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About 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 under the following topics:  
 

1. Governance and leadership: how well the centre is organised. 

2. The quality of the service. 

3. How well the healthcare needs of residents are met.  

4. Premises and equipment: appropriateness and adequacy.  

5. Communication: information provided to residents, relatives and staff.  

6. Staffing: the recruitment, supervision and competence of staff.  

 
This report summarises the findings of the inspection under some or all of these 
topics, highlighting areas of good practice as well as areas where improvements 
were required as follows:  
 
Evidence of good practice – this means that an acceptable standard was reached 
and the provider demonstrated a culture of review and improvement and aimed to 
drive forward best practice. 
 
Some improvements required – this means that practice was generally 
satisfactory but there were areas that need attention. 
 
Significant improvements required – this means that unacceptable practice was 
found.  
 
The report also identifies minor issues, where applicable, to which the provider 
should give consideration to enhance the quality of the service. 
 
Registration inspections are one element of a process to assess whether 
providers are fit and legally permitted to provide a service. The registration of a 
designated centre is for three years. After that the provider must make an 
application for registration renewal at least six months before the expiration date of 
the current registration. New providers must make an application for first time 
registration 6 months prior to the time the provider wishes to commence. 
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In controlling entry to service provision, the Chief Inspector of Social Services is 
fulfilling an important regulatory duty under section 40 of the Health Act 2007. Part 
of this duty is a statutory discretion to refuse registration if the Chief Inspector is not 
satisfied about a provider’s fitness to provide services, or the fitness of any other 
person involved in the management of a centre.  
 
The registration inspection is one element for the Chief Inspector to consider in 
making a proposal to the provider in respect of registration. Other elements of the 
process designed to assess the provider’s fitness include the information provided in 
the application to register, the Fit Person self-assessment and the Fit Person 
interviews. Together these elements are used to assess the provider’s understanding 
of, and capacity to, comply with the requirements of the regulations and the 
Standards. Following assessment of these elements, a recommendation will be made 
to the Chief Inspector and the formal legal process for registration will proceed. As a 
result, this report does not outline a final decision in respect of registration. 
  
The report is available to residents, relatives, providers of services and members of 
the public, and is published on our website www.hiqa.ie. 
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About the centre 
 

Description of services and premises 

 
New Lodge Nursing Home is located on the ground floor of the Bloomfield Care 
Centre. The centre has 116 places and 36 of these form New Lodge Nursing Home. 
Bloomfield Care Centre is itself a separate mental health facility. The Health 
Information and Quality Authority (the Authority) registers and inspects designated 
centres, which in this case is the 36 places in New Lodge Nursing Home.  
 
New Lodge Nursing Home provides care to older people, some of whom had a 
dementia. There was one resident under 65 years with an intellectual disability.  
 
There is a nurses’ station in the centre of the unit and three corridors lead from it. 
Bedroom accommodation consists of 32 single and two twin bedrooms, all of which 
have en suite toilet and shower.  
 
Other facilities include two sitting rooms cum dining rooms, a kitchenette, a clinical 
room, and two assisted bathrooms, hairdressing salon and a sluice room. 
Bloomfield Care Centre has a central laundry, which provides laundry services to 
both New Lodge Nursing Home and the remainder of the centre. There is access to 
a smoking room on the first floor.  
 
At the entrance to Bloomfield Care Centre, there is a bright spacious dining room 
and canteen which is used by the more independent residents, visitors and staff of 
both New Lodge Nursing Home and the Bloomfield Care Centre.  
 
There is an enclosed garden which can be accessed from the sitting room. 
 

Location 

 
New Lodge Nursing Home is located on the Bloomfield Care Centre site on Stocking 
Lane, approximately two miles from Rathfarnham Village in South County Dublin. 
 

 
Date centre was first established: 

 
9 September 2005 

Number of residents on the date of 
inspection 

 
35 

Number of vacancies on the date of 
inspection 

 
1 

 
 

Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
16 

 
4 

 
5 

 
10 
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Management structure 
 
The provider is Bloomfield Care Centre and Robert Haughton is the Chairperson of 
the Board. Sile McManus, the Chief Executive Officer (CEO), is the person named as 
the representative of the Provider for New Lodge Nursing Home. She is referred to as 
the Provider throughout the report. She is the person responsible for the day-to-day 
running of the entire centre and reports directly to the board. The Person in Charge, 
Sharon Hennessy is the Director of Nursing and reports to the CEO. She is supported 
in her role by a Deputy Director of Nursing, Patricia Knuttel and the Clinical Nurse 
Manager (CNM) Nicola McConnell. Staff nurses report to the Person in Charge. The 
care assistants report to the staff nurses on duty on a day-to-day basis. 
 

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 6* 2 1 cleaner 
 

3 2** 

 
* Provider and Clinical Nurse Manager 
** Seven carers on duty on day two of the inspection. Contracted catering staff 
provide the catering services for the entire centre, as do cleaning staff. 
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Summary of findings from this inspection 
 
This was a registration inspection and the fourth inspection carried out by the 
Authority. The provider had applied for registration under the Health Act, 2007 and 
the Health Act 2007 (Registration of Designated Centres for Older People) 
Regulations 2009. As part of the registration process, the provider and person in 
charge have to satisfy the Chief Inspector of Social Services that they are fit to 
provide the service and that the service will comply with the Health Act 2007 (Care 
and Welfare of Residents in Designated Centres for Older People) Regulations 2009 
(as amended).  

 
Inspectors met with residents, a small number of relatives, and the provider, person 
in charge, clinical nurse manager, staff nurses, care staff, administrators, the chef, 
domestic cleaning staff and other members of staff. Records were examined 
including care plans, medical records, accident and incidents log, fire safety records, 
staff records including training records, policies and procedures. 
 
An inspection took place on 1, 2 and 3 February 2011, which had commenced as a 
registration inspection. However, due to the significant risks to residents’ safety 
identified by inspectors in the areas of governance and health care, the inspectors 
stopped the registration process. They focussed specifically on five areas: falls 
management, weight loss, fire safety, medication management and the management 
of restraint. The provider and person in charge submitted a response plan to the 
immediate actions within the specified timeframe. The inspectors found the response 
to be comprehensive and were satisfied that the proposed actions would improve the 
safety and welfare of residents. 

 
This registration inspection took place over two days and included the review of all 
serious issues found at the February inspection. Whilst areas for improvement were 
identified, overall the inspectors found that the provider and person in charge met 
the majority of the requirements of the Regulations and the National Quality 
Standards for Residential Care Settings for Older People in Ireland. They were 
committed to establishing strong management processes to ensure the delivery of 
services to residents in a consistent and safe manner. Significant improvements had 
been made by the person in charge and the provider to ensure residents’ safety. 
These included the development of a clinical governance framework and processes 
and taken the appropriate response to improve the care to residents at risk of 
malnutrition. 
 
Staff demonstrated a comprehensive knowledge of the residents’ needs, likes, 
dislikes and preferences. Residents spoke very positively of the staff in terms of their 
commitment to addressing their needs. A number of initiatives had only been 
developed since the previous inspection which needed to be embedded and further 
developed.  
 
A number of improvements were still required to comply with the requirements of 
the Regulations and the Standards and these are discussed throughout the body of 
the report. The area of mandatory training required particular attention, as did 
medication management. 
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Comments by residents and relatives 
 
Inspectors reviewed questionnaires from 15 residents and 11 relatives. They 
interviewed residents and relatives in private and also spoke to several residents and 
relatives during the inspection. Comments from residents and relatives were very 
positive.  
 
