pressure ulcers on the day 
of inspection. A review of the documentation confirmed that residents were continuing to 
develop grade two pressure ulcers in the centre.   

 
19b. 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 the person in charge or deputy manager now 
attended handovers by day staff to night staff, cleaning and maintenance staff were not 
adequately supervised. Commodes were soiled with faeces. Cleaning schedules were not 
completed to reflect that cleaning had taken place in all areas of the centre. The floors in 
some rooms were visibly soiled. Maintenance procedures were not adequate to ensure that 
the centre was maintained in a good state of repair although monthly audits were in place.  

 
19c. 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 partially completed. Inspectors did not observe any inadequate moving and 
handling practices during the inspection. However, training records confirmed that three 
staff had not completed moving and handling training.  
 
19d. 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 person in charge had facilitated training on the 
management of behaviour that challenges which was attended by 12 staff on 25 November 
2010. Inspectors’ were told that a further ten staff had been accepted on a six-month in-
depth dementia care training programme provided by a local university. The person in 
charge was also costing training for two staff on the Sonas programme was in progress. 
 
19e. Action required from previous inspection:  
Provide staff with appropriate training and skills to effectively communicate residents’ 
needs at shift handover. 
 

 
This action was partially completed. The person in charge or deputy manager attended staff 
handovers including handovers out of hours to ensure that all information was 
communicated. However, written progress records reviewed by inspectors did not 
adequately communicate residents’ progress on a consistent basis. 
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20. Action required from previous inspection:  
Maintain a record for each staff member containing the following missing information to 
include confirmation that each staff member is medically fit to work. 
 

 
This action was satisfactorily completed. Five staff files were reviewed by inspectors. All the 
required information was on file including medical and physical fitness declarations. 
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Best practice recommendations reviewed on inspection: 
 

 
Standard 

 
Best practice recommendations 
 

Standard 3: 
Consent 

Provide an independent advocate to residents to assist them in making 
decisions. 
 
Inspection Findings: 
This recommendation was satisfactorily completed. An independent 
advocate was available to residents who required this service. 
 

Standard 16: End 
of Life Care 

Develop and implement a procedure for verification of death by nurses 
in line with end of life care best practice standards. 
 
Inspection Findings:  
This recommendation was satisfactorily completed. This document was 
viewed by inspectors.  
 

Standard 19: 
Meals and 
Mealtimes  

Promote residents independence by enabling them to put sugar and 
milk in their tea. 
 
Inspection Findings: 
This recommendation was satisfactorily completed. All residents were 
assessed and if assistance was required, it was informed by his/her care 
plan. 
 
Put in place systems to keep staff training records up to date. 
 
Inspection Findings:  
This recommendation was partially completed. Training records were 
maintained in a matrix format but did not reference all staff training 
attended. The document was returned to the person in charge for up-
dating.  
 

Standard 24 
Training and 
Supervision 
 

Maintain copies of staff appraisals in each staff members file. 
 
Inspection Findings:  
This recommendation was satisfactorily completed. Copies of appraisals 
were maintained in staff files. 
  

Standard 25: 
Physical 
Environment 
 

Provide suitable worktop space to facilitate segregation of laundry. 
 
Inspection Findings:  
This recommendation was satisfactorily completed. A stainless steel unit 
provided space for sorting and segregation of clothing as necessary. The 
surface of the stainless steel unit facilitated cleaning. 
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Provide infection control and prevention training for all staff in the 
centre.  
 
Inspection Findings:  
This recommendation was partially completed. While there were no 
residents in the centre with communicable infections, there were no 
instructions to inform staff on laundering procedures for clothing 
belonging to residents with communicable infection. Infection control 
and prevention training was provided and twelve out of thirty staff 
attended. However, commodes were not adequately cleaned and posed 
a risk of infection to residents. 
 
Remove extension leads in the laundry room and install a safer 
alternative. 
 
