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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 

 
Summerville is a single-storey building set in spacious grounds. It can accommodate up to 
45 residents. Older, dependent people who need long term care and those who need 
respite or convalescent care are admitted. 
 
There is a large foyer inside the entrance door with a reception area close by. There is a 
nurses’ station located centrally providing a key point of contact for residents and visitors. 
There is a day sitting room, a dining room and a library with computer terminals located 
off the foyer. There is a second sitting room located at the opposite end of the building 
which opens onto a paved patio.  
 
There are three twin bedrooms and 39 single bedrooms. All bedrooms have en suite 
facilities that include a toilet, wash-hand basin and shower. There are two assisted 
bathrooms. There are eight toilets located close to communal areas around the building of 
which, six are wheelchair accessible. 
 
Other facilities include an oratory, a smoking room and a hair salon. There is a recreation 
room (also used for parties and annual celebrations) and a physiotherapy treatment room 
located in a quieter area of the building away from central foyer.  
 
The driveway and immediate perimeter is covered in tarmac and the grounds are 
accessible to residents. There is a paved patio area located off one of the day sitting 
rooms provided with seating. 
 
There is ample parking to the front and side of the building. 
 

Location 

 
The centre is located in a residential area in the village of Strandhill, approximately eight 
kilometres from Sligo town. There is a pedestrian footpath leading to the shops and 
business facilitates located close by. 
 

Date centre was first established: 1 March 2005 
 

Number of residents on the date of 
inspection 

43 

Number of vacancies on the date of 
inspection 

2 

 
Dependency level of 
current residents  

Max High Medium Low 

Number of residents 8 
 

16 
 

9 
 

10 
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Management structure 
 
The person in charge is Cecila Regio. All nurses and care assistants report to the person in 
charge. There is an assistant manger, Laura Dunne. All catering, laundry and the accounts 
manager report to the assistant manager. The person in charge and the assistant 
manager report to the Provider Mary Gilmartin, director of Summerville Healthcare Ltd. 
 

Staff 
designation 

Person 
in 

Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 

laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on duty 
on day of 
inspection 
 

1 2 7 3 3 2 *2 

 
*1 maintenance and 1 activity coordinator 
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Summary of findings from this inspection 
 
This was the second inspection of the centre undertaken by the Health Information and 
Quality Authority (the Authority). This was an announced registration inspection which 
took place over two days. As part of the registration process, the provider has to satisfy 
the Chief Inspector that he/she is 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). As part of the application for registration the 
provider was requested to submit relevant documentation to the Authority including 
completion of the Fit Person self assessment document. This documentation was reviewed 
by the inspector to inform the inspection process. 
 
In order to assess the fitness of the provider and the person in charge, separate ‘fit 
person’ interviews were held. The provider and the person in charge demonstrated good 
knowledge of the National Quality Standards for Residential Care Settings for Older People 
in Ireland and the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 (as amended). Since completing the fit person entry 
programme they had taken a number of initiatives including recruiting an activity 
coordinator and reviewing and improving the activity schedule. The care plans had been 
reorganised and a policy on managing residents’ finances was introduced. 
 
The centre was initially inspected in July 2010 and all of the actions and recommendations 
outlined in the inspection report at that time had been completed. There were areas of 
good practice identified and an evident commitment by the centre’s management team to 
work to meet the requirements of the regulations. The provider and person in charge 
displayed a good attitude towards service improvement and indicated a willingness to 
work to meet the Authority’s standards. 
 
Daily routines and care practices provided residents with capacity to exercise autonomy 
and make choices. Residents could practice their religious beliefs freely. There was a good 
choice and a high quality of food available to residents. The dining experience was 
pleasant, and residents were treated with respect and dignity by staff.  
 
There was a structured programme of activities in place which was facilitated by an 
activities coordinator. Staff were knowledgeable about residents’ individual needs and had 
established a good relationship with them. 
 
The building was well maintained and had a sense of homeliness and warmth. Bedrooms 
were well furnished, spacious and equipped to assure the comfort and privacy needs of 
residents.   
 
During this inspection, deficits’ relating to wound care management were identified. An 
immediate action letter was sent to the provider outlining appropriate measures to be 
taken to address inspectors’ concerns.   
 
