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Centre name: Shannon Lodge Nursing Home 

 
Centre ID: 0383 

 
Rooskey 
 Centre address: 
Co Roscommon 
 

Telephone number: 071-9658667 
 

Fax number: 071-9658679 
 

Email address: Shannonlodgenh@eircom.net  
 

Type of centre:  Private           Voluntary           Public 
 

Registered providers: Shannon Lodge Nursing Home Ltd. 
 

Person in charge: Edel Mc Hugh 
 

Date of inspection: 12 April 2011 
 

Time inspection took place: Start: 10:00 hrs    Completion: 17:30 hrs 
 

Lead inspector: Bríd McGoldrick 
 

Support inspector: Mary McCann 
 

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 
 Regulatory Monitoring Visit Report 

 
 
 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Regulatory Monitoring Visit 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 on specific matters arising from a previous inspection to ensure that 
the action required of the provider has been taken 

 following a change in circumstances; for example, following a notification to the 
Health Information and Quality Authority’s Social Services Inspectorate 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 

 For centres that have not previously been inspected within a specific timeframe, a 
one-day regulatory monitoring visit may be carried out to focus on key regulatory 
requirements. 

 
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 

 
Shannon Lodge Nursing Home was established in 2006. The centre provides a pleasant 
and well maintained environment. It accommodates up to 36 residents and offers long 
term, respite and convalescent care. It caters for residents who mainly have physical 
problems as a result of ageing and also provides care to people with cognitive impairment 
and/or dementia. The building is a single-storey bungalow-style dwelling and all 
accommodation is on the ground floor. Residents have the choice of either private or 
semi-private bedrooms. There are 18 single and nine twin bedrooms, all of which have an 
en suite toilet, shower and wash-hand basin. Communal accommodation consists of a 
large dining area adjacent to the kitchen, two sitting rooms, a smoking room and an 
oratory. A further five toilets and one assisted bathroom are available. Office space, 
storage space, staff changing services, a visitors’ room and a hairdressing facility complete 
the layout. 
 
Location 

 
The centre is located in the town of Rooskey, close to the Catholic Church. The location                 
allows residents access to local shops, the post office and other local amenities. 
 
Date centre was first established: 2006 

 
Number of residents on the date of 
inspection: 
 

29 plus one in Hospital 

 
Dependency level of 
current residents  

Max High Medium Low 

Number of residents 
 

2 12 8 7 

 
 
Management structure 
 
The Provider is Shannon Lodge Nursing Home Ltd. On behalf of the company, Adrian Cox 
is the designated provider. 
 
His wife Edel McHugh is the Person in Charge. She is supported in this role by an assistant 
director of nursing, Vanessa Griffin and a team of nursing staff who look after all of the 
medical and day-to-day needs of the residents. Nursing, care, catering, housekeeping and 
other ancillary staff all report to the person in charge. 
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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 4 1 plus 1 
commencing 
at 12:30 hrs

2 0 Provider 
was on site

1 
recreational 

officer 
 

 
This inspection report outlines the findings of a follow-up un-announced inspection that 
took place on the 12 April 2011. This inspection focussed on those areas of practice that 
required improvement as set out in the Action Plan of the inspection report dated 23 
August 2011 and information received by the Authority since the last inspection with 
regard to care and welfare of residents. 
 

Summary of findings from this inspection  

 
This was the third inspection of this centre by the Health Information and Quality 
Authority (the Authority). It was an unannounced one-day monitoring inspection.The 
focus of the inspection was to monitor compliance with requirements relevant to 
governance, healthcare, and staffing. The inspector focussed on key aspects of service 
delivery to assess the extent to which the management ensured safe outcomes for 
residents.  
 
The first inspection carried out by the Authority of this centre was a registration inspection 
carried out over a two day period on the 08 and 09 December 2009. 
 
16 actions and a number of recommendations were required, including specific training on 
dementia care for staff, review of complaints policy, mandatory notifications to the Chief 
Inspector of the Authority, provision of adequate storage space, policy and document 
review. 
 
The second inspection was a follow-up inspection carried out on 28 August 2010.There 
were 3 outstanding actions for completion. These included nominating an independent 
person, independent to the person investigating complaints, revision of health and safety 
policy and provision of a hand-washing sink in the sluice room. These outstanding actions 
were also reviewed on the day of the inspection. 
 
The inspection process included discussion with residents, the person in charge, and 
staff. Documentation examined included care plans, medical records, operational policies 
and procedures, accident and incident records, audit documentation, residents register, 
review of menus, staff files, staff rosters and the complaints register. 
 

Background 
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The person in charge was familiar with the day-to-day running of the centre. The provider 
was present in the centre on the day of the inspection. Residents interviewed were 
complimentary of the service provision and spoke highly of the staff. A number stated that 
they were “looked after well in here”. Good interaction between residents, visitors and 
staff was observed throughout the inspection. 
 
The premises and equipment were clean and well maintained. Refurbishment of vacated 
rooms was in progress. Flower boxes were also delivered and inspectors were informed 
that residents expressed satisfaction with this as part of planning for Easter. 
As a result of findings on inspection together with analysis of notifications received by the 
Authority, and review of information provided to the Authority, the inspectors were 
concerned that safe quality care was not consistently provided to residents to maintain 
their welfare and well-being, having regard to the nature and extent of their dependencies 
and needs as set out in their care plans.  
 
The Action Plan at the end of this report identifies areas where improvements are required 
to address deficits in the service and 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 Residential Care Settings for Older 
People in Ireland. These improvements included for example, a review of staffing levels, 
provision of mandatory training in fire safety, manual handling, Elder abuse, and 
recruitment practices. Improvements were also required in assessment and care planning, 
medication management and access to appropriate healthcare to enable residents enjoy 
the best possible health. Other areas identified for improvement was the introduction of 
enhanced quality assurance systems and further development of policies and procedures.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Page 6 of 36 

 
Governance  
 
 Article 5: Statement of Purpose 

 
There was a comprehensive statement of purpose available. However, it did not include 
emergency procedures to be carried out for occasions when there is loss of heat, light 
power and associated emergency procedures. A designated place of safety was not 
identified should it be deemed necessary to evacuate the building. 
 
Article 27: Operating policies and Procedures  
 
 
The centre had a range of policies and procedures and guidelines available. However, 
some of the mandatory policies detailed under schedule 5 of the Health Act 2007 (Care 
and Welfare Regulations of Residents in Designated Centres for Older People) Regulations 
2009 (as amended) were not available. These included for example, a policy on 
monitoring and documentation of nutritional intake. This deficit was previously highlighted 
in the inspection report of 08 December 2010.  
 
Practice did not reflect policy, best practice or regulatory requirements and therefore did 
not ensure that staff were familiar with and implemented all policies and procedures within 
the centre, to guide and inform a high standard of evidence-based practice .These findings 
relate in particular to restraint management, management of behaviour that challenged, 
care planning and medication management. 
 
 Article 15: Person in Charge 

The person in charge works full-time at the centre. She is a registered psychiatric nurse 
and holds a BSc in nursing management. 
 