Inspection Findings:  
This recommendation was partially completed. Although most leads 
were fitted in conduit, some leads were still hanging freely. Additional 
electrical sockets were installed and extension leads were 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 recommendation was partially completed. Training was in place 
titled ‘how to clean’. However, inspectors noted that cleaning schedules 
were not in place detailing cleaning done in each area of the centre. 
Inspectors noted that many areas within the centre were not adequately 
cleaned. Commodes used by residents were visibly soiled by faeces. 
Handwashing facilities in the sluice areas were not adequate. The 
cleaner’s room was not adequate and did not meet the requirements.  
 
All relevant information pertaining to residents’ conditions must be 
communicated at the staff handover to ensure continuity of care. 
 
Inspection Findings:  
The person in charge confirmed that this recommendation was 
satisfactorily completed. She told inspectors that she or the deputy 
manager attended handovers to ensure communication was complete. 
 

Standard 29 
Management 
Systems 
 
 

The rota did not identify a senior person for staff to call for support if 
needed outside of office hours. 
 
Inspection Findings: 
This recommendation was satisfactorily completed. Inspectors viewed 
names of senior staff to call for support if needed outside of office 
hours. 
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Standard 30: 
Quality 
Assurance and 
Continuous 
Improvement 

A comment/suggestion box was located in the reception area but was 
not clearly visible. 
 
Inspection Findings: 
This recommendation was satisfactorily completed. The suggestion box 
was located in the reception area and visible on entering the front door 
to the centre. 
 

 
 

Report compiled by: 
 
Catherine Connolly-Gargan 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
18 February 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  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 

Action Plan 

 
Provider’s response to additional inspection report*  

 
Centre: Moate Nursing home 

 
Centre ID: 0068 

 
Date of inspection: 25 January 2011 

 
Date of response: 08 March 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: 
Fire safety in the centre was not of an adequate standard. Safety was compromised by 
inconsistent checking of fire exits as required. 
 
Action required:  
Have in place a procedure for checking that emergency fire exits are clear from 
obstruction. 
 
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: 
 

 

                                                 
* The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Provider’s response: 
 
All staff have been reminded of the importance of documenting the 
checking of fire exits for each shift. Fire wardens are identified at 
morning hand over and responsibility for ensuring that the fire 
register is updated is with the staff nurse on duty. This was 
discussed and agreed at the staff nurse meeting held on 15 
February 2011.  
 
Compliance is checked by the fire warden and this is monitored by 
the centre manager. 
 

 
 
Completed 
 15 February 2011 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
There was no evidence of a comprehensive review of the quality and safety of care 
provided to residents or use of information collated through record keeping to manage 
high risk areas. 
 
Action required:  
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. 
 
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: 
 
All care assistants and nursing staff will be taught how to compete 
risk assessments with particular emphasis on falls, skin viability and 
challenging behaviour. The CNM will ensure that risk assessments 
on all vulnerable residents are completed.  
 
Increased supervision on the floor will be provided by the CNM 
and the director of nursing.  
 
Residents who are identified as being at risk of developing 
pressure sores will have a comprehensive preventative plan put in 
place.  
 
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. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
End of April 2011 
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3. The provider has failed to comply with a regulatory requirement in the 
following respect: 
All reasonable measures had not been taken to prevent accidents to residents’ by 
securing the stairs and hand gels. 
 
All staff did not have moving and handling training. 
  
Action required:  
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. 
 
Action required:  
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. 
 
Action required:  
Facilitate training in moving and handling for all staff in the centre. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Formal monthly review of all falls, challenging behaviour and skin 
damage will be undertaken. The results of this and actions to be 
taken will be disseminated to all staff during the handover process. 
 
Stairwells will have magnetic locks fitted. Hazard recognition and 
response has been emphasised to all staff. Use of hand gel 
dispensers and risk of spillage from same has been highlighted to 
all staff 
 
Manual handling training has been booked for the 15 March 2011 
and the 31 of March 2011 to ensure that all staff have up to date 
manual handling training.  
 