Other aspects of the service that required improvement included a review of afternoon 
staffing levels to ensure the needs of all residents are fully met. The need to review the 
service provided by general practitioners (GPs) was also highlighted by inspectors to 
ensure timely consultations that are responsive to the residents needs.  
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Inspectors identified that not all staff had received mandatory training in adult protection 
and the safe moving and handling of residents. There was a need for additional training of 
staff in the areas of wound care, managing behaviour that challenges and end of life care 
to more effectively meet the needs of the resident profile. 
 
The Action Plan at the end of this report identifies improvements that must be made to 
meet the requirements of 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. 
 
Comments by residents and relatives 
 
Prior to the inspection, questionnaires were posted to the centre by the Authority for 
completion by residents and relatives. Eleven completed questionnaires were returned, six 
from residents and five from relatives. Inspectors met and spoke with many other 
residents and relatives on a one-to-one basis during the course of the inspection. 
Residents and relatives were positive about their experiences of living and visiting 
Summerville. 
 
Residents expressed satisfaction and contentment with their day-to-day lives, the care 
that they received and how staff interacted with them. All residents felt that they were 
well cared for and had everything that they wanted. Residents described staff as “good,” 
and “friendly,” and said they were attentive to their needs. One resident told an inspector 
that “I get whatever I ask for”. 
 
Relatives’ responses mirrored those of the residents and reflected a positive portrayal of 
life within the centre. The majority of families had chosen the centre as it was convenient 
to them and they had previous knowledge of it. Relatives reported that they were always 
made to feel welcome when visiting. Many said that they could visit at anytime and had no 
set pattern. 
 
Residents described what they liked to do during the day such as bingo, playing cards, 
reading, listening to the radio and chatting amongst themselves and to the visitors calling 
to the centre. One resident stated “you can get up whenever you like’’. Residents were 
very complimentary about the food and said that they had a wide choice of menu. They 
reported that they could get a snack whenever they wanted and that individual food 
preferences were available. 
 
Relatives confirmed that residents had choice in their daily routines and previous routines 
and preferences were facilitated. One relative described how staff always paid great care 
and attention to her mother’s appearance. She told an inspector that this was “great 
reassurance” as her mother had taken pride in her appearance. All relatives spoken with 
were pleased with the attitude of staff and the dignity and respect with which residents 
were treated. 
 
Both residents and relatives identified the provider or person in charge as someone they 
would approach if they required information or had a concern.  
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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 provider was involved in the running of the centre and was present in the most days. 
She was responsible for the overall administration of the business, resource aspects and 
oversaw the maintenance of the premises. Inspectors found that she knew residents well 
and was very knowledgeable about their needs. Since the completion of the Authority’s fit 
person entry programme, an activity coordinator had been recruited. The activity schedule 
was in the process of being revised. Life histories were being further developed to capture 
details of the residents’ life experiences, and their past and present interest, hobbies and 
pastimes. Care plans had been reorganised. 
 
A detailed statement of purpose was available describing the ethos of care and the service 
provided, including the manner in which it was delivered. There was an organisational 
chart included in the statement of purpose which clearly defined the management 
structure and reporting relationships. Staff could describe and knew who was responsible 
for different aspects of the service. Residents and relatives knew who was in charge. 
 
Financial controls were in place to ensure the safeguarding of residents’ finances. The 
provider did not maintain the responsibility to manage pensions on behalf of any of the 
residents. A petty cash system was in place to manage small amounts of personal money 
for each resident. Each resident’s petty cash was held in a separate envelope and secured 
in a locked safe. A record of the handling of money was maintained for each transaction. 
Two signatures were recorded in all instances. The ongoing balance was transparently 
managed and explained to the resident or as appropriate their representative. A financial 
statement was issued to residents or their representative routinely. 
 
The provider had valid insurance cover against accidents and injuries to residents, staff 
and visitors. The insurance cover was reviewed by an inspector and seen to include 
indemnity for the personal property of residents which was reflective of the regulations. 
Inspectors examined the directory of residents which was up to date and contained all 
information concerning residents as required by the regulations.  
 