She has commenced a process of reviewing all resident medical files with the purpose of 
developing one sheet to outline each resident’s medical history. There was no evidence of 
quality review of areas such as medication management or a review of accidents and 
incidents to improve resident outcomes. 
 
 Article 16: Staffing 

 
The person in charge, known in the centre as the director of nursing, was usually on duty 
during the day. An assistant director of nursing deputised in her absence. A senior nurse 
on duty undertook charge responsibilities’ when the person in charge and assistant 
director of nursing were not on duty.  
 
All staff who work in the centre were rostered to include details of their position and full 
name. A registered nurse was on duty at all times. The person in charge informed the 
inspector that leave was planned in advance and where there were unplanned absences, 
part-time staff were organised to work extra shifts which ensured continuity of care, in 
that residents were familiar with staff and staff were knowledgeable of residents’ needs.  
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However, inspectors were informed that in January 2011 a newly recruited staff nurse, 
care attendant and a work experience student were recruited to assist with relief duty as 
two staff members had retired. The inspectors reviewed the staff rota for a four week 
period. Staff rotas were not maintained in a legible state as the actual rota showed many 
deletions and markings over names. On review of the rota for this period, there was a 
decrease in staff numbers for some shifts. The decrease in staff numbers, coupled with 
the number of residents with high dependencies (12 on the day of inspection) and the 
complex medical, physical and psychological needs of the residents, did not ensure that all 
residents had access to appropriate healthcare having regard to their needs as set out in 
their care plan.  
 
A review of staff training records confirmed that staff had access to some training. 
However, not all staff had received mandatory training in fire safety, elder abuse 
prevention, recognition, and reporting or moving and handling as required by the 
legislation. The training records provided to inspectors and a review of a sample of staff 
files showed that 50 percent of staff did not have training in elder abuse. Many required 
refresher training in manual handling and 45 percent of staff did not have training on fire 
safety procedures. This was of concern, as a number of employees who were recently 
recruited did not have this essential knowledge, one of whom was the senior person on 
duty out of hours. 
 
A number of residents had a primary diagnosis of dementia. However, not all staff had 
undertaken dementia-specific training to ensure that they had specialist skills in this area. 
In addition, information received by the Authority prior to inspection related to concerns 
about care provided to a resident with a diagnosis of dementia.  
 
While there was a policy in place on the provision of subcutaneous fluids, there was no 
documented evidence of training provided on fluid management or replacement therapies.  
 
Six staff files were reviewed by the inspectors, one complied with current legislation. 
Documents missing included for example references, photographic identification, Garda 
Síochána vetting and evidence of medical and physical fitness for the purposes of the work 
which they are to perform at the centre. There was also no evidence of interview records 
used to assess suitability for hiring, no job description or contract. In one file reviewed, 
the registration details (PIN number) for a registered nurse were not available. This was 
brought to the attention of the person in charge who agreed to contact the employee and 
fax a copy of the registration details to the Authority. This has been submitted to the 
Authority. 
 
There was evidence in case files reviewed that staff did not receive supervision and 
support appropriate to their role. Documentary evidence was available that a work 
experience student was assigned to care for a resident with complex medical, physical and 
psychological needs in the absence of appropriate supervision. It was detailed in one case 
file that the staff on duty had rang the person in charge and assistant director of nursing 
and  communicated to them when a resident’s condition was deteriorating. However, there 
was no evidence available on file that any advice was given or a plan developed in 
response to this communication.  
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Induction checklists were not available in all cases and in one file where it was present; it 
had not been signed off by the person in charge.  
Vulnerable residents were not always supervised and in one notification reviewed, a 
resident had undone a lap belt and fell out of the chair. Records indicated that this 
resident sustained a bruise on her knee and small laceration to right eye. 
 
 Article 23: Directory of Residents 

 
A register of residents was available in the centre. Information required by the legislation 
was recorded for example, personal details of residents, next of kin and their contact 
details, general practitioner (GP), and the date of admission. In one case, the only 
omission was cause of death. 
 
 Article 31: Risk Management Procedures 

 
Restraint management required review. There were three residents with lap belts and 10 
residents with bedrails inset at night. In the sample resident files reviewed, consent had 
not been appropriately sought in all cases. The rationale for the use of restraint was not 
stated on all occasions. Where a resident was cognitively impaired no narrative was 
available in the case files reviewed that an assessment of the capacity of the residents’ 
ability to consent to the restraint measure had taken place. A restraint release and review 
chart was available to document motion periods every two hours when the resident was 
awake and while visitors were present. However, there were gaps in the documentation of 
the care of residents while restrained and in some cases 24 hours elapsed without any 
documentation. Also the review of the need for restraint was not carried out every 24 
hours as per the centre’s guidelines on restraint. There was no evidence of ongoing review 
of the restraint measures or that the restraint measure was in the best interest of the 
resident. 
 
The policy provided stated that ‘monthly reviews will be carried out with the 
multidisciplinary team and the person responsible for the resident’. However, these 
reviews did not occur. Inspectors viewed the centre’s policy on risk management. Not all 
aspects were covered in the policy as required by the legislation, for example 
arrangements for identification, recording, investigating and learning from serious or 
untoward incidents. 
 
Inspectors reviewed the notifications received and found that there were 12 incidents of 
resident falls between 3 November 2010 and 18 January 2011. There were 12 falls during 
this period, four of which were witnessed and eight unwitnessed by staff. There was good 
evidence that residents who fell were reviewed by a general practitioner (GP). However, 
inspectors found a limited approach to the proactive management and prevention of falls.  
 
 Article 39: Complaints Procedures 

 
This document  had been revised to include details of the nominated person in the centre, 
independent of the designated person responsible for complaints to ensure that all 
complaints were appropriately responded to and records maintained thereof. A comment 
box was available in the reception area. 
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The complaints log was made available to the inspector. This had not been satisfactorily 
maintained. It contained details of the complaints, action taken as a result of the 
complaint and the outcome. However, written evidence of whether the complainant was 
satisfied with the outcome was not recorded. A number of complaints were not signed or 
dated by the person in charge and therefore it was unclear if they were investigated 
within the timescales specified in the policy. The area on the form to document these 
requirements had not been photocopied on a number of the complaints. Residents 
confirmed that if they had a complaint they would talk to the person in charge or the 
nurses.  
 
 Article 36: Notification of Incidents 

 
The person in charge was aware of her responsibility in relation to notification of incidents 
to the Authority. Notifications and quarterly returns of incidents have been received by the 
Chief Inspector of Social Services within the required timeframes specified in the 
legislation. 
 
 Article 9: Health Care 

 
On reviewing case files it was evident to the inspector that many risks to residents had 
been identified and appropriately managed. Staff utilised validated tools to risk rate 
residents. For example, the Malnutrition Universal Screening Tool ‘Must’ scale was used to 
identify risk of nutritional deficit, the Waterloo Score was used to identify residents’ risk of 
developing pressure sores. The person in charge confirmed that there were no residents 
with pressure ulcers on the day of inspection. On the files reviewed there was no 
recording of the presence of pressure ulcers. 
 