 
 
March 31 2011 
 
 
 
March 31 2011 
 
 
 
 
 
March 31 2011 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Suitable storage facilities were not provided for residents’ property. 
 
Residents clothing was not adequately maintained.  
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Action required:  
Provide residents with adequate and safe storage facilities for their televisions. 
 
Action required:  
Put in place procedures for residents to maintain and use their own clothing. 
 
Reference:   

Health Act, 2007   
                   Regulation 13: Clothing  
                   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: 
 
TV storage units appropriate for the residents needs have 
been sourced and purchased for all televisions in the home.  
 
A labelling system has been purchased and clothing items 
are accurately labelled when they are brought into the 
home. 
 

 
Completed February 25 
2011 
 
Completed March 31 2011 

 
5. The provider 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. 
 
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.  
 
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: 
 
Our activity coordinator has been booked onto the Sonas program 
commencing the 10 March 2011to increase awareness of the needs 
of residents who have physical, sensory or cognitive disability. The 
learning from this training will be disseminated amongst all staff to 

 
 
 
 
 
End of May 2011 
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raise awareness and ensure participation of residents in purposeful 
and meaningful activities.  
 
The activity programme and documentation of activities 
undertaken inclusive of the resident’s activities of daily living has 
been improved and is recorded in the epicare notes. 
 

 
 
Completed 
 

 
6. The person in charge has failed to comply with a regulatory requirement in 
the following respect: 
At all times, the numbers of staff and skill mix were not appropriate to meet the assessed 
needs of residents and the size and layout of the centre. 
 
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, assessed needs and ensure 
that all residents’ needs are met.  
 
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: 
 
Staffing levels have been reviewed and have been adjusted to 
meet the needs of the residents within the centre 
 
The clinical nurse manager’s role and hours of work has been 
adjusted to allow for greater supervision and maximise the care 
and safety of the residents.  
 

 
 
Completed 
 
 
 
End of March 2011 

 
7. 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. 
 
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.  
 
Action required:  
Put robust procedures in place where all grades of staff are supervised on an appropriate 
basis pertinent to their role. 
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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: 
 
High emphasis is placed on consistent delivery of quality care 
provision in end of life. End of life policies are being discussed with 
all staff to heighten awareness of best practise. 
 
External training in end of life care that was scheduled for 
December, but postponed due to the weather, is being rescheduled 
at the earliest date. In the meantime we are arranging for in house 
training to take place.   
 
Feedback is sought from residents and families and comprehensive 
assessment throughout the residents stay ensures that care 
delivery is person centred and meets the needs of the residents. 
The nursing documentation system has been revised to capture 
input from residents and family more easily.  
 

 
 
 
 
 
 
May 31 2011  
 
 
 
 
Completed  
February 28 2011 

 
8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
Records of outcomes of all residents’ follow-up appointments and referrals were not 
adequately maintained. 
 
Action required:  
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. 
 
Action required:  
Put procedures in place to ensure residents at risk of deteriorating nutritional health are 
referred to the dietetic services for review. 
 
Action required:  
Develop and implement a comprehensive preventative management for residents at risk 
of developing pressure ulcers. 
 
Reference:   

Health Act, 2007 
                   Regulation 9: Health Care 
                   Standard 13: Healthcare 
 
Please state the actions you have taken or are planning to 
take with timescales: 

Timescale: 
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Provider’s response: 
 
All residents returning from appointments will be reviewed and 
followed up to ensure that all interventions required are 
undertaken in a timely manner. 
 
All nursing staff have been instructed to ensure that the doctors 
write the rationale for medical treatment in the residents notes. 
Any resistance or non compliance with this will be reported to the 
Home Manager for attention and action.  
 
Residents deemed at risk of nutritional deterioration following 
assessment will be referred to the relevant dietetic services to 
maintain and optimise good health.  
 