The inspector viewed the documenting of information for the most recent transfer to 
hospital and the last death to occur.   
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All required information concerning both events was recorded in the directory of residents. 
Residents’ records; care plans, medical files and staff records were stored in a safe and 
secure place. 
 
Some improvements required  
 
While the numbers for emergency services were available and displayed in the nurses’ 
office, and there was an emergency plan in place to guide staff in responding to untoward 
events; the plan shown to an inspector outlined clear procedures to follow in the event of 
evacuation of the building.  However, suitable relocation arrangements were not provided 
for should it be deemed necessary to evacuate the building.  
 
Significant improvements required  
 
Inspectors identified a lack of clinical governance, leadership and supervision in the 
running of the centre. There was weak clinical guidance to ensure resident focused 
outcomes. Not all staff had not been provided with mandatory and specialist training to 
meet the needs of the resident profile. Some residents did not have timely consultations 
with specialist services.  
 
There was a lack of knowledge of the regulatory requirements. The provider and person in 
charge were not fully aware of their responsibilities under legislation to notify the 
Authority of certain prescribed incidents. While quarterly notifications as required under 
regulations had been submitted, the person in charge had failed to notify the Authority of 
incidents of injury to residents, namely pressure sores. The provider and person in charge 
both confirmed that they had not forwarded the information but agreed to do so as a 
matter of urgency. They also agreed to do so retrospectively.  
 
An overall system for the review of the quality of care and the safety and quality of life of 
residents was not in place. There was no auditing or analysis of information to guide 
quality improvements. While a register of incidents and accidents to include falls by 
residents was maintained, audits had not been completed to identify trends and determine 
the root cause, such as clinical or environmental factors. There was a lack of direction 
around the implementation of clear auditing systems to inform continuous improvement. 
There were no clinical risk audits on medication management or errors, near misses, care 
planning or complaints.  
 
There was a health and safety policy in place. The policy was updated following a health 
and safety audit by an external consultant in May 2010. However, the inspector had 
concerns due to the location of the building near the sea that a resident may be at risk if 
leaving the centre unaccompanied or unknown to the person in charge. There was a 
missing person policy in place and the entire perimeter of the building was monitored by 
closed circuit television (CCTV) surveillance and provided with suitable external lighting. 
Photographic identification was in place for each resident and a missing person profile 
description sheet was available, to provide to emergency services in the event of a 
resident going missing. Exit doors from the building were alarmed. However, the front 
door was not secured and restrictors were not fitted to windows, many which had large 
opening panels. 
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Minor issues to be addressed  
 
The provider displayed a positive attitude towards complaints. She said that she viewed 
complaints as an opportunity to improve the service, and that complaints were taken 
seriously and documented. A complaints log was maintained which was reviewed by 
inspectors. Inspectors found that both verbal and non-verbal complaints were documented 
to include the investigations or actions undertaken to resolve the complaint. However, the 
complainant’s satisfaction with the resolution or outcome while documented was not 
clearly verified. The complainant had not signed the log to indicate they were/were not 
satisfied with the outcome reached. 
 
There was no documented evidence that a missing persons drill had been carried out to 
ensure staff were familiar with the procedures to be followed to locate a resident who was 
reported as missing. 
 
All residents had been provided with a written contract which detailed the care, services 
provided and fees to be charged. The cost of services not included in the fee such as hair 
dressing and chiropody were identified. However, the contract of care did not indicate the 
room to be occupied by the resident on all signed contracts of care. 
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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 
 
Staff strived to meet residents’ needs for social engagement and occupation in a 
meaningful way. There was a structured programme of activities in place which was 
facilitated by a newly recruited activities coordinator. An inspector spoke with the activities 
coordinator, who indicated she was updating the life histories completed with each 
resident and his/her family to obtain more detailed information on current and past 
interests and hobbies. She informed the inspector she planned to use this information to 
devise a more comprehensive activity schedule. The inspector viewed recent changes in 
the activity schedule to include art and craft making. This change was influenced by 
information obtained on residents’ likes and dislikes. Inspectors observed a range of 
recreational events ongoing throughout the day which included a newspaper review, hand 
massage and nail painting. There was a twice-weekly ‘fit for life’ class led by a 
physiotherapist and fitness instructor. Inspectors observed other residents’ involved in a 
variety of low key activities throughout the inspection. These included listening to music 
and local radio, watching television, chatting to each other and visitors. 
 