In the residents’ files reviewed, the narrative notes gave a good clinical picture to the 
reader of the current condition of the resident. However, there were deficits in the care 
planning process for residents in the centre as the care plans in place did not consistently 
reflect residents’ current health status. There was limited evidence of resident involvement 
in developing his/her care plan or in the review of their care plan. 
 
There was also evidence in the files reviewed that residents were referred to psychiatry 
and the geriatrician as requested by the residents’ GP. However, there was limited access 
to dietician and speech and language specialists.  
 
Information recorded for example on assessment of mood was completed but the grading 
scale was not calculated, consequently the information was not utilised to inform and 
guide staff in person centred care provision. 
  
The inspectors found that management of fluid intake and output was poorly managed. 
Fluid balance charts were not fully completed therefore they did not inform good safe 
quality care. In files reviewed, a small number of residents exhibited episodes of 
challenging behaviour and refused to take their medication and or fluid /food over a 
number of days. In one case, subcutaneous fluids were implemented until the resident 
removed the administration canola. There was no evidence of behavioural assessment or 
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recording of behaviour logs to inform interventions. The intervention used for one resident 
was, use of a syringe to administer fluids.  
This practice placed the resident at risk of injury and was brought to the attention of the 
person in charge and assistant director of nursing. Another two files reviewed found that 
there was evidence of a resident refusing food/fluid for two to three days. However, no 
evidence that a replacement fluid management plan was available. The inspectors were 
concerned that this placed residents at risk of dehydration and deterioration to their 
health.  
 
 Article 33: Ordering, Prescribing, Storing and Administration of Medicines 

 
Aspects of medication prescribing and administration practice required improvement.  
Recent photographic identification was not attached to the each medication chart. 
Medications were crushed. There was no documentation that other methods had been 
considered or the rationale for crushing medication and no evidence of consent by the GP 
on the prescription sheet. Medication was administered in rice. Medication prescriptions 
were not regularly reviewed for all residents. There was no maximum dose documented 
for PRN (as required) medications on charts reviewed by inspectors. Oxygen was 
administered to a resident for long periods without a prescription. Prescribing procedures 
and records maintained for residents on warfare therapy were not clear and posed a risk 
of medication error. It was unclear as to what procedures were in place for staff to follow 
when a resident refused their medication. There was no auditing of medication 
administration charts for accuracy and to improve resident outcomes.  
 
 Article 6: General Welfare and Protection 

 
All staff had not received training on prevention, recognition and reporting of elder abuse.  
Training on prevention of elder abuse had been scheduled for the day of inspection. The 
person in charge was clear about her responsibilities’ in relation to making necessary 
arrangements for staff training in this area. 
 
A recreational officer was employed to provide activities for residents. A board outlining 
the weekly activities was in place and they included Sonas, baking sessions, a discussion 
about Easter and a musician was to attend the centre at the weekend. No activities were 
observed to be occurring on the morning of inspection. The recreational officer was 
supervising the residents in the day room and residents were observed to be sitting in an 
institutional fashion after getting up from bed. The day room chairs were set in lines and 
were not conducive to conversation or privacy. While there was a good range of activities 
available in line with residents’ individual preferences and abilities, residents who were 
highly dependent had limited opportunity for meaningful activities. Inspectors observed 
that one of the residents who spent prolonged period in their bedroom with no meaningful 
social interaction or diversion other than staff attending to their care. There were three 
residents unable to get up on the day of inspection or only for a limited period of time in 
each day. There was no rehabilitative plan to support their care requirements. The 
recreational officer works Monday to Thursday and there was a planned music session for 
the Saturday afternoon and Mass for the Saturday evening.  There were no other planned 
activities for the weekend.  
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 Article 20: Food and Nutrition 

 
Nutritional practice was not supported by advice and recommendations of the appropriate 
health care professionals such as speech and language therapy and dietetic services. 
While there was reference material available for the monitoring and documentation of 
residents nutritional intake there was no centre-specific policy available as required by 
schedule 5 of the legislation. In the sample of resident files reviewed and observations 
made by inspectors, a number of residents were prescribed and administered nutritional 
supplements in the absence of evaluation by a dietician and or speech and language 
therapist. There was no arrangement in place for occupational therapy service provision 
from the executive on the day of inspection. The person in charge stated that services 
such as occupational therapy, dietetic and speech and language were not available to 
private nursing homes. She provided a letter dated 14 February 2011 to inspectors from 
the occupational therapy manager indicating that occupational therapy was not currently 
available to private nursing homes. However, there was no documentary evidence and the 
person in charge confirmed that no further attempts were made by the provider to 
arrange these services for residents or make arrangements with the executive for their 
provision. The person in charge had arranged private physiotherapist and occupational 
therapy assessments which were paid for by the resident or their family.  
 
Inspectors viewed the menu plan. While the menu detailed that there was wholesome and 
nutritious foods available, it was noted by the inspector that a number of meals were 
fried. Residents on a modified consistency diet did not have a choice for their main meal. 
The diet list kept by the chef was not updated regularly as a number of residents on the 
list on the day of inspection had passed away, one some six weeks earlier. 
 
Review of weight records confirmed that not all residents at risk of nutritional deficit were 
weighed monthly. In one situation where it was not appropriate to weigh a resident due to 
episodes of challenging behaviour, there was a narrative note to indicate reason weight 
was not recorded. However, the resident’s care plan was not revised to monitor weight in 
the intervening period. As a result the resident was not weighed for three months even 
though there was documentary evidence in the file that the resident was refusing some 
meals. 
 
There were plenty of juices and water available for residents and inspectors observed care 
staff assisting those who required assistance. There was evidence in a small number of 
files reviewed that interventions for those refusing fluid and foods was inadequate with 
residents suffering from dehydration and were transferred to acute services. There was 
limited evidence of resident/family education for those with diabetes, on warfare therapy 
or on specialised diets. 
 
 Environment 

 
 Article 19: Premises 
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An inspector visited the kitchen. She found the kitchen was clean and spacious. She 
observed stocks of chicken, beef, sausages, rashers and fish fingers were available in 
clean storage facilities. The person in charge informed the inspector that the centre 
obtains food stores on a frequent basis. 
 
Inspectors viewed the sluice room which had a hand-wash sink installed. This was one of 
the actions identified in the action plan of the inspection of 8/9 December 2009. 
 
Closing the visit 

 
At the close of the inspection visit a feedback meeting was held with, person in charge 
and assistant director of nursing  to report on the inspectors’ findings, which highlighted 
both good practice and where improvements were needed.  
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Provider’s response to inspection report∗ 
 
Centre: Shannon Lodge Nursing Home 

 
Centre ID: 0383 

 
Date of inspection: 12 April 2011 

 
Date of response: 3 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 Registered Provider has failed to comply with a regulatory requirement in 
the following respect: 
 
Evidence on medical files did not support that residents were seen by their GP every three 
months. 
 