A robust preventative management program will be in place for all 
residents identified as being at risk of skin damage through 
comprehensive assessment. 
 

 
 
Immediate. 
Completed by 28 
February 2011 
 
 
Completed  
28 February 2011 
 
 
March 31 2011 
 
 
 
Immediate 
Completed by 28 
February 2011 

 
9. 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. 
 
Action required:  
Ensure that there are appropriate and suitable practices relating to the prescribing, 
storage and administration of anticoagulant medications to residents. 
 
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 warfarin policy has been circulated to all GPs and each surgery 
has been contacted in order to ensure that best practise is adhered 
to.  
 

 
 
Completed  28 
February 2011 

 
10. 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. 
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The ventilation to the external air in the smoking room was not adequate. 
 
Action required:  
Provide adequate sluicing facilities. 
 
Action required:  
Put systems in place to monitor and ensure that the centre is kept in a good state of 
internal repair. 
 
Action required:  
Ensure that all areas of the centre are kept clean and suitably decorated. 
 
Action required:  
Provide adequate permanent ventilation to the external air in the smoking room. 
 
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 sluice machine will be installed on the ground floor. 
 
A monthly audit of the physical aspects of the home has been 
undertaken. An action plan has been drawn up and maintenance 
hours will be increased to ensure that actions are completed in a 
timely manner 
 
Cleaning schedules have been redesigned to allow for recording of 
areas that need maintenance and this is effective for prompt 
reporting of these issues to maintenance and management.  
Redecoration is underway on all corridors in the home. Following 
this a deep clean of the home has been arranged. Cleaning 
schedules have been redesigned. Cleaning rosters have been 
adjusted to allow for more timely cleaning of all areas. 
 
External ventilation has been provided to the smoker’s room.   
 
 

 
 
May 31 2011 
 
March 31  2011 
 
 
 
 
End of March 2011 
 
 
 
 
 
 
 
Completed 
February 20th 2011 

 
11. 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. 
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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; and put a programme in place to address deficits. 
 
Action required:  
Put procedures in place where each resident is encouraged to communicate. 
 
Reference:   
               Health Act, 2007 
               Regulation 11: Communication 
               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 role out of more appropriate signage around the home has 
continued and personalised signage for resident’s rooms is being 
facilitated by the activity coordinator in conjunction with the 
resident’s wishes. Care staff are also actively involved with 
developing personalised signage for residents rooms. 
 
Communication aides are available within the home and these are 
being reviewed in conjunction with training ongoing in the centre 
which is dementia specific, to establish the resident’s needs in 
order  to encourage effective communication i.e. Sonas training 
and completion of the DARES (DARES stands for DementiA 
Education Programme Incorporating REminiscence Therapy for 
Staff) study in conjunction with National University of Ireland 
Galway(NUIG). A talking mat has been purchased for the residents 
use.  
 

 
 
End of September 
2011 
 
 
 
End of May 2011  

 
12. The person in charge has failed to comply with a regulatory requirement in 
the following respect: 
Staff did not have adequate training in pressure area care and moving and handling 
procedures to enable them to provide a high standard of resident care in accordance 
with contemporary evidence. 
 
Action required:  
Provide staff with training in pressure area care prevention and management to enable 
them to provide care in accordance with contemporary evidence. 
 
Action required:  
Provide staff with dedicated training to develop their understanding and skills required to 
care for residents with a diagnosis of dementia. 
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Action required:  
Provide staff with appropriate training and skills to effectively communicate residents’ 
needs at shift handover. 
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: 
 
All care staff have received training on pressure area prevention 
and care. The practises and knowledge gained in this training is 
disseminated to newer staff during the induction procedure and 
the importance of pressure sore prevention is emphasised during 
handover to ensure ongoing compliance. Records of pressure sore 
development are kept and discussed at staff nurse and care 
assistant meetings to ensure that all staff are aware of current 
status within the home. Ongoing sessions on best practice centred 
around Prevention and Management of Pressure Sore policy and 
National Wound Care Guidelines take place informally at regular 
intervals.  
 