Residents’ comments indicated that the overall care was very good. “Staff are 
excellent, friendly and approachable”. Relatives’ comments supported this view.  
 
Relatives and residents said the facility is always very clean, well kept, bright and 
airy and caters to residents needs.  
 
The majority of residents said they were “happy and content here”. All residents 
interviewed and those who answered questionnaires said they were “well cared for 
and were safe”.  
 
Overall there was mixed responses from relatives about the staffing levels. Some 
relatives said there was sufficient numbers while others said there was not enough.  
 
The residents said if an improvement could be made it would be to improve the 
selection of food for the evening meal. These issues were examined during the 
inspection.  
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Overall findings 
 
 
1. Governance: how well the centre is organised 
 
 
Outcome: The centre is well organised and managed and complies with the 
requirements of the Health Act 2007, the regulations and standards. 
 
Good governance involves the effective and efficient deployment of 
resources in accordance with the stated purpose and function of the 
centre. Governance includes setting clear direction for the service, a 
commitment to continual improvement and having a system in place to 
effectively assess and manage risk. 
 
Evidence of good practice 
 
The person in charge and provider demonstrated good knowledge of the Health Act 
2007 (Care and Welfare in Designated Centres for Older People) Regulations 2009 
(as amended) and the National Quality Standards for Residential Care Settings for 
Older People in Ireland when talking to inspectors. They had significant experience 
and involvement in the care of older people. The person in charge has the minimum 
professional qualifications and experience as required by the Regulations. She is also 
undertaking an MSc in quality management. She is a trainer for the prevention and 
detection of elder abuse and manual handling and provided these courses to the 
staff. The person in charge and the CNM were recent recruits to their respective 
roles. 
 
Since the previous inspection, the person in charge had put in place many initiatives 
to respond to the areas of concern which had been highlighted to her. These 
included the development of a clinical governance committee to support robust 
leadership focusing on ensuring positive outcomes for residents, the supervision of 
residents in the dayroom and formalised the supervision of residents at night time. 
The person in charge had used the fit person interview programme to implement 
changes to the service, for example development of the pre admission assessment 
tool.  
 
There was a clear organisational structure in place, details of which were included in 
the statement of purpose and were confirmed by staff. Since the previous inspection, 
the reporting mechanisms were strengthened so that top down and bottom up 
reporting of information was in place and was formalised. The person in charge 
delegated particular responsibilities to the CNM such the management of residents at 
risk of malnutrition and issues such as falls management. The care assistants were 
now supervised by the nurses and there was a mechanism for reporting and 
updating the CNM and the person in charge using the beginning and end of shift 
reports and the afternoon reports. Staff interviewed demonstrated a good 
understanding of their role and responsibilities. There was a sense of calm in the 
centre which had not been the case at the previous inspection and the staff told the 
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inspectors that there was great learning from the February visit by inspectors. They 
were able to discuss the requirements of the Regulations and Standards with the 
inspectors and how they would meet them. They said they could see the 
improvements to the care delivered to the residents. These included supervision of 
staff and updating medication records.  
 
The complaints policy was read by inspectors and details of the complaints 
procedures were identified in the Residents’ Guide and displayed in the unit. An 
inspector reviewed the complaints log, which showed the number of complaints 
which had been raised and how they had been resolved. The complaint form had 
been reviewed since the previous inspection; it now included a piece to capture the 
complainants’ level of satisfaction with the outcome of the complaint. The inspector 
noted that this section of the form was not completed as yet, as the person in charge 
and provider said they had discussed and analysed complaints and had only 
commenced work to address issues raised, such as the laundry.  
 
The inspectors read the minutes of the clinical governance committee which was 
developed on foot of the last inspection and found that this committee had already 
met twice. The committee included the medical officer, senior occupational therapist, 
pharmacist, the person in charge and ADON. This meeting covered areas regarding 
residents’ care, such as audits results, residents at risk of malnutrition, medication 
management, training of staff, care planning, review of complaints and policy 
development. This meeting was used to progress the actions outlined in the action 
plan from the previous inspection.  
 
Inspectors reviewed rotas and found that staff absences had been adequately 
covered. The CNM in New Lodge covered in the absence of the person in charge 
during the week and a CNM in one of the units provided cover at the weekend. The 
CNM demonstrated her capability in managing the centre in the absence of the 
person in charge. She also had extensive experience in the area of older person 
services and had worked in other areas of the Bloomfield Care Centre in addition to 
New Lodge. The person in charge said that she was available on her mobile at any 
time should the staff need to call her.  
 
Inspectors read the fire safety policy for the Bloomfield Care Centre and the fire plan 
for the New Lodge dated 18 February 2011. This was a detailed plan and would 
guide staff in the event of fire. Inspectors observed “You Are Here” signs throughout 
the unit and the fire procedures were posted on the wall through out. Since the 
previous inspection, three managers a staff nurse and two support staff had 
undertaken fire managers training; the CEO and CNM have also attended this 
training. The staff told inspectors that this training would facilitate managers to 
complete fire drills and train new staff in fire prevention and evacuation measures. A 
record of fire drill was seen by an inspector. There was a plan to develop a schedule 
of fire drills going forward. Records of emergency lighting checked on November 
2010 and January 2011 were viewed. The fire alarm system was serviced in March, 
August and November 2010. A daily inspection of the fire panel was completed by 
staff and the records maintained were viewed by inspectors.  
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The safety statement was read by the inspector, which was specific to the centre and 
was revised in 2011. This included the employers’ and employees’ responsibilities. 
The health and safety policy identified the hazards and the control measures for food 
safety and safety of residents, visitors and staff. There was a safety committee that 
met monthly which had been established to discuss all areas of risk in particular non 
clinical environmental risk. The inspectors read the minutes of this meeting and the 
outcome measures taken. For example, it included areas such the removal of plug-in 
heaters which were a potential fire risk.  
 
Inspectors were told that maintenance personnel inspected the premises daily and 
discussed any area of risk or concern with the administrator. The CNM “walked 
through” the unit weekly and faulty equipment was reported to the administrator. 
She completed risk assessments and reported them to the maintenance department 
to be addressed and control measures implemented. These risk assessments were 
viewed by inspectors.  
 
There was a commitment to quality assurance and continuous quality improvement 
and systems had been put in place since the previous inspection. The CNM had 
undertaken a considerable amount of work in the area of data collection and auditing 
since the previous inspection. Inspectors read the medication audit which was 
completed weekly and the results of this were presented at the clinical governance 
committee meeting. Information on residents at risk of weight loss was gathered on 
a weekly basis and trended using excel format. Information gathered on these 
residents also included, weight, BMI (body mass index), skin integrity, oral hygiene 
and whether the residents had a nutritional care plan.  
 
The CNM also audited the care records on a daily basis and discussed any deficit in 
these with the carers who completed them.  
 
The arrangements in place to manage residents’ finances were examined by the 
inspectors, including a review of records and an interview with a member of the 
finance team. There were robust processes to manage these finances. The centre 
acted as an agent for five residents. Some residents went to the post office and 
managed their own affairs. Financial management processes were transparent and 
clear. A small amount of cash was managed for two residents and the resident signs 
that they were withdrawing the money.  
 