Adequate arrangements were not in place to ensure that all appropriate health was facilitated 
and that each resident was supported to achieve the best possible health, residents with 
weight loss, on PEG feeds and modified diets had limited access to a dietician.  
 
Menus required review and a number of residents required specialist input such as dietetic 
and speech and language assessment. 
 
Residents whose acute condition was deteriorating were not promptly transferred to acute 
services. 
 
There was no rehabilitative program for those who remained in bed during the day.  
 

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

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 

Action Plan 
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Action required: 
Conduct a review of current menus to ensure caloric intake is sufficient to meet residents’ 
needs. 
 
Action required: 
Put systems in place when a resident requires specialist services to facilitate such access or 
by arrangement with the Executive. 
 
Action required:  
Put procedures in place where all residents are seen by their general practitioners on a 
regular and consistent basis and not less frequently than at three month periods. A 
medication review should occur on a three monthly basis and as required.  
 
Action required:  
Put a process in place whereby a resident whose acute condition is deteriorating is 
transferred to acute services in a timely way to prevent further deterioration. 
 
Action required: 
Implement a rehabilitative program and care plan for residents who do not get up each day 
or only for limited periods of time. 
 
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: 
 

Provider’s response: 
 
Action 1: One of the staff nurses who holds a Diploma in Nutrition 
is the Specialist Nurse in Nutrition. Along with support from an 
external source, the nutrition nurse will review menus for all 
residents, conduct teaching sessions in relation to nutrition, 
dysphasia, managing weight loss and giving fortified diets  
 
Action 2: As discussed with the inspectors the day of the 
inspection and in previous inspections, access to community 
services such as SALT, physiotherapy, occupational therapy and 
dietician are limited in private nursing home settings. We have 
documentary evidence where we have been refused such 
treatment for our residents despite referral from GPs. The incident 
where the resident was refused community OT was followed up by 
the person in charge, a private OT referral was made as agreed 
with the residents family, obviously this came at a cost for the 
resident/family despite the resident being a medical card holder.  
 

 
 
Six months 
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We wrote to the general manager in the PCCC in Roscommon on 
Thursday 5 May 2011 and Thursday 26 May 2011 in relation to 
accessing specialist services.  We are currently awaiting a 
response.   

 
Secondly, we have been able to organise private SALT and dietetic 
services. Review of at risk residents will take place on Wednesday 
18 May 2011. 
 
Action 3: Most of our residents are under the care of the same GP 
who visits the nursing home on a regular basis. The GP is 
informed of the residents who need to be seen and a plan of 
action is put into place for each resident according to GP’s advice. 
The GP also reviews medication. If a resident is under the care of 
a different GP he/she is contacted and informed of their condition 
the GP will then review the residents’ medical needs. We are more 
than fully supported by the GPs we work with and feel that they 
give excellent support and guidance. We have a monthly review 
with the pharmacist who gives advice about the residents’ 
medications, if there are any queries in relation to these 
medications it is discussed with the GP.  
 
The management team will write to GP’s we work with to ask 
them to come out not less than three monthly to review all their 
residents and their medications. We will put a timetable in the 
diary to highlight when the three monthly reviews is due and then 
contact the GP the week before to remind them to come out.  

 
Action 4: If a resident becomes unwell or if their condition appears 
to be acutely deteriorating the GP or out-of-hours service is 
always contacted immediately to inform them. The GP will then 
review the resident and make the necessary decisions. We always 
follow GPs’ advice and give treatment as necessary, if the GP gives 
advice to send to acute services that is what we do immediately.  
The resident and family are advised on GP decision. 
 
A policy will be written stating that if a residents acute condition 
e.g. nurseling pyrexia, doesn’t improve within 24 – 48 hours 
despite the treatment prescribed, we will be (with the GP’s 
approval) advising for the resident to be sent to acute services for 
further review. The resident and their families will also be included 
in the decision making process. 
 
If the resident has not taken sufficient fluids or diet in 24 hours 
and has not responded to subcutaneous fluids (if prescribed) we 
will also be advising for the resident to be transferred to acute 
services for further review. The resident and their families will also 
be included in the decision making process.  This will be stipulated 
in the policy. 

 
 
Immediate 
 
 
 
 
Immediate 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Six weeks 
 
 
 
 
 
 
 
Six weeks 
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Action 5: We will be developing a rehabilitative programme and 
care plan to implement when any of our residents are in their own 
private rooms for long periods of time.  
 
Action 6: The person in charge and the assistant director of 
nursing are on call alternate weekends. If a staff nurse rings they 
are given advice and guidance over the phone. The provider, 
person in charge and assistant director of nursing will always 
come into the nursing home if it is necessary at the weekend to 
support the staff.  We will ensure that the advice and guidance is 
written in the resident’s notes by the person in charge and 
assistant director of nursing when they return to duty. The staff 
nurse will also be advised to document the same at the time of 
the call. 

 
Two months 
 
 
 
Two months 
 
 
Thee months 
 
 
Immediate 
 
 
 
 

 
2. The person in charge has failed to comply with a regulatory requirement in the 
following respect:  
 
All staff had not received training in the prevention of elder abuse and protection.  
 
Action required:  
Ensure all staff has up to date mandatory training. 
 
Reference:   
                 Health Act, 2007 
                 Regulation 17: Training and Staff Development 
                 Regulation 6: General Welfare and Protection 
                 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: 
 
Although on the day of the inspection staff training records 
identified not all staff had received training on the prevention of 
elder abuse. The training was due to commence that afternoon 
and the following day. The person in charge did inform the 
inspectors at the time. However, due to the inspection we felt it 
was better to cancel the teaching sessions as the assistant director 
of nursing was the facilitator.  We have now rearranged these 
sessions for the week beginning 16 May 2011. 
 
All current staff will be trained in Elder Abuse within the next three 
months. 
 

 
 
 
 
 
 
 
 
 
 
 
Three months 
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3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The use of restraint was not reflective of the centre-specific policy. 
 
There were gaps in the documentation of the care provided to residents in restraint and in 
some cases 24 hours elapsed without any documentation. The review of the need for 
restraint was not carried out every 24 hours as per the centre’s guideline. The decision to use 
a restraint measure was not supported by multidisciplinary decision making. 
The policy did not include all of the requirements of regulation 31. 
 
Action required:  
Ensure that the risk management policy covers the arrangements for identification, recording, 
investigating and learning from serious or untoward incidents 
 
Action required:  
Implement the centre-specific policy on restraint. 
 
Action required:  
In compliance with contemporary evidence based-practice, ensure that the use of a restraint 
measure is only ever considered as a measure of last resort and is the least restrictive option 
for the shortest period of time to maintain the care and welfare of the resident.  
 
Accurate documentation to be maintained be maintained of assessment, consent, the nature 
of the restraint, review, removal of restraint, and opportunity for motion and exercise and all 
other matters as prescribed so as to comply with best  and regulatory requirements in 
relation to restraint. 
 
Action required:  
Where residents lacks capacity to give informed consent to the use of the restraint measure, 
a consensus view should be reached between all healthcare staff involved in the residents 
care and the residents’ next of kin/significant other. The decision should be documented in 
the notes in narrative format. 
 