During staff appraisal, areas requiring additional training are 
identified and this forms individual professional development plan. 
Ongoing care delivery audits identify deficits in care delivery and 
action plans are produced to address this promptly and effectively. 
 
Dementia specific training has been delivered to staff and 
information and practises learned is being disseminated to all staff. 
Participation in projects such as the NUIG DARES has increased 
understanding around dementia. Life stories are being completed 
in conjunction with the DARES project work. Community psychiatric 
care teams are used to discuss behaviours and establish care plans 
specific to the resident who has dementia. Handover 
communication has been revised to be more detailed and to 
highlight specific requirements for residents. This is monitored by 
the CNM and director of nursing.  
 

 
 
 
 
 
 
End of March 2011  
 
 
 
 
 
 
 
End of May 2011 
 
 
 
 
 
 
 
Completed 
February 15th 2011. 

 
13. The person in charge has failed to comply with a regulatory requirement in 
the following respect: 
 
Staff were not adequately supervised when delivering care pertinent to their role. 
 
Action required:  
Review supervisory arrangements ensuring that all staff in the centre are adequately 
supervised pertinent to their role. 
 



Page 31 of 34 

Action required:  
Put procedures in place to evaluate and supervise staff practices in providing 
contemporary evidenced-based moving and handling practices. 
 
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 of supervision within the home has been undertaken. 
Increased emphasis has been but on supervision on a day by day 
basis. Senior care assistants are involved in ensuring that care 
delivery is supervised in conjunction with the nursing staff.  The 
CNMs supervisory hours have been increased to maximise 
supervision of clinical areas.  
 
A system of training and supervision will be put in place so as to 
ensure that cleaning standards are maintained following the deep 
cleaning of the home.   
 
Supervision of the maintenance in the home has been increased 
also with increased monitoring by the facilities manager.  
Supervision in all areas is monitored by the director of nursing and 
in the clinical areas by the CNM.  
 
Manual handling training dates have been organised. Supervision 
of staff by senior members of the team is ongoing and incidents, 
accidents and near misses are recorded and used to improve 
practise and maintain high standards.  
 

 
 
Completed 
March  31  2011 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Completed April 1 
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 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 Response : 
Established links with the clinical nurse specialists in these 
areas have been improved to ensure that appropriate 
education and information is given to residents who have 
diabetes, constipation or specific dietetic requirements. 
Information leaflets have been sourced and are readily 
available to residents. 
 

Standard 24: 
Training and Supervision 
 

Put in place systems to keep staff training records up to date. 
 
Provider Response  
Revision of the matrix into specific departments has made 
monitoring of required training needs in specific areas more 
visible. The matrix is updated weekly to reflect training that 
was undertaken in the previous week.  
 
 
Remove extension leads in the laundry room and install a 
safer alternative. 
 
Provider Response : 
All trailing cables have been removed from the laundry area 
and extension cables have been replaced. 
 

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. 
 
Provider Response : 
Cleaning training is being sourced for the cleaning team. 
Cleaning schedules and rosters have been revised to guide 
requirements and put structures in place to be adhered to. 
Weekly audit by the housekeeper is being undertaken and 
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increased emphasis has been placed on supervision of the 
cleaning team.  
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Any comments the provider may wish to make: 
 

 
Provider’s response: 
 
The staff of Moate Nursing home would like to thank the inspection team for the manner 
in which they carried out the inspection as they were courteous and professional at all 
times. 
 
We appreciate the recognition of the work completed and will continue to work with the 
inspection team to achieve compliance in the areas highlighted as requiring further action.  

 
Provider’s name: Mowlam Healthcare Ltd 
Date:  08 March 2011 