On a daily basis, residents were able to exercise choice over their lives within the centre. 
Staff told inspectors that residents can choose to participate in activities, get up when it 
suits them and generally please themselves. Residents were observed by inspectors 
getting up throughout the morning at different times. Residents could express a choice to 
have their meals in their own room or the communal dining room. Many residents told 
inspectors they like to have breakfast in bed and their lunch in the dining room. One 
resident said that she walked outside everyday. A hairdresser visited the centre weekly 
and residents told an inspector they looked forward to her visits. 
 
Staff were observed to knock on bedroom doors before entering residents’ rooms. Staff 
respectfully addressed each resident by their preferred name. Arrangements were in place 
to respect residents’ privacy in that the main door to the room was closed by staff when 
assisting residents with their personal care. A red light was also activated over the door to 
indicate care was in progress and other staff and visitors were aware not to enter. Staff 
promoted the dignity of residents by supporting them to dress according to individual 
tastes and assisting them with personal grooming when requested. 
 
The kitchen was spacious, clean and suitable in size to cater for the needs of all residents. 
It was well equipped and was adequately stocked with fresh meat and vegetables. There 
was a plentiful supply of juices including prune, cranberry, apple and orange.  
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The chef kept records of the dietary requirements of residents on special diets, and these 
were updated through discussions with nursing staff. The chef showed an inspector the 
planned menu cycle which was changed weekly. The chef told the inspector that snacks 
were prepared should any residents require food during the night. Care assistants had 
access to the kitchen at night time. Residents and staff confirmed that nutritious snacks 
were available throughout the day and during the night. Residents’ food likes and dislikes 
were ascertained and recorded. The cooks were familiar with each resident’s food choices. 
 
Lunch was an unrushed occasion. Residents were seated around small tables which 
promoted conversation between residents and staff. Residents were seen to enjoy a hot, 
well-presented meal and were asked about their choice from the menu. Those that 
required help were offered assistance sensitively and discreetly. Inspectors sampled the 
food which was found to be fresh. 
 
Residents maintained social relationships. A number of residents who sat in comfortable 
seating in the lobby area at the entrance, told inspectors that they sat there regularly as 
they liked to watch and chat to people coming and going from the building. Social 
interaction with families was encouraged and relatives expressed a great deal of 
satisfaction with how they were always welcomed by staff and that the atmosphere was 
friendly. A prayer group from the area visited residents weekly to lead a prayer meeting. 
Members of the group had established friendships with residents. Transition-year students 
from a local school visited residents each Monday and spent time engaging residents in 
conversation and playing cards. A member of the community visited the centre weekly 
with her dog that was appropriately registered with a recognised organisation as being 
suitable amongst groups. These visit were greatly enjoyed by many residents and 
inspectors observed the visit and interactions with residents. Residents confirmed they 
looked forward to the visits.  
 
Residents could practice their religious beliefs. A religious service took place weekly. 
Residents told an inspector they were able to practise their faith and worship according to 
their wishes. An oratory was provided. Some residents said they liked to spend quiet time 
there. The inspector observed residents moving to and from the oratory during the 
inspection. 
 
Inspectors visited residents’ bedrooms and noted that residents’ had suitable space to 
meet their needs. All residents had individual wardrobes. Bedrooms were personalised to 
each resident’s own liking and included photographs, ornaments and pictures hanging on 
the wall.The design of the building promoted residents’ independence. The doors to 
residents’ bedrooms and bathrooms were fitted with locks suitable to the residents’ 
capabilities. All bedroom and bathroom doors were provided with easy to turn privacy 
locks. Taps in bathrooms were large in size allowing residents to easily turn them on and 
off. 
 
Some improvements required  
 
At the time of this inspection, restraint in use included bedrails and reclining chairs. A 
restraint risk assessment had been completed and consent for use was signed by the 
resident or their next of kin. However, there was no supporting evidence to suggest that 
restraints were used as a last resort and only considered when less restrictive 
interventions had not achieved the desired outcome.  
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There was no narrative in any of the case notes reviewed that an assessment of capacity 
or understanding of the consent to restraint by the resident had taken place. There was 
no evidence of ongoing review of the restraint measures or that the restraint measure was 
in the best interest of the resident. 
 