Action required:  
Any restraint whether physical or chemical must be in the best interest of the patient and 
kept under constant review.  
 
Provide residents and their representatives with the information required making an informed 
decision about any proposed medical intervention or treatment .Written consent reflects this 
discussion and is specific to the proposed intervention, treatment or care giving. 
 
Action required:  
The provider will review the policy and practice of restraint and aim towards a restraint free 
environment for all residents. If a restraint is used it is as a last resort. Policy and practice 
shall adhere to best practice guidelines. 
 
Conduct an audit on the use of restraint and implement recommendations from this audit. 
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Reference:   
                  Health Act, 2007  
                  Regulation 31: Risk Management Procedures  
                  Standard 26: Health and Safety  
                  Standard 21: Responding to Behaviour that is Challenging  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response:  
 
Currently we have three residents who sit in specialist chairs 
with lap belts. As these residents are unable to make informed 
decisions, the residents’ families, GP and nursing staff all have 
consented to them having the lap belt on during the day and 
have signed consent forms to allow this practice.  
 
The reason the residents require lap belts is because they are of 
immediate risk of falling due to severe imbalance. The reason 
for them having lap belts is clearly documented in the restraint 
forms we use as per HSE. The lap belts are removed during 
supervised periods and assistance with personal hygiene 
needs/positional changes and therefore our residents are not 
‘restrained’ for long periods of times.   
 
Our last inspection report stated that we were using restraint 
according to ‘best evidence-based practice’.  As it stands the 
only thing we have changed is our restraint document to 
identify when the restraint is on or off. We have been piloting 
the 24 hour restraint form from the 2010 HSE policy for 
restraint.  We will be reviewing this form with staff at the next 
staff meeting in June to discuss whether to continue with its 
use, to make changes or return to our previous documentation.  
Other than that we have made no other changes to our 
approach to the use of restraint.   
 
The residents who are able to make informed decisions, have 
consented to the side rails being up and consent forms have 
been signed by them.    
 
The next of kin, GP and nursing staff have signed the consent 
forms for the residents who are not able to make informed 
decisions as those residents would be of immediate danger of 
falling if they tried to get out of bed.  Management are aware 
that under Irish law no one can consent for another adult, 
however this is within best practice and all staff are aware of 
the risks of using side rails for our residents. 
 
We agree that there were gaps in the documentation and that 
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the review for the need for restraint was not carried out every 
24 hours as per centres guidelines. However, we believe we do 
promote a restraint free environment, and possibly due to the 
documentation not being filled out correctly this has not be 
evident to the inspectors.  However, we will carry out the 
following actions to ensure we remain within best  
Evidence-based practice. 
 
We will be reviewing our risk management policy to ensure that 
it covers arrangements for identification, recording, 
investigating and learning from serious or untoward incidents.  
This will include auditing incident reports, investigating 
incidents, action planning, action, reflection and teaching.  

 
We will be reviewing our restraint policy and ensuring that all 
staff is fully aware of this policy. 
 
Every resident who has a restraint in place either a side rail 
whilst they are in bed or a lap belt during the day will be 
reviewed monthly. Although assessments have been made in 
relation to the reason why these restraints are used and these 
have been documented on the individuals’ restraint document, 
this will be reviewed monthly.  Each resident will be reassessed 
and the documentation will be reviewed in relation to consent, 
the nature of the restraint, review, removal of restraint and 
opportunity for motion and exercise to ensure as to comply with 
best practice, policy and regulatory requirements. 
 
We will ensure that where residents lack capacity to give 
informed consent to the use of the restraint measure, a three 
monthly meeting will be held with the residents’ next of kin and 
the healthcare staffs involved in the residents care e.g. staffs 
nurse, management and the GP. A consent form for the 
restraint measure will be signed by all involved, this consent 
form will have the type of restraint, the reason for the restraint 
and the time frames when the restraint needs to be removed 
written on. The decision will be documented in the medical and 
nursing notes in narrative format. 
 
In relation to the use of restraint we will be organising meetings 
with the resident and their next of kin to discuss and provide 
information about any proposed medical intervention or 
treatment. At these three monthly meetings we will be asking 
all persons involved to ensure the consent forms are up to date 
including the proposed intervention, treatment and care given. 
A written account of the meeting will also be kept in the nursing 
care plan.   
 
The restraint policy will be reviewed and revised  

 
 
 
 
 
 
 
 
Six months 
 
 
 
 
 
Six months 
 
 
Six months to set up the 
programme 
 
 
 
 
 
 
 
 
 
Six months to set up the 
programme 
 
 
 
 
 
 
 
 
 
Six months to set up the 
programme 
 
 
 
 
 
 
 
Three months 
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A monthly audit will be implemented in relation to restraint and 
the results will be implemented accordingly. 
           

Two months 
 
 

 
4. The person in charge has failed to comply with a regulatory requirement in the 
following respect: 
 
The provider failed to ensure that staffing levels and skill mix were appropriate to meet the 
assessed care, welfare and safety needs of all residents in the day room area.  
  
Vulnerable residents were not supervised at all times. 
 
Planning for shortfalls due to unplanned staff absences was inadequate as a numbers of 
shifts were uncovered. 
 
Recreational officer was in a supervisory role rather than a recreational therapist role. 
 
Action required:  
Using appropriate evidence-based tools, 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, their assessed needs and ensure that residents can be safely evacuated in 
case of fire.  
 
Action required:  
Put systems in place to manage staff replacement. 
 
Action required:  
Provide the inspection team with a proposal which demonstrates that staffing levels are 
adequate at all times to meet the needs of residents in the centre. 
  
Action required: 
Maintain a planned and actual staff rota, clearly 
Showing staff on duty at any time during the day and night. 
 

Action required:  
Ensure vulnerable residents are supervised at all times. 
 
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: 
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Provider’s response: 
 
There is no national validated evidence based tool available to 
indicate exact staffing ratios to residents for nursing homes.  
However, we will be researching other assessment tools available 
including research undertaken by HSE West supported by the INHO 
that will incorporate staffing levels and skill mix, taking into account 
our residents needs and the layout of the nursing home.  
 
Following this a weekly review will be carried out using the 
researched tool to ensure the staffing level and skill mix is 
appropriate for the needs of our residents. 
 
Fire Training will take place on Monday 27 June 2011 and Tuesday 
28 June 2011 for all staff. 
 
There is an emergency plan in place in the event of a fire. However, 
this will be reviewed and revised during fire training. 
 
As highlighted in the report, annual leave is always planned in 
advance so adequate cover is put into place.  If there are any 
unplanned absences, regular staff is asked if they can work. 
We have commenced a new on call system which means that staff 
has the opportunity to document in the off duty their availability for 
the coming month. 
 
A proposal will be formulated demonstrating that staffing levels are 
adequate at all times to meet the needs of residents in the centre.   
 
The rota will be reviewed and maintained this will show staff on duty 
at any time during the day and night – any changes required on the 
rota will be discussed with a member of management and changed 
to ensure it is legible. 
 