Some improvements required  
 
The statement of purpose submitted prior to the inspection did not include all items 
required by the Regulations. A revised statement of purpose was received on the 1 
April 2011 but this still did not meet the requirements of the Regulations.  
 
Inspectors had concerns about the security arrangements of the premises. An 
Inspector visited the centre at 7.15 am on the second day of inspection and found 
that the door was unlocked and there was free access to the unit, which posed a 
potential risk to residents. The person in charge told inspectors that a security 
person worked from 6.00 pm to 10.00 pm and after that time the doors were locked, 
access was by ringing the bell and the staff opened the door from the unit. The 
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person in charge wrote to the inspector following the inspection to inform of her of 
the progress she had made in this area to ensure residents were safe. A meeting had 
been held between the CNMs, person in charge, CEO and ADON to discuss access 
and remind them of the security arrangements. A copy of a memo sent to the 
managers regarding security arrangements was forwarded to the inspector.  
 
The inspectors viewed the directory of residents. It was in compliance with the 
Regulations apart from one entry where a resident left the centre and was admitted 
to hospital. The transfer or return entries were not recorded.  
 
While the process of auditing was to be commended, this required further work to 
analyse possible trends in this information to improve the quality of service and 
safety of individual residents.  
 
Inspectors noted that that some work had been undertaken since the previous 
inspection to develop the medication management policy and the restraint policy, 
both of which were due to be signed off at the next clinical governance committee 
meeting. All other polices required by the Regulations had been removed by the 
person in charge at the last inspection as they were not guiding practice. The person 
in charge said that she was systematically updating all policies to ensure they were 
unit specific, guided practice and met the requirements of the Regulations. This 
would include risk management policy, falls management, elder abuse and end-of-life 
policies.  
 
Significant improvements required  
 
There was no emergency plan. The administrator told the inspectors that the 
management team had developed and rolled out the fire policy since the last 
inspection and were planning to develop an emergency procedure to guide staff in 
the total evacuation from the building should that be necessary and the process to 
re-enter the building following evacuation. The person in charge acknowledged the 
need to develop such a plan as soon as possible.  
 
While the inspectors noted some good practice in manual handling, they observed 
poor practice in manual handling on two occasions. Staff was observed using 
inappropriate moving and handling techniques to transfer residents from wheelchairs 
to chairs which may have the potential to cause injury to residents. The training 
records showed that only 12 of the 29 staff had attended training on manual 
handling in the past three years. The person in charge showed the inspectors the 
records of the dates booked for further training sessions in 2011 to bring all staff up 
to date.  
 
The training records showed that not all staff had attended mandatory fire training. 
Inspectors read the fire training records and noted that two staff had not undertaken 
fire training (one of these staff members had only returned from leave). The agency 
nurse on night duty who did not work full-time could not tell the inspector what she 
would do in the event of a fire. This posed a potential risk to residents’ safety if she 
could not safely coordinate fire procedures. The person in charge told inspectors that 
fire safety training was planned for April 2011.  
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Staff members interviewed were able to define their responsibilities should they 
suspect an allegation of abuse and they were able to tell inspectors what they would 
do if an allegation of abuse was made to them. However, training records showed 
that only 11 of the 29 staff had attended elder abuse training and there was no other 
measure in place aimed at preventing residents being harmed or suffering abuse. 
The person in charge told inspectors that protection and prevention of elder abuse 
training was planned 2011. There was no policy or procedures for the prevention, 
detection and response to abuse.  
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2.     Quality of the service 
 
 
Outcome: Residents receive a good standard of service, appropriate 
treatment and are treated with courtesy and respect. 
 
A quality service is one where residents are protected from harm or abuse, 
where practice is person-centred, where rights are protected, where 
residents are enabled to play an active part in the centre and where 
management, staff and residents work together towards continuous 
improvement. 
 
Evidence of good practice 
 
Residents told inspectors that they exercised choice in how they spent their day, 
getting up and going to bed when they wished, having breakfast or lunch in bed or 
in the dining room at times that suited them. Residents also confirmed that they 
could sit where they wished and enjoyed the variety of day areas available to them.  
 
Staff strived to ensure the privacy and dignity of residents was respected. Only two 
of the bedrooms were twin bedrooms and a married couple shared one of these 
rooms. Screens were provided around each bed and staff were observed to use them 
and close doors when delivering personal care. The inspectors saw staff knocking on 
bedroom doors and waiting for an answer before entering. Inspectors noted that 
staff addressed residents by their preferred names and spoke patiently in a clear, 
courteous and respectful manner. Staff and residents knew each other very well; 
staff said that they knew residents’ likes and dislikes and residents confirmed this to 
be the case. One staff member spoke a few words in Irish to a resident as she had 
previously worked as an Irish teacher and the resident responded well to this. 
 
Inspectors noted that residents’ autonomy and independence was promoted. Staff 
were observed encouraging and assisting residents to mobilise and walk to the dining 
rooms and bathrooms. The physiotherapist worked in the centre two days each 
week, keeping residents mobile and providing group exercise classes and individual 
treatment as required. Records of this were seen in residents’ files. Residents 
confirmed that staff assisted them to go for walks both inside the building and 
outside in the gardens when the weather was warm. There was an enclosed garden, 
which many of the residents had access to and said they really enjoyed this area.  
 
Inspectors joined residents for lunch. They sampled and confirmed the meal to be 
tasty. There has been some improvement to the dining experience since the last 
inspection. Many dependant residents now used the main dining room and enjoyed 
the experience.  
 
Inspectors observed that a staff nurse and carer now supervised the meal times. The 
staff told inspectors, the process of supervision was showing positive results for 
residents and staff were now aware of residents’ nutritional intake. Inspectors 
observed the menu on display on the board near the serving area. Staff now assisted 
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residents to walk to the carvery and choose their meal. The tables were nicely 
decorated and the room layout had been improved - coloured dividers were placed 
between a number of tables to enhance residents’ privacy. Inspectors found that 
lunch was an unrushed and sociable occasion.  
 
Residents had access to a kitchenette for a snack after the main kitchen was closed.  
The chef discussed the presentation of the meal with inspectors. He showed the 
inspectors how he was trialling moulds for pureed food to improve the presentation 
of soft diets.  
 
Since the previous inspection, a carer was allocated to the day room to meet 
residents when they arrived from their bedrooms in the morning. His role included 
providing fluids and supervision of residents. He chatted to the residents and offered 
a variety of drinks during the day. Jugs with a range of juices and water were 
available in day room and staff regularly offered drinks to residents. Staff actively 
encouraged residents at risk of malnutrition to take supplementary drinks. For 
residents who required fluid intake to be monitored, staff completed fluid balance 
sheets for a 24 hour period or longer if required and these were viewed by 
inspectors.  
 
Residents had access to the local community. Staff and residents told inspectors that 
a number of residents were taken out to a show or for day trips. 
 
Staff were cognisant of the needs of those residents who could not go out and they 
had recently purchased a white board with internet access, and used a website to 
show residents the streets they had lived on and their houses. Many residents said 
they really enjoyed this.  
 
Residents’ clothing was clean, coordinated and well maintained. Staff said that 
residents were encouraged to choose the clothes that they want to wear each day. 
This was confirmed by residents. 
 