One staff member was responsible mainly for the laundry. She explained how clothes and 
linen were segregated and laundered. Residents and relatives said they were satisfied with 
the laundry service, commenting that clothes were well looked after. However, all clothing 
was not labelled clearly and a completed up to date property list was not maintained for 
each resident. The markings on some clothes had become faded due to the washing 
process and some items were not identifiable to individual residents. Other items were not 
labelled and the laundry staff relied on memory to identify ownership of clothing.  
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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 
 
Inspectors examined several aspects of life and care practices to establish how residents’ 
healthcare needs were met. They talked to residents and staff, observed staff activity, 
observed how residents were spending their time and examined care and medication 
records.  
 
The staff team were caring for a resident group that had a wide range of care needs, 
some with complex and multiple medical conditions. The majority of residents were in 
advanced old age. There were 17 residents aged 90 years or over, 11 who were over 85 
years of age and eight over 80 years old. Eight of the 43 residents had a diagnosis of 
dementia or confusion and eight had a diagnosis of depression. 
 
The care files had been reorganised since the last inspection and information was easily 
accessible. There were a range of evidence-based risk assessments in use to determine 
dependency levels, vulnerability to falls, nutritional care, continence management and 
mental health needs. Residents’ records showed that vital observations such as blood 
pressure, temperature and pulse were routinely monitored. A review of care plans 
indicated residents’ weights were monitored on a monthly basis. There was specialist 
equipment available to record the weights of those residents unable to stand on a 
weighing scale. Those identified at risk of losing weight, had their weight reviewed on a 
regular basis. Food and fluid intake was monitored, recorded and supplements were 
administered. 
 
A chiropodist attended the centre regularly. This was a private service and costs were 
additional to the fee. Occupational therapy, speech and language therapy and audiology 
services are available via GP referral. One resident with a specialist tube to assist feeding 
was seen on a regular basis by the dietician. A physiotherapist attended the centre three 
times each week and had completed a moving and handling risk assessment for each 
resident. The assessment was updated by the physiotherapist when a change in a 
residents’ condition occurred or following a fall. The physiotherapist led a passive exercise 
session once a week with residents. Private arrangements were facilitated for residents to 
have one to one treatments with the physiotherapist. 
 
There was evidence in care plans of good links with community mental health services. 
The psychiatrist for later life and the community mental health nurse attended the centre 
as required. Medication was reviewed routinely by the psychiatrist to ensure optimum 
health.  
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An inspector observed a nurse administering medications. Each resident had an individual 
medication record with recent photographic identification attached. The nurse was 
knowledgeable of the medication being administered. Medication was securely stored in a 
locked trolley in the clinical room which was also locked. Medications requiring 
refrigeration were stored in a fridge and the temperature was monitored daily to ensure 
safe storage. Controlled drugs were secured in a locked cabinet. The inspector viewed the 
controlled drugs register. Controlled drugs were checked by two nurses from opposing 
shifts, at the change of each shift to ensure all drugs were accounted for. 
 
Some improvements required  
 
Residents or next of kin signatures’ were noted in care plans as evidence they had been 
consulted on the plan of care. However, there was no narrative in the case notes 
describing the consultation. Where residents experienced confusion, there was no 
narrative detailing an assessment of the resident’s capacity to consent to the care plan.  
 
Significant improvements required  
 
Inspectors identified three residents with wound care problems. Pressure area care was 
not proactively managed to prevent skin breakdown and sores developing. Residents 
identified as being at risk of pressure sores did not have a wound care plan implemented 
in a timely fashion in order to prevent skin breakdown and wounds developing. While 
wound assessment charts were completed and photographs were taken to monitor wound 
sizes, expert advice from a wound management specialist had not been obtained to guide 
nursing actions and interventions to ensure appropriate care in line with contemporary 
evidence-based practice. Suitable assistive devices were not available for each resident. 
One resident with a sore on the sacral area did not have a pressure relieving mattress. 
Advice had not been sought from an occupational therapist on the most suitable pressure 
relieving equipment to use. There was no input from a dietician to ensure these residents 
were obtaining optimum nutrition to promote healing. A wound care policy was available 
at the centre, however staff were not aware of the contents of the policy, consequently 
they were not utilising the policy to guide and inform their practice.  
 