Staffing levels will be altered according to the numbers and needs of 
our residents. 
 

 
 
Three months 
 
 
 
 
 
 
Three months 
 
 
 
27 and 28 June 2011 
 
27th and 28th June 
2011 
 
 
Immediate 
 
 
 
 
 
 
Three months 
 
 
Immediate 
 
 
 
 
Immediate 
 
 

 
5. The person in charge has failed to comply with a regulatory requirement in the 
following respect:  
 
Not all staff had not received dedicated training in dementia care or cognitive impairment to 
ensure they provided care in accordance with contemporary evidence-based practice. 
 
Staff were not facilitated to attend education and training on care of residents with 
swallowing deficits. 
 
Not all staff had attended medication management training. 
 



 

Page 22 of 36 

Policies and procedures were not implemented in practice. 
 
Action required:  
Provide staff members with access to education and training to enable them to provide care 
in accordance with contemporary evidence-based practice. 
 
Action required:  
Put procedures in place where staff are facilitated to attend education and training on care 
of residents with swallowing deficits. 
 
Action required: 
Ensure that nurses are facilitated to maintain competence with regards to aspects of 
medication management, ensuring that his/her knowledge, skills and clinical practice are up 
to date. 
 
Action required: 
Ensure that staff receive training in, and are familiar with and implement all policies and 
procedures within the designated centre to guide and inform a high standard of evidenced-
based nursing procedures. 
 
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: 
 
Education and training sessions will be sourced for the following 
areas: 
 

 dementia care or cognitive impairment for all new staff 
members 

 staff in 2010 had training from an external representative in 
dysphagia and swallowing deficits  

 education and training will continue on care of residents with 
swallowing deficits for all staff members by an external source 
who is then going to train the dedicated nutritional nurse who 
will be able to continue updating staff                                      

 in house training in relation to policies and procedures for all 
staff members 

 medication management for three nurses. 
 

 
 
Six months 
 
 
 
 
 
 
 
 
 
Six months 
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6. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The provider failed to put a comprehensive medication management policy in place to 
inform all staff in the centre on all aspects of contemporary evidence-based medication 
management procedures in the centre. 
Photographic identification was not available on all files. 
  
There was crushing of medication. 
 
Procedures for recording of warfarin administration required revision. 
 
Action required:  
Develop and implement a comprehensive medication management policy. 
 
Action required:  
Reference all aspects of anticoagulant therapy. 
 
Action required:  
Reference the procedure of crushing medications to inform staff. 
 
Action required:  
Revise prescribing procedures for ‘as required’ (PRN) medication to include maximum dose 
in 24hours. 
 
Action required:  
Ensure by providing education and any other means that all medication practices and 
procedures are compliant with current legislation and An Board Atlantis guidelines. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
There is a substantial medication management policy in Shannon 
Lodge Nursing Home. However, we will review and revise these 
policies as per recommendations by the inspectors. 
 
All prescription charts have up to date photos of the residents 
attached to them 
 
We now have a new prescription chart for warfare therapy which 
we will introduce in June. 

 
 
Three months 
 
 
 
Immediate 
 
 
June 2011 
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We will be piloting new prescription charts which have been 
correlated by the pharmacist we closely work with. These 
prescription charts are legible and last for three months when they 
will be reviewed by the GP.  

 
There is a section on the new prescription sheet in relation to the 
crushing of medications and the GP will be required to sign this prior 
to the crushing of medicines. 

 
All other methods of administration and advice from the pharmacist 
and GPs will be sought prior to the crushing of medications. 
 
It will be clearly documented in the medical notes and on the 
prescription chart if the GP gives permission. 

 
Consent will be sought from the resident and/or their representative 
prior to the crushing of medication.  A consent form will then be 
signed if an agreement is made. 
 
This will all be documented in the Nursing and medical notes. 
 
A list of medications that should not be crushed will be formulated 
and attached to the drugs trolley for use by the nurse 
administrating the residents’ medication.  This list will be up dated 
monthly by the pharmacist and whenever a new product which 
requires specific instructions become available. 

 
The pharmacist will be undertaking teaching sessions in relation to 
the crushing of medications with Nurses administrating medications 
 
The new drug prescription charts which we will be piloting will 
clearly identify the maximum dose of PRN medication in 24 hrs 
 
All staff nurses who have not already done so will be facilitated to 
attend medication management study days 

 
Procedures/guidelines will be put into place for staff to follow when 
a resident refuses their medication 

 
Medication administration charts will be audited monthly for 
accuracy. 

 
Medications/prescription charts will be reviewed three monthly by 
GPs. 
 

Six months 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Immediate 
 
 
 
 
 
Three months 
 
 
Three months 
 
 
Six months 
 
 
Three months 
 
 
Monthly 
 
 
Three monthly 
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7. The person in charge has failed to comply with a regulatory requirement in 
the following respect:  
 
There were deficits in the care planning process for residents in the centre: 
 

 the care plans in place did not consistently reflect the resident’s current health 
status 

 there was limited evidence of resident involvement in developing his/her care plan      
or in a review of their care plan 

 not all residents who were restrained had a comprehensive person-centred care plan 
in place. 

 
Action required: 
Put systems in place to ensure that residents’ needs are set out in an individual care plan 
developed and agreed with each resident.  
           
Action required:  
Keep the resident’s care plan under formal review in response to the residents changing 
needs. 
 
Action required:  
Provide a programme of education on care planning to provide staff with the skills and 
knowledge to complete holistic person-centred care plans for residents. 
 
Action required: 
Ensure that the resident who is restrained has a comprehensive person-centred care plan 
in place which reflects good practice. 
 
Reference:   
                   Health Act, 2007  
                   Regulation 8: Assessment and Care Plan 
                   Standard 11: The Resident’s Care Plan   
 
Please state the actions you have taken or are planning to 
take with timescales: 
Provider’s response: 

Timescale: 
 
 

Provider’s response: 
 
All of our long term residents have individual care plans that 
highlight their needs. The care plan includes a thorough 
assessment of their activities of daily living which takes place with 
the resident during their first few days in the nursing home.  
From that assessment, the staff nurses are able to identify 
problems that require specific care plans for e.g. shortness of 
breath. These care plans are then tailored to the individuals 
needs and reviewed three monthly unless indicated otherwise.  
The care plans are discussed with the residents and/or their 
representative and it is signed by them. 
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Other assessments include the MUST screening tool, the Waterloo 
Score, the Barthes index, the STRATIFY fall risk assessment tool, 
Moving and Handling requirements as well as other documents. 
 
Following this inspection we will review and revise our current 
care planning process to ensure that we meet the set actions 
outlined above. 
 
We have a named nurse system in place which means that all 
nurses are allocated their own residents for six months, they 
review their residents care plans on a three monthly basis 
ensuring all assessments are up to date.  If any of the residents 
needs change that is documented in the care plans as necessary.  
If a resident requires an antibiotic for example, a care plan is 
placed in situ to highlight this for all staff. 
 