Some residents were observed partaking in activities. The occupational therapy and 
activity team developed a booklet of the weekly activity for residents, which included 
the schedule for the week, and described the options on offer such as drama, extend 
class, scrabble and Sonas.  
 
One resident told the inspectors about his opportunities to follow up on his interests. 
He said he would often chat to other residents about gardening as he had a passion 
for it. He had ordered flowers over the phone and told inspectors that the staff also 
brought him seeds to plant in the garden.  
 
Some improvements required  
 
Some residents required assistance with their meal in the dining room on the unit. 
On the second day of the inspection, inspectors observed meals for two residents 
brought at the same time from the kitchen for the two residents, despite the fact 
that two staff members were not available at that time to assist residents. The meal 
was left for ten minutes until staff members were available. Inspectors also noted 
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that all three courses of residents meals were brought at the same time for each 
resident, and the main meal may go cold before the resident was finished their soup.  
 
Some residents told inspectors that they did not like the presentation and taste of 
the kosher meals. Residents said the kosher kitchen had been recently closed and 
that they were now provided with pre-packed food which was prepared off site and 
then cooked in the centre. A number of residents described the food as “airplane 
food”. Others said that at times, “It is inedible”. They told the inspectors they were 
deeply upset about the food they had to eat. Some of the Jewish residents said they 
had decided to eat the food prepared in the main kitchen instead of the kosher food 
as they could not eat the kosher meals offered. The CEO and person in charge were 
aware of the residents’ comments and dissatisfaction and were actively trying to find 
an alternative to this solution.  
 
Inspectors noted that there was no improvement in the provision of activities to 
more dependant residents since the last inspection. Inspectors noted that there were 
programmes of activity organised for residents who were independent and as a 
result, they had a more interesting day. This was not the case for residents with a 
cognitive impairment who sat for long periods with very little stimulation. There was 
a full time activities person and two occupational therapists (OT) to cover the 
Bloomfield Care Centre and they spent some time in the designated centre. The CEO 
told the inspectors that she was addressing the deficit in this area by recruiting two 
OT assistants to provide activation to residents in New Lodge only. The CEO told 
inspectors that interviews had taken place and the positions should be filled in April 
2011. The senior OT told the inspectors that they were in the process of introducing 
activity assessments and care plans for fulfilment for residents but this had not been 
rolled out at the time of the inspection.  
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3. Healthcare needs 
 
 
Outcome:  Residents’ healthcare needs are met. 
 
Healthcare is integral to meeting individual’s needs. It requires that 
residents’ health, personal and social care needs are assessed and 
reviewed on an ongoing basis, within a care planning process, that is 
person centred. Emphasis is firmly placed on health promotion, 
independence and meaningful activity. 
 
Evidence of good practice 
 
Healthcare needs were met to a satisfactory standard. There were good 
communication systems in place to ensure that essential information was passed to 
the relevant nurse, carer and person in charge. Staff were aware of residents’ needs 
and strived to provide care in a holistic manner. All nurses and care staff were up-to-
date in relation to the changing needs of residents. Support services such as 
physiotherapy and OT services were provided in house as required whilst dietician 
and speech and language therapy were accessed on a needs assessed and referral 
basis by the medical superintendent. Some residents were availing of mental health 
services from psychiatry services provided in-house. Chiropody services were 
provided on an assessed needs basis and residents told inspectors that they were 
satisfied with all service provision. On the day of the inspection, one resident was 
attending the out patients department in an acute hospital and another was 
attending for dialysis in a near by hospital.  
 
Risk assessments were carried out for tissue viability, malnutrition and prevention of 
falls to prevent deterioration in health status.  
 
Residents’ weights were recorded on admission and most were recorded on a three 
monthly basis. However, since the previous inspection, residents at risk of weight 
loss and malnutrition had a malnutrition risk assessment completed each week and 
their weight monitored appropriately. Those who were nutritionally compromised had 
a diet record maintained daily. All residents at risk were reviewed by the dietician 
and medical superintendent and there was a care plan to guide the care to be 
delivered. The chef and catering supervisor had met residents who were refusing 
their meals to find alternatives to the menu on offer. Residents were provided with 
nutritional supplements as required.  
 
Residents who were at risk of pressure ulcers had been provided with pressure 
relieving mattresses. Inspectors observed that these mattresses were at the correct 
setting appropriate to the weight and needs of the individual resident. 
 
Access to medical care services were satisfactory. Residents and staff stated that 
they were satisfied with the medical services provided for residents. A medical 
superintendent covered the entire centre and visits the unit three days per week or 
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more often if required. Residents also kept their own GP if they wished. An out of 
hours service was available. The medical superintendent attended the clinical 
governance meeting and was actively involved in improving the service for residents.  
 
The staff told the inspectors that following discussions with residents, a portable 
altar, recommended by the hospice organisation was placed by the bedside of the 
resident and a card with a symbol was placed on the outside of the bedroom door to 
alert passers by that a resident was nearing end of life. The symbol served as a 
reminder to be quiet and respectful. The chef told the inspectors how he left a flask 
of tea/coffee, sandwiches and cake in the residents’ rooms for families or they were 
welcome to dine in the main dining room if they were staying with their relatives.  
 
The person in charge told inspectors she had reviewed the residents’ prescription 
sheets since the inspections, with particular focus on those who required night 
sedation and was planning to reduce the usage of these medications in consultation 
with the medical superintendent. The changes made since the review included, a 
change to the storing and administering night sedation. Night sedation was now 
stored in a separate tray in the medication trolley.  
 
There was a local pharmacist who visited monthly to meet residents, relatives and 
staff and answer any queries. Staff spoken with were competent and knowledgeable 
when outlining procedures and practices on medication management. Medications 
requiring strict controls were managed in line with legislation. The CNM had 
commenced weekly audits of medication and she said she was due to commence 
implementing changes. The staff told inspectors there were no medication errors 
since the last inspection. Inspectors confirmed this when reviewing the incident 
reports.  
 
Some improvements required  
 
Inspectors read a number of care plans, talked to staff and noted that some work 
had commenced in this area since the previous inspection, with the introduction of 
new care planning documentation. Staff showed inspectors the new care plan 
format. The person in charge had trained staff on the use of these documents and 
while they had not been introduced for some residents, staff were in the process of 
introducing these documents for all residents. The inspectors noted that the current 
care plans still did not guide the care to be delivered and were not always updated 
with the resident’s changing condition. For example, one resident who was a diabetic 
did not have this detailed in his care plan. Another resident who had recently passed 
away had evidence of symptom management in her progress notes but did not have 
an end-of-life care plan. There was no evidence that residents and relatives were 
involved in the development of care plans. 
 
A considerable amount of work was undertaken in the area of restraint by the senior 
OT since the previous inspection. The staff were more knowledgeable about restraint 
and the residents who were previously being inappropriately restrained with tight lap 
belts and in a recliner chair were being well managed and were without restraint. 
However, inspectors noted that there was a high use of bedrails with 25 out of 36 
residents using these.  
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The majority of residents who required a restraint had an assessment in place but 
this was not always the case and some residents did not have a care plan for the use 
of these. The inspectors acknowledged that the senior OT had plans to address the 
deficits in restraint management. This included rolling out the restraint policy, the 
use of assessment tools and implementing care plans for all who required restraint. A 
training programme for staff in the use of restraint versus enablement was shown to 
inspectors but these had not commenced as yet. 
 