Residents were able to retain the services of their own GP. Five local GPs attended the 
centre.  Evidence of advice from these service professionals was available in medical files 
reviewed by inspectors. While one GP attended the centre on a weekly basis to review 
residents in her care, evidence was not available on medical files of other GPs that this 
was occurring.  
 
A policy on medication management, to manage all aspects of medication management to 
include, ordering, prescribing, storing and administering was available. The policy included 
procedures for the disposal of unused or out of date medication. However, the maximum 
amount for PRN (as needed) medication and the duration of administration was not 
indicated on all prescription sheets. The reviewing and ordering of medication was not in 
line with An Bord Altranais guidance on medication management. Some GPs did not attend 
the centre to see each resident prior to renewing long term medication prescriptions. 
Prescriptions were faxed to the pharmacist and the GPs reviewed and signed the 
prescription off site in conjunction with the pharmacist. 
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Minor issues to be addressed  
 
Prior to admission, a resident's medical history and additional information was obtained 
from the resident’s GP or hospital. A pre-admission assessment was not completed by the 
centre prior to all admissions, to ensure the needs of the potential resident could be met 
and their admission would not impinge on the needs of other residents in the centre. 
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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 
 
Summerville had been specifically designed to meet the needs of dependent persons, was 
welcoming and conveyed a sense of comfort. The driveway was covered with tarmac and 
the grounds were landscaped and accessible to residents. The centre was well furnished. 
There was a variety of comfortable seating and small tables in the entrance foyer. 
Communal day rooms were spacious, bright and airy with floor to ceiling windows, where 
residents could sit and look out at the sea views. Day sitting rooms were domestic in 
character and suitable for the range and interest of activities preferred by residents. There 
was a library room with computer terminals located off the foyer and a recreation room for 
parties and activities. There was a nurses’ station and a reception located centrally in the 
lobby, providing a point of contact for residents and visitors.  
 
Handrails were fitted to both sides of the corridors to assist the independent movement of 
residents around the building. Doorways and corridors in particular throughout the 
building, were of suitable width to easily accommodate wheelchair users. One resident 
using a powered wheelchair could access all areas within the building. The inspector 
observed residents move freely around the building. The carpeted floor did not impede the 
movement of residents with wheelchairs or walking aids and tiled surfaces were non slip. 
Residents told an inspector they liked the carpet and found it warm and comfortable to 
walk on. 
 
Bedrooms were well furnished, spacious and equipped to assure the comfort and privacy 
needs of residents. There was a call bell system in place at each resident’s bed with which 
residents were familiar and found easy to use. Staff were observed to promptly respond to 
call bells during the day. There was suitable heating provided in all areas. Bedrooms and 
communal areas were found to be comfortably warm. All radiators were fitted with covers 
to prevent risk of burns. Adjustable thermostats were provided to radiators allowing 
residents to individually adjust the temperature setting to suit their needs. All wash-hand 
basins and showers were fitted with control vales to prevent the risk of scalds from hot 
water. Testing of the water indicated it did not pose a scald risk. 
 
The en suite facilities in each bedroom were suitably adapted to meet the comfort and 
assessed needs of residents. All showers and toilets were provided with grab support rails 
and an emergency call system. Showers were level with the floor finish providing ease of 
access. Bathrooms were maintained in a clean condition and were ventilated mechanically. 
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Toilets were located close to day rooms for residents’ convenience and they did not have 
to return to their bedroom to use the bathroom. There was also a visitors’ toilet. 
 