The director of nursing (DON), assistant director of nursing 
(ADON) and two staff nurses have already attended study days in 
relation to care planning and assessment of care needs for older 
people.  The other four nurses who have experience and 
expertise in assessing older people using a holistic approach, will 
be facilitated by the director of nursing to attend a programme of 
education on care planning. 
 
A comprehensive person – centred care plan will be put into place 
for any residents who have a restraint in situ. 
 

 
 
 
 
Three months 
 
 
 
 
 
 
 
 
 
 
 
Six months 
 
 
 
 
 
 
 
One month 
 

 
8 .The provider  has  failed to comply with a regulatory requirement in the 
following respect:  
 
The provider did not have a system in place to provide support and supervision to the 
person in charge. 
 
Action required:  
Put in place a system for supervision and support to the person in charge. 
 
Reference:  

Health Act, 2007 
Regulation 17:Training and staff Development  
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 24: Training and Supervision 

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

Timescale: 
 

Provider’s response: 
 
The person in charge is fully supported by the provider and the 
provider comes to the nursing home on a regular basis. 
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Meetings have always taken place with the DON and ADON and the 
provider. However, following the inspection a more formal procedure 
has been put into place as indicated below: 
 
Dates arranged: 
 
Tuesday 7 June 2011 at 11:00 hrs  
Tuesday 5 July 2011 at 11:00 hrs 
Tuesday 2 August 2011 at 11:00 hrs 
Tuesday 6 September 2011 at 11:00 hrs 
Tuesday 4 October 2011 at 11:00 hrs 
Tuesday 8 November 2011 at 11:00 hrs 
Tuesday 6 December 2011 at 11:00 hrs 
 
The person in charge will have a yearly appraisal with the provider. 
 
Shannon Lodge Nursing Home are members of Nursing Home Ireland 
which offers support and guidance in relation to all issues. 
 
We hope to join an Action Learning Set that is being developed for a 
group of Directors of Care in the Midlands by LHP Skillet; this group 
will be an excellent support network for the person in charge. 

Immediate 
 
 
 
 
 
 
 
 
 
 
 
 
 
Annually 
 
Immediate 
 
 
Awaiting 
confirmation 
 
 

 
9. The person in charge has failed to comply with a regulatory requirement in the 
following respect:  
 
Did not ensure that fluid balance charts when in use were completed so as to ensure they 
were utilised to inform care practices and clinical decision making and provision of safe 
quality care for residents. 
 
There was no policy for the monitoring and documentation of nutritional intake. 
 
Action required:  
 
Where residents require monitoring in relation to their dietary intake ensure that fluid 
balance charts and any other nutritional documentation is comprehensively and fully 
completed  so as to ensure that it can be utilised to inform  clinical decision making and 
provision of safe quality care for residents. 
  
Action required:  
Develop and implement a comprehensive policy and guidelines for the monitoring and 
documentation of nutritional intake. 
                       
Reference:   

Health Act, 2007 
                   Regulation 20: Food and Nutrition 
                   Standard 19: Meals and Mealtimes 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Appropriate assistance is always given to residents who require 
assistance with eating and drinking.   
The meals provided here are wholesome and nutritious and there is 
always enough food for the residents to eat. Residents have a choice 
of what they would like to eat even if the choice is not on the menu. 
 
The nurse in charge on each shift always allocate members of staff 
to assist residents who require special assistance with dietary and 
fluid intake, they also ensure that care staff fill out fluid intake and 
output charts appropriately.  
 
Residents are offered a choice of food for each meal according to 
their dietary requirements. 
 
At each meal time care staff assist the residents who require help 
and between mealtimes residents are given regular drinks/snacks by 
staff.   
 
Fresh water and other choice of drinks are supplied to the residents 
who prefer to be in their room throughout the day.   
 
The monitoring and documentation of nutritional intake policy and 
guidelines are currently being developed 
 
As discussed in previous actions the menus are being developed by 
the specialist nurse in nutrition. 
 
Fluid balance charts will be audited monthly. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Three months 
 
 
One month 
 
 
Immediate 
 

 
10. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The range of policies, procedures and guidelines available in the centre had not been 
updated to reflect the provisions of Schedule 5 of the Health Act (Care and Welfare 
Regulations in Designated Centres for Older People) Regulations 2009. 
 
Action required:  
Revise and implement polices and procedures to comply with current legislation, regulations 
and standards. 
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Reference:                      
                  Health Act, 2007 
                  Regulation 22: Maintenance of Records 
                  Regulation 27: Operating Policies and Procedures 
                  Standard 29: Management Systems  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response 
 
All policies will be reviewed, revised and implemented in accordance 
with current legislation, regulations and standards. 
 

 
 
Six months 

 
11. The provider has failed to comply with a regulatory requirement in the 
following respect:  
The provider failed to put a process in place where recorded incidents, accidents and near 
misses were analysed to be used for learning and as a proactive risk management tool. 
 
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 can be made.  
 
Implement recommendations from this analysis. 
 
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: 
 
This is being further developed.  We have formulated audit tools to 
ensure analysis is undertaken of all accidents, incidents and near 
misses. The audits will identify trends and areas where improvement 
can be made. 
 
Following identification of necessary improvements staff will be 
informed of any changes to practice required. 
 

 
 
One month 
 

 
12 .The provider has failed to comply with a regulatory requirement in the 
following respect: 
A record of medication errors or adverse reactions in relation to each resident was not kept. 
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Action required:  
 
Maintain in a safe and accessible place a record of any medication errors or adverse 
reactions in relation to each resident. 
 
Reference:  
                   Health Act, 2007 
                  Regulation 25: Medical Records   
                  Standard 15: Medication Monitoring and Review  
 
Please state the actions you have taken or are planning to 
take with timescales: 

Timescale: 
 

Provider’s response: 
 
We do have a medication incident/near miss/adverse reaction 
incident form in place. These forms will be held in a medication error 
folder. 
 

 
 
Immediate 

 
13 .The Provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The policy on health and safety (including food safety) of residents, staff and visitors was 
incomplete. 
 
Action required:  
Put in place written operational policies and procedures relating to health and safety, of 
residents, staff and visitors. 
 
Reference:  

Health Act, 2007 
Regulation 30:Health and safety 
Standard 26: Health and Safety. 

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

Timescale: 
 

Provider’s response: 
 
The health and safety policy (including food safety) will be reviewed 
and revised. 
 

 
 
Six months 

 
 
14. The provider  has failed to comply with a regulatory requirement in the 
following respect:  
 
Personnel files did not contain documents detailed in the Health Act 2007 (Care and Welfare 
of Residents in Designated Centres for Older People) Regulations 2009 (as amended). 
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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 have been obtained in respect of each person. 
 
Reference:  
                   Health Act, 2007  
                   Regulation 18: Recruitment  
                   Regulation 24: Staffing Records  
                   Standard 22: Recruitment 
                               
Please state the actions you have taken or are planning to 
take with timescales: 

Timescale: 
 

Provider’s response: 
 
All staff files are being reviewed and up dated. 
 