Following the last inspection, the CNM had started gathering and monitoring 
information in relation to the number and incidences of falls and the CNM said there 
had been a reduction in the number of falls. This was verified with a review of 
incident/accident reports. The staff said the root cause for this reduction was the 
supervision of residents in the day room. Staff was now able to describe the care to 
be delivered should a resident fall and there were some falls care plans in place. All 
falls incidents were discussed at the clinical governance committee meeting. The 
minutes were read by inspectors.  
 
While this was an improvement, the practice to identify, respond and learn from falls 
was not yet embedded. Inspectors noted the following: 
 

 falls assessments were not always repeated following a resident falling 
 assessments and care plans were not updated following resident’s return from 

hospital. A resident fell on 2 March 2011 and was admitted to hospital, where 
he remained until 10 March 2011. The assessment and care plans were not 
completed for four days. Care plans for residents at risk of falls were not 
detailed enough to guide practice  

 the person in charge had developed a guidance document for staff in “what to 
do if the resident has a fall in the nursing home” but this did not guide practice 

 a neurological observation chart had been introduced since the previous 
inspection. This was not always completed after an unwitnessed fall to rule out 
a head injury 

 a resident who regularly falls goes to the smoking room unsupervised and the 
risk assessment for this resident was not comprehensive  

 the Authority was not notified of all serious injury resulting from a fall until the 
failure to do so was brought to the attention of the person in charge on 
inspection. This notification was received in the office of the Authority on 30 
March 2011 

 the person in charge and the senior OT told the inspectors that they, along 
with the physiotherapist, were developing a falls management policy but this 
had not commenced.  

 
Significant improvements required 

 
There was no current medication management policy. Inspectors were shown the 
medication policy, this was in draft format and had been developed since the 
inspection, it was due to be signed off at the next clinical governance meeting.  
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Medication administration was not always in line with best practice.  
Practice in this area had improved since the previous inspection. The prescriptions 
had been rewritten by the medical superintendent to reduce any confusion, and the 
medical superintendent provided guidance on the administration of night sedation. 
The times of administration of the medications were now written on the 
administration sheet. However, inspectors also read a number of residents’ 
prescriptions and administration record sheets and noted that the residents’ 
prescription did not always match the administration record sheet which was pre-
printed by the pharmacy. One resident’s administration record sheet included a 
medication to be given once daily as required. However, the resident was not 
prescribed for this. Staff told inspectors that the night staff continued to administer 
medications prior to the time at which the medication was prescribed.  
 
Despite the improvements to the prescribing and administration records there were 
still some areas to be addressed. For example, one resident was prescribed for a 
medication “one or two tablets” at night. The dose of the medication administered 
was only signed by the nurses on two occasions, and so was not consistently 
recorded. Therefore, it was difficult to determine how much medication the resident 
received each night. There was no protocol to guide staff in determining how much 
as required medication to administer.  
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4. Premises and equipment: appropriateness and adequacy 
 
 
Outcome: The residential care setting provides premises and equipment 
that are safe, secure and suitable. 
 
A good physical environment is one that enhances the quality of life for 
residents and is a pleasant place to live. It meets residents’ individual and 
collective needs in a comfortable and homely way, and is accessible, safe, 
clean and well-maintained. Equipment is provided in response to the 
assessed needs of each of the residents and maintained appropriately. 
 
Evidence of good practice 
 
Inspectors found the building to be clean, warm, comfortable and odour free.  
The premises design and layout was safe, hygienic, spacious and well maintained.  
There was a variety of seating in communal areas and on the corridor. A new cosy 
corner was being developed in the dining room for residents to sit and relax should 
they choose.  
 
There was suitable and sufficient assistive equipment to support residents who had 
mobility difficulties. Each resident had their own individual equipment varying from 
wheelchairs, walking frames to walking sticks. There were call bells available in 
bedrooms, within reach. Residents said that bells are answered very promptly if not 
immediately. 
 
There were sufficient toilets, bathrooms and showers to accommodate the needs of 
residents. Communal space, including sitting room space, was adequate. 
 
A resident invited the inspectors to visit her room. Residents’ bedrooms were 
personalised with photographs, televisions, stereos, books, ornaments and soft toys.  
There was plenty of storage space available in wardrobes and bedside cabinets.  
 
Laundry and sluicing facilities were adequate and supported good hygiene practices.  
Inspectors noted that soiled clothing was laundered separately and at appropriate 
high temperatures to prevent the spread of infection. Residents’ clothes were 
labelled to minimise mix-ups. 
 
Inspectors found there was a well organised system in place for cleaning the 
building. The household staff were observed carrying out cleaning duties in a 
methodical manner according to the cleaning schedule. Cleaning agents and 
detergents were securely locked away when not in use. Inspectors read the records 
of the cleaning audits completed monthly and these showed that all areas identified 
were addressed.  
 
Inspectors found that good hand hygiene practices were adhered to by staff. There 
were adequate hand-washing facilities and gels located in strategic areas throughout 
the centre. 
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CCTV was in use at exits and corridors of the building, to maintain the safety of 
residents. Its use did not infringe on the privacy of the residents. 
 
The building was well maintained both internally and externally. General 
maintenance was addressed as required. The maintenance records were viewed by 
inspectors and they showed that all issues were followed up.  
 
Inspectors visited the kitchen and found it to be spacious and well equipped. 
Inspectors noted plentiful supplies of foods, home baked produce, fresh fruit and 
vegetables. The chef showed the inspector how the menus were reviewed by a 
dietician and advice was given. Catering staff were trained in food safety. Separate 
changing and toilet facilities were provided for catering staff. The catering area had 
received external hygiene mark for the catering services provided.  
 
The water and room temperatures were checked and were appropriate to the 
residents’ needs.  
 
Some improvements required  
 
Residents did not have access to a lockable space in their bedrooms. 
 
There was a lack of general storage space, inspectors observed hoists stored in the 
bathrooms and on the corridor.  
 
The sluice room was clean and organised but did not have hand washing facilities. 
 
Signage on the store rooms stated the rooms should be locked but these were 
observed to be open.  
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5. Communication: information provided to residents, relatives 

and staff  
 
 
Outcome: Information is relevant, clear and up to date for residents. 
 
Information is accessible, accurate, and appropriate to residents’ and staff 
needs. Feedback is actively sought from residents and relatives and this 
informs future planning and service provision. Information is recorded and 
maintained in accordance with legal requirements and best practice and is 
communicated to staff on a need to know basis to ensure residents’ 
privacy is respected.  
 
Evidence of good practice 
 
The day-to-day involvement of the person in charge supported direct verbal 
communication between residents, visitors and staff. Residents, visitors and staff told 
the inspectors that the person in charge or CNM was always available and they felt 
that communication was welcomed and encouraged. Relatives’ feedback was 
welcomed. The person in charge developed a comment sheet, which was available at 
the entrance to the unit should a resident or relative wish to make a comment.  
 
Relatives told the inspectors that they were satisfied with information provided by 
staff about residents’ healthcare and general wellbeing. One relative told inspectors 
that the staff emailed her with the progress of her family member as she was not 
living in Ireland. The staff also supported residents to use an internet service which 
facilitated residents to talk to their family members abroad.  
 