During the recruitment procedure potential new staff must provide 
evidence of all the satisfactory information and documents specified 
in schedule 2.  No staff member will be employed in the Nursing 
Home until such documentary evidence is produced.  
 

 
 
Immediate 
 
Immediate 

 
15 : The provider  has failed to comply with a regulatory requirement in the 
following respect: 
 
Residents who were highly dependent and or cognitively impaired were not observed to 
engage in meaningful activity.  
 
There were limited activities available at the weekend. Staff was assigned to activities 
Monday to Thursday only. 
Action required:  
Conduct an audit to determine the staffing requirements’ for the provision of activities given 
the needs of the residents. 
 
Action required:  
Provide opportunities for each resident to participate in activities appropriate to his/her 
interests and capacities. 
 
Action required; 
The programme of activity is informed by each resident’s previous routines, hobbies and 
interests and their social and cultural background: it is reviewed with the residents on a 
regular basis and there is clear evidence of this. 
 
Reference:  

Health Act, 2007 
Regulation 6 :General Welfare and Protection 
Standard 13: Healthcare 
Standard 18: Routines and Expectations 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
There are a number of activities that take place throughout the week 
and at the weekend. The residents and their families are asked on 
admission and regularly what they would like to do and what their 
interests are, these needs are then catered for accordingly.   
Most mornings the resident’s activity is spiritual care followed by 
personal care as per resident’s needs and wishes.  A planned activity 
then takes place in the afternoon. 
 
The recreational officer carries out frequent activities with the 
residents including: bingo, baking, manicures, foot spas, hand 
massage, planting shrubs, plants etc., weather permitting the 
residents go out for walks, film afternoons, music, dancing, radio, 
newspapers, hairdressing, reminiscence, somas, talking mats, day 
trips to Knock and local festivals in the summer months. Also the 
recreational officer takes residents who wish to go to the local 
community centre to join in with activities that are taking place twice 
a week.   
 
The recreational officer also carries out one to one care with residents 
who prefer to be in their rooms throughout the day.  
 
We celebrate the resident’s birthdays, we celebrate St Patricks Day, 
Easter and Christmas, we have open days and we also celebrate Age 
Action Positive Ageing week every year. This is all documented in the 
recreational officer’s records. 
 
Resident meetings occur monthly and these are all documented. 
 
We will be reviewing our recreational programme. This will take place 
with the Recreational Officer, the Director of Nursing and the 
residents during the next resident circle meeting. 

 
Residents who are highly dependent and or cognitively impaired are 
included and supported in all activities.  Sonas is in place in the 
nursing home. 
 
Some of the care assistants are trained in relation to activities and 
socialisation for older people and use these skills when the 
recreational officer is not on duty. 
 
An audit tool will be formulated to determine the staffing 
requirements’ for the provision of activities given the needs of the 
residents. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
One month 
 
 
 
Immediate 
 
 
 
Immediate 
 
 
 
Six months 
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The recreational officer has started to use the document ‘Activity 
Schedules/activity health appraisal and capabilities forms/life 
story/assessment forms’ for each resident to establish their needs.  
 
This will outline each residents’ previous routines, hobbies and 
interests and their social and cultural background.  This will be 
reviewed with the residents monthly.   
 

Six months for all 
documentation and 
assessments to be 
completed. 

 
16 .The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The quality and safety of care provided to residents was not subject to ongoing review. 
 
Action required:  
Establish and maintain a system for improving the quality and safety of care provided to, 
and the quality of life of, residents in the designated centre at appropriate intervals. 
 
Action required:  
Consult with residents and their representatives in relation to the system for reviewing and 
improving the quality and safety of care, and the quality of life of residents. 
 
Reference:  

Health Act, 2007 
Regulation35 :Review of Quality and Safety of Care and Quality of Life   
Standard30: Quality Assurance and Continuous Improvement   

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

Timescale: 
 

Provider’s response: 
 
We will formulate a feedback form for all residents and their families 
to complete in order to review the quality and safety of care provided 
to all residents.  From the results of the feedback we will be able to 
make changes where necessary. 
 
We will continue to have six monthly family and resident meetings in 
the nursing home. 
 
 

 
 
Two months 
 
 
 
 
Six monthly 
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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 13: 
Healthcare  
 
 
 

Ensure regular review by the general practitioner for all residents. 
 
Provider’s response: 
Each resident will be reviewed not less than three monthly by their general 
practitioner; this will also include a medication review. 
 

Standard 21: 
Responding to 
Behaviour that 
is challenging  

Ensure the needs of each resident with behaviour that is challenging is 
managed and responded to effectively in an environment that promotes 
wellbeing. 
 
Provider’s Response: 
The policy relating to challenging behaviour will be reviewed and revised 
according to Standard 21. 
 
Any residents whose behaviour is deemed challenging will be assessed in 
relation to management and interventions required based on best 
evidence-based practice to assist them. 
 
The residents’ individual assessed needs will be outlined in their care plan 
and reviewed regularly to assess its effectiveness. 
 
Meetings will be held three monthly with family and healthcare staff in 
relation to residents with challenging behaviour. These meetings will be 
documented in the residents care files. 
 
Medication reviews will take place three monthly. 
 
All staff will be supported by the person in charge to ensure best practice 
and positive interventions take place. 
 
All staff will be facilitated in education relating to challenging behaviour. 
 
The need for restraint will be assessed, reviewed, documented and 
consented for by appropriate persons. 
 

Standard 22: 
Recruitment  

Ensure that all staff have written job descriptions and a written copy of 
their terms and conditions of employment prior to commencing the post. 
 
Provider’s Response: 
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This will be carried out of immediate effect according to Standard 22, 
Recruitment 
 

Standard 
22:Recruitment  

Put arrangements in place that volunteers’ roles and responsibilities are set 
out in a written agreement between the designated centre and the 
individual. Ensure that volunteers receive supervision and support and are 
vetted appropriate to their role and level of involvement in the centre. 
 
Provider’s response: 
Immediate arrangements will be put into place as per Health Act 2007 and 
Standard 22 Recruitment. 
 

Standard 21: 
Behaviour that 
is challenging  

There no behavioural logs kept on residents with challenging behaviour. 
Ensure that all interventions in response to behaviour that is challenging 
are reviewed regularly, demonstrably inform learning and practice 
development. 
 
Provider’s response: 
A behavioural log will be formulated to be kept on all residents with 
challenging behaviour. This will include the type of behaviour and the 
intervention required to assist the resident. The interventions will be 
reviewed regularly and will be able to inform learning and practice 
development. 
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Any comments the provider may wish to make: 
 

 
Provider’s response:  
 
Thank you for the report. We at Shannon Lodge Nursing Home are continually striving to 
do our very best for all the residents here. We will continue to cooperate fully with the 
Health Information and Quality Authority. I as the provider of the home have observed the 
paperwork demands that are presently required, particularly to the management team and 
staff nurses to be excessive and feel that it must be remembered that the time spent with 
the residents is also of the utmost importance.  
 
 
 
 
 
 
 
Provider’s name: Adrian Cox 
 
Date: 3 June 2011 
 
 
 
 
 
 
  