A residents committee had been developed and had not met since the latter end of 
2010. The person in charge said she was planning to re establish this committee, she 
said she had invited family member to chair these meeting and was waiting 
responses. Inspectors noted that suggestions made by residents at these meetings 
had been taken on board. For example, residents wanted more outing and these 
were taking place.  
 
Newspapers and magazines were available to residents. There was also access to 
large print books and audio tapes. Televisions were available in residents’ bedrooms 
and some residents their own phone lines in their bedrooms with loud speakers and 
large dials to assist those with hearing impairment.  
 
Inspectors observed staff taking time with all residents and sitting to chat to them. 
In particular, they took time to reassure residents with dementia. They spoke slowly, 
clearly and sensitively and repeated information to ensure that the resident 
understood what was being said to them. Inspectors spoke to staff who outlined 
various techniques they used when communicating with residents with dementia. 
Inspectors observed the chairs and tables in the sitting room, strategically positioned 
to encourage conversation between residents and staff.  
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Inspectors were satisfied that the person in charge had an effective staff 
communication strategy in place. The team meetings were and were held regularly 
and formalised after the last inspection. The minutes of meetings were read by 
inspectors. Staff told inspectors they were asked their opinion about the previous 
inspection and discussed the actions required and processes in place to address the 
areas of concern. There were also regular updates for staff on changing needs of 
residents with one to one meetings and memos to staff. There were arrangements in 
place for communication between staff on a daily basis. Handover meetings were 
held three times per day, the inspector attended this meeting on the second morning 
and noted it was informative.  
 
Some improvements required  
 
Inspectors found that residents’ records were not well maintained. One residents 
record showed that a resident was unwell on 15 February and was seen by the 
doctor who suggested the resident be transferred to the accident and emergency 
department, nursing notes stated the resident did not go to the hospital on that night 
as “there was no staff to take her”. The notes then read that this resident was taken 
to the hospital the following morning by taxi. The person in charge told inspectors 
that this information was incorrect as the resident did not go to the hospital on the 
evening as the resident refused to go when the ambulance arrived.  
 
Residents care plans were stored at the nurses’ station, which were accessible to all 
and was not maintained securely, therefore confidentiality may not be maintained. 
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6. Staff: the recruitment, supervision and competence of staff 
 
 
Outcome: Staff are competent and recruited in sufficient numbers to meet 
residents’ needs. 
 
Staff numbers and skill-mix are determined by the size and complexity of 
the service and there should be sufficient competent staff on duty, both 
day and night, to meet the needs of residents. Robust recruitment and 
selection procedures ensure the appointment of suitably qualified and 
experienced staff. Staff are supported in their work by ongoing training 
and supervision. 
 
Evidence of good practice 
 
The person in charge told inspectors that she based the staffing levels on the 
assessed needs of the residents, including their health and social needs. She said she 
determined dependency levels using a validated assessment tool. Inspectors found 
that the levels and skill-mix of staff were sufficient to meet the needs of residents 
during the day and night and a review of the rota indicated that these were the usual 
arrangements. There was an increase in the staffing levels since the last inspection, 
with an additional staff member allocated to the day room to supervise residents. 
Residents and relatives confirmed that they were satisfied with the staffing levels.  
 
There was a clinical nurse manager or nurse in charge each day and she assigned 
and delegated specific duties and responsibilities to other staff. Each staff nurse was 
assigned a number of care plans to develop and update.  
 
Staff were clear about their roles and responsibilities and were able to explain these 
to the inspectors. There was a change in the allocation of staff to separate areas 
since the previous inspection, the staff nurses said they now deliver care and 
supervise the carers rather than having to go between the day room to check on the 
residents and the bedrooms which was interrupting their flow of work.  
 
There was a probation period for new staff and the records of these were seen. The 
person in charge said that an employee handbook was at the printers.  
 
While all staff had not attended mandatory training, the provider and person in 
charge were committed to providing ongoing training to staff. Inspectors read the 
training records and noted that staff had attended training in care planning, best 
practice in older person care, veno puncture and medication management.  
 
Some improvements required  
 
There was no formal supervision of staff pertinent to their role, particularly for 
agency staff who worked routinely at the centre. The agency nurse on night duty 
told the inspectors that she would not be familiar with all policies and procedures.  
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There were robust written operational recruitment policies. All new staff had all the 
required documentation as per the regulations prior to starting work. However, some 
files for existing staff members did not contain three references. The administrator 
was aware of what was required to meet the Regulations and was currently seeking 
this for existing staff.  
 
Minor issues to be addressed  
 
The person in charge told the inspectors that she was planning on developing a 
formal induction for newly employed staff.  
 
While the person in charge and provider encouraged further development of staff, 
only five of the care staff had attended Further Education and Training Awards 
Council (FETAC) Level 5. The person in charge said she was planning to address this 
deficit.  
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Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider, 
person in charge, and ADON to report on the inspectors’ findings, which highlighted 
both good practice and where improvements were needed.  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 

 
 
Provider’s response to inspection report* 
 

 
Centre: 

 
New Lodge Nursing Home 

 
Centre ID: 

 
0073 

 
Date of inspection: 

 
22 and 23 March 2011 

 
Date of response: 

 
10 May 2011 

 
Requirements 
 
These requirements set out what the registered provider must do to meet the Health 
Act 2007, the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 (as amended) and the National Quality Standards 
for Residential Care Settings for Older People in Ireland. 
 

1. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
The was no emergency procedure to guide practice.  
 
Action required:  
 
Review and update the emergency plan for responding to emergencies. 
 
Reference:   

Health Act, 2007 
                   Regulation 31: Risk Management Procedures 
                   Regulation 16: Staffing 
                   Standard 26: Health and Safety 
 
 
 

                                                 
* The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 

g updated to ensure 
mpliance with the Regulations. 

31/05/2011 
 
The centre’s continuity plan is bein
co

 
 

 
 

2. The provider has failed to comply with a regulatory requirement in the 
llowing respect: 

 on night duty could not tell the inspector what she would do in the event of a 
re. 

fo
 
Some staff had attended fire training. The agency staff nurse who was the only staff 
nurse
fi
 
Action required:  

e designated centre are 
ware of the procedures to be followed in the case of fire. 

 
Make arrangements to ensure that all persons working at th
a
 
Reference:  

nd Records 
                 Standard 26: Health and Safety 

Health Act, 2007 
                   Regulation 32: Fire Precautions a
  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 

staff and a 
andover information sheet has also been developed. 

In place 
 
All staff have attended fire training. The procedures to be 
followed in the event of a fire are available for agency 
h

 
 

 
 

3. The provider has failed to comply with a regulatory requirement in the 
llowing respect: 

spectors observed poor practice in manual handling on two occasions.  

of the 29 staff had attended training on 
anual handling in the past three years. 

fo
 
In
 
The training records showed that only 12 
m
 
Action required:  

nsure staff are trained in the moving and handling of residents  
 
E
 
 

Page 28 of 42 



Action required:  

ake all measures to prevent accidents to any person in the designated centre. 
 
T
 
Reference:  

 Procedures 
                 Standard 26: Health and Safety 

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

Timescale: 
 

Provider’s response: 

ll outstanding training will be completed during May 2011.  31/05/2011     
 
A

 
 

 
 
4. The provider has failed to comply with a regulatory requirement in the 

llowing respect: 

 the 

spection; it was due to be signed off at the next clinical governance meeting.  

 prior to the time that the medication 
as prescribed this medication to be given at. 

esidents’ prescription did not always match the administration record sheet. 

uide staff in determining how much “as required” 
edication to administer. 

fo
 
There was no current medication management policy, inspectors were shown
medication policy, this was in draft format and was developed since the last 
in
 
Night staff continued to administer medications
w
 
R
 
There was no protocol to g
m
 
Action required:  

ines to residents and ensure that staff are familiar 
ith such policies and procedures. 

 
Agree and roll out the operational policies relating to the ordering, prescribing, 
storing and administration of medic
w
 
Reference:

33: Ordering, Prescribing, Storing and Administration of  

Standard 15: Medication Monitoring and Review 

   
Health Act, 2007 
Regulation 
Medicines 
Standard 14: Medication Management  

 
Please state the actions you have taken or are planning 
to

Timescale: 
 take with timescales:  
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Provider’s response: 

he draft policies are due for approval during May 2011. 

mended to reflect the time that medications are administered 

esidents prescriptions match the administration record sheets 

e used and how much can be administered in a 24 
our period. 

1/05/2011 

 place 

 place 

In place 

 
T
 
The medication administration record sheets have been 
a
 
R
 
“As required” medication is now documented clearly. The 
prescription clearly states what the medication is to be used for, 
when it is to b
h

 
 
3
 
In
 
 
In
 

 
 
5. The provider has failed to comply with a regulatory requirement in the 

llowing respect: 

erious injury to a resident within the appropriate 
me frame as per the Regulations.  

fo
 
The Authority was not notified of a s
ti
 
Action required:  

otify the Authority of serious injuries as per the Regulations.  
 
N
 
Reference:   
                  Health Act, 2007 
                  Regulation 36: Notifications of Incidents  

tandard 29: Management Systems                   S
                   
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 

. 
o ensure the correct timelines are used have been 

troduced. 

In place 
 
The correct notification was made but was outside the timelines
Procedures t
in

 
 

 
 
6. The provider/person in charge has failed to comply with a regulatory 
equirement in the following respect:  

easure in place aimed at preventing residents being harmed or suffering abuse.  

s no policy or procedures for the prevention, detection and response to 
buse.  

r
 
Only 11 of the 29 staff had attended elder abuse training and there was no other 
m
 
There wa
a
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Action required:  

he policy on and procedures for the prevention, detection and 
sponse to abuse.  

 
Develop and roll out t
re
 
Action required:  

er measure in place aimed at 
reventing residents being harmed or suffering abuse. 

 
Make all necessary arrangements by training staff or oth
p
 
Reference: 

elfare and Protection 
tandard 8: Protection 

  
Health Act, 2007 

                   Regulation 6: General W
                   S
                    
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 

 

hortly. Outstanding training will be completed during May 
011. 

30/06/2011 
 
A policy on abuse has been in place for several years. However,
this has recently been removed from the ward to allow it to be 
updated to reflect current best practice. The revised policy will 
issue s
2

 
 

 
 
7. The provider has failed to comply with a regulatory requirement in the 

llowing respect: 

 at the 
 not been replaced.  

his includes risk management and end of life policies.  

fo
 
Polices required by the Regulations had been removed by the person in charge
last inspection as they were not guiding practice and had
T
 
Action required:  

ut in place and implement all polices as required by Schedule 5 of the Regulations. 
 
P
 
Reference: 

res 
 Procedures 

                 Standard 26: Health and Safety 

  
Health Act, 2007 

                   Regulation 27: Operating Policies and Procedu
                   Regulation 31: Risk Management
  
 
Please state the actions you have taken or are planning 
to

Timescale: 
 take with timescales:  
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Provider’s response: 

re 
me will be 

plemented for staff during 2011 in this regard. 

By end 2011 
 
Policies are undergoing systematic review during 2011 to ensu
that they are ward-specific. An education program
im

 
 

 
 
8. The person in charge has failed to comply with a regulatory requirement 

 the following respect: 

ce was not provided to residents with their meal in the dining 
om on the unit.  

ts’ dietary restrictions on religious grounds were not 
cilitated to a good standard.  

in
 
Appropriate assistan
ro
 
Inspectors noted that all residen
fa
 
Action required:  

appropriate assistance to residents, dependant on their abilities at meal 
mes.  

 
Provide 
ti
 
Action required:  

sidents’ dietary restrictions based on their religious grounds to a good 
tandard.  

 
Facilitate re
s
 
Reference:

Standard 19: Meals and Mealtimes 

   
Health Act, 2007 
Regulation 20: Food and Nutrition 

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

Timescale: 
 

Provider’s response: 

ed to make 
ure appropriate assistance is available promptly. 

re 

ppropriate nutritional content by a Consultant Dietician. 

e different options for provision of special 
ietary requirements.  

 place 

 place 

Ongoing 

 
The sequencing of serving of meals has been alter
s
 
Residents dietary restrictions based on religious grounds a
facilitated. Meals have been evaluated and confirmed for 
a
 
We continue to evaluat
d

 
 
In
 
 
In
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9. The person in charge has failed to comply with a regulatory requirement 

 the following respect:  

esident or relative involvement in the development or 
view of their care plans. 

sidents. One resident 
ho was a diabetic did not have this detailed in his care plan. 

d from hospital did not have their care plan developed for at a 
inimum four days.  

 plans for residents at risk of falls were 
ot comprehensive enough to guide practice. 

in
 
There was no evidence of r
re
 
The care plans required more detail to guide staff to care for re
w
 
Residents who returne
m
 
Residents who had fallen did not have a post falls assessment completed. A 
neurological observation chart had been introduced since the previous inspection. 
This was not always completed post falls. Care
n
 
Action required:  

clude residents and or relatives in the development and review of their care plan. 
 
In
 
Action required:  

sident. Provide suitable and sufficient care to residents as set out in their care 
lan. 

 
Set out each resident’s needs in an individual care plan developed and agreed with 
the re
p
 
Reference:   
                  Health Act, 2007 
                  Regulation 8: Assessment and Care Plan 
                  Regulation 6: General Welfare and Protection 

tandard 11: The Resident’s Care Plan 
                  Standard 10: Assessment 
                  S
                   
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 

sed basis, including involvement of 
sidents and relatives. 

ith diabetes have their requirements listed in the 
are plan. 

 progress 

In place 

 
A new care plan format has been introduced and is being 
implemented over a pha
re
 
Residents w
c

 
 
In
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10. The provider has failed to comply with a regulatory requirement in the 

llowing respect: 

are plans for some of the residents who required 
straint in the form of bedrails. 

he policy providing direction to staff on the use of restraint was in draft format. 

fo
 
There were no assessment and c
re
 
T
 
Action required:  

int 
 used, the nature of the restraint and its duration, in respect of each resident.  

 
Maintain, in a safe and accessible place, a record of any occasion on which restra
is
 
Action required:  

e to ensure staff use evidenced based 
ursing practice in the use of restraint. 

 
Roll out the policy and training programm
n
 
Reference:   
                  Health Act, 2007 
                  Regulation 25: Medical Records 
                  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: 

plementation during May 2011. A training plan is in place. 
31/05/2011 

 
The policy on restraint has been revised and is due for 
im

 
 

 
 
11. The provider has failed to comply with a regulatory requirement in the 

llowing respect: 

spectors had concerns about the security arrangements of the premises.  

 unsupervised and the risk 
ssessment for this resident was not comprehensive.  

fo
 
In
 
A resident who regularly falls goes to the smoking room
a
 
Action required:  

ocedures with particular 
gard to the security arrangements for out-of-hours. 

 
Monitor the implementation of the risk management pr
re
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Action required:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre by developing a risk assessment for the resident left unsupervised when 
smoking. 
 
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: 
 
A risk assessment detailing appropriate arrangements is included 
in the care plan of the resident who uses the smoking room. 
 

 
 
In place 

 
12. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Inspectors found that residents’ records were not well maintained. One resident’s 
records were did not accurately reflect the situation as described by the person in 
charge.  
 
Action required:  
 
Ensure a record is maintained when a resident refuses treatment, records should be 
maintained in a manner so as to ensure completeness and accuracy.  
 
Reference:   
                  Health Act, 2007 
                  Regulation 25: Medical Records 
                  Regulation 22: Maintenance of Records 
                  Standard 32: Register and Residents’ Records  
                   
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Meetings have been held with nursing staff to outline 
requirements for maintaining resident’s records to an 
appropriate standard and an audit system has been 
implemented. 
 

 
 
In place 

 

Page 35 of 42 



13. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The directory of residents was in compliance with the Regulations apart from one 
entry where a resident left the centre and was admitted to hospital. The transfer or 
return entries were not recorded. 
 
Action required:  
 
Keep the directory of residents up-to-date. 
 
Reference:   
                  Health Act, 2007 
                  Regulation 23: Directory of Residents  
                  Standard 32: Register and Residents’ Records 
                  
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Arrangements are in place for upkeep of the directory when key 
personnel are on leave. 
 

 
 
In place 

 
14. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The opportunities for residents with a cognitive impairment to participate in 
meaningful and purposeful occupation and leisure activities were not in place. The 
senior OT told the inspectors that they were in the process of introducing activity 
assessments and care plans for fulfilment for residents.  
 
Action required:  
 
Provide opportunities for residents to participate in development of activities 
appropriate to his her interest and capacities.  
 
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: 
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Provider’s response: 
 
A PAL assessment is being carried out on each resident with 
dementia in New Lodge. At the time of receiving the inspection 
report, 10 residents had a PAL assessment completed. 
 
A meaningful activities care plan, including the PAL results will 
be formulated for each resident for all the team to follow 
 
Two Occupational Therapy Assistants have been recruited for 
New Lodge to provide for the specific needs of residents in the 
day room and residents with dementia 
 
The Senior Occupational Therapist will guide both structured and 
unstructured activities and set up 1:1 individual session time for 
each resident with dementia, with an OT assistant. 
 

 
 
Ongoing – for 
completion 
20/05/2011 
 
03/06/2011 
 
 
Commenced  
03/06/2011 
 
 
03/06/2011 
 

 
15. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
While the process of auditing is to be commended, this required further work to be 
embedded and work is needed to identify possible trends in this information so that 
it can be used to improve the quality of service and safety of individual residents.  
 
Action required:  
 
Continue to develop a system for reviewing the quality and safety of care provided. 
 
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: 
 
The results of audits are discussed at Clinical Governance 
Meetings. Data is collated in a manner that facilitates trend 
analysis. 
 

 
 
In place 

 
16. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Residents did not have access to a lockable space in their bedrooms. 
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There was a lack of general storage space, inspectors observed hoists stored in the 
bathrooms and on the corridor.  
 
Signage on the store rooms stated the rooms should be locked but these were 
observed to be open.  
 
Action required:  
 
Provide suitable storage facilities for the use of each resident. 
 
Action required:  
 
Suitable provision is made for storage. 
 
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: 
 
Lockable space will be installed by 31 May 2011. 
 
Storage space will be increased by change of use of an unused 
room, this was agreed with inspectors at the time of inspection. 
 

 
 
31/05/2011 
 
30/06/2011 

 
17. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Residents’ care plans and records were stored at the nurse’s station, which was 
accessible to all and was not maintained securely; therefore confidentiality might not 
be maintained. 
 
Action required:  
 
Maintain records in a safe and secure place.  
 
Reference:   

Health Act, 2007 
                   Regulation 22: Maintenance of Records 
                   Standard 26: Health and Safety 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
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Provider’s response: 
 
Security arrangements are in place for the confidential storage of 
records and staff have been advised accordingly. 
 

 
 
In place 

 
18. The provide has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no supervision of agency staff during the night pertinent to their role.  
 
Action required:  
 
Introduce a system of supervision of staff on an appropriate basis pertinent to their 
role. 
 
Reference:   

Health Act, 2007 
                   Regulation 16: 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 handover system has been implemented for agency staff. 
 
Staff performance appraisal is being updated on a formal basis. 
 

 
 
In place 
 
June 2011 

 
19. The person in charge has failed to comply with a regulatory 
requirement in the following respect: 
 
Inspectors examined a number of staff files and found that they did not meet the 
requirements of the regulations. The administrator was actively seeking this 
information.  
 
Action required:  
 
Obtain the information and documentation for each staff member as specified in 
Schedule 2 of the Regulations. 
 
Reference:   
                   Health Act, 2007 
                   Regulation 18: Recruitment 
                   Standard 22: Recruitment 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Action is in progress to ensure the appropriate information and 
documentation is in place for each staff member. 
 

 
 
30/06/2011 

 
20. The person in charge has failed to comply with a regulatory 
requirement in the following respect: 
 
The statement of purpose submitted did not include all aspects as required by the 
Regulations. 
 
Action required:  
 
Update the statement of purpose to include all aspects of the Regulations. 
 
Reference:   
                  Health Act, 2007 
                  Regulation 5: Statement of Purpose 
                  Standard 1: Information 
                   
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The statement of purpose has been updated to include all 
aspects as required by the Regulations. 
 

 
 
In place 

 
  

Page 40 of 42 



 
 
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 

Consider how information is shared and recorded about who is on 
call at the weekend and on night duty.  
 

Standard 23: 
Staffing 
Levels and 
Qualifications 
 

Provider’s response: 
 
A document is now in place for day to night handover. A 
comprehensive information folder is being developed to ensure all 
out of hours and on call information required is held in one central 
location. 
 
Roll out plans to train all staff in FETAC Level five. 
 

Standard 24: 
Training and 
Supervision 
 

Provider’s response: 
 
This will commence in September 2011. 
 
 
Progress with plans to develop an induction programme for newly 
employed staff. 
  

Standard 24: 
Training and 
Supervision 

Provider’s response: 
 
In place 
 
 
Consider putting hand washing facilities in the sluice room.  
 

Standard 25: 
Physical 
Environment  
 Provider’s response: 

 
To be installed by 30 June 2011. 
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Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
New Lodge continue to develop best practice for residents and welcome the 
inspectors’ acknowledgement of the significant work undertaken to date in this 
regard. We are pleased to note the very positive feedback from residents and 
relatives which was given to the inspectors through the questionnaire and interview 
processes. 
 
Additional resources have been provided and a comprehensive programme of both 
structured and unstructured occupational activities has been developed to meet the 
individual needs of residents. 
 
New Lodge is committed to providing the best possible care environment for 
residents and welcome the inspectors input and comments in these matters. The 
additional best practice recommendations in the report are being addressed. 
 
Provider’s name: Bloomfield Care Centre Ltd 
Date: 10 May 2011 
 
 
 
 
 