The premises were maintained in a very clean condition. Disinfecting hand gel was widely 
available for use in all areas visited. Staff were observed washing their hands and using 
the disinfecting gel throughout the day. Cleaners were provided with suitable equipment. 
Cleaning staff were observed working in an unobtrusive manner. The inspector spoke with 
cleaners and they were able to explain to the inspector the arrangements in place to 
manage the risk of infection. Cleaners demonstrated to the inspector how they clean 
bedrooms and bathrooms. Safe procedures were observed. Separate colour-coded 
equipment was used to minimise the risk of spread of infection. Appropriate cleaning 
chemicals were used including a sanitizer. Sluice rooms were well equipped with stainless 
steel sinks, wash hand basins and storage areas for bedpans. A bed pan washer was 
provided. There was a contract for the collection of clinical waste. General clinical waste 
was stored in a locked bin located externally. There were controls in place to prevent 
contamination from Legionella bacteria. The inspector viewed the records of flushing the 
hot water in residents’ bathrooms to reduce the risk of Legionella infection 
 
Two maintenance personnel were employed to undertake repairs and ensure the building 
and services were well maintained. There was a maintenance log book available for staff 
to record details of any equipment, or item that required repair on a routine basis. 
 
There was a service maintenance contract in place, which covered breakdown and repair 
for all beds, air mattresses and other equipment, used by residents. Inspectors reviewed 
maintenance records and found that the equipment was maintained and serviced regularly 
by a qualified contractor. Records were also available for the regular servicing of other 
equipment such as gas boilers and the gas supply in the kitchens. 
 
Inspectors were provided with written evidence from a suitably qualified person confirming 
the building meets all the statutory requirements of the fire authority in relation to the use 
of the building as a residential centre for older people. Smoke detectors were located in all 
bedrooms and general purpose areas. Emergency lighting was provided throughout the 
building including en suite bathrooms. External emergency lighting was provided over all 
fire exits. An inspector viewed contracts of the servicing of fire alarms, smoke and heat 
detectors. Routine inspection of the automatic fire door closer were undertaken to ensure 
they were operational. Fire fighting equipment was inspected routinely to ensure it was in 
place and intact. Evacuation plans had been devised to show the designated means of 
escape route from the building to the nearest fire exit door. The inspector viewed daily 
records of checks on fire exits to ensure they were unobstructed. Fire hydrant points were 
clearly marked and accessible to fire services. 
 
Each resident had been risk assessed to indicate the equipment required to safety 
evacuate the residents in the event of fire or other emergency situation. Fire evacuation 
sheets had been fitted to the beds of 16 residents. An inspector viewed records of routine 
fire drill practices which were undertaken by staff. Staff members spoken with could 
clearly explain and demonstrate the procedure to be followed in the event of fire, 
including how residents would be evacuated safety from the building. 
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Some improvements required  
 
Visitors primarily met with residents in the communal sitting room. There was no 
designated area, separate from the resident’s own bedroom, to meet visitors’ in private. 
 
Some residents went for a walk around the building each day and there was a paved patio 
area located off one of the day sitting rooms. However, there was not an enclosed, safe 
outdoor space provided for residents use. 
 
Staff facilities were provided which included toilets and a shower. Separate toilet facilities 
were provided for catering and care staff in accordance with best practice for infection 
prevention. However there was no suitable storage space or lockers provided for staff to 
store their personal belongings. Staff stored their personal items in the cleaning room 
posing a risk of cross infection. 
 
Minor issues to be addressed  
 
The laundry was spacious, clean and well laid out, with plenty of work top space and 
areas to segregate soiled items and store clean laundry. However, the laundry room did 
not contain a sink as required by the Authority’s standards.  
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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 
 
Residents and relatives said that they were provided with information such as brochures at 
the time of admission. Relatives said that they could talk to any member of staff. They 
said they were kept up to date and that information was provided by the nurses. 
Inspectors observed appropriate communication between staff and residents. Staff were 
aware of the importance of respecting confidentiality. A staff member was observed 
assisting a resident to the day room. The staff member ensured the resident was 
comfortable and safe before she continued on with other duties. 
 
Each staff grade wore a different coloured uniform. Residents were aware of each staff 
member’s grade and could readily identify nurses and care assistants to inspectors. 
Inspectors noted that staff communicated with residents throughout the day particularly at 
mealtimes, when giving personal care and when passing from one area to another. Staff 
were observed taking time to communicate with residents speaking slowly and sensitively 
and repeating information to ensure that it had been understood. 
 
Residents had daily newspapers delivered to their rooms each morning and additional 
copies were available in the day-room. All residents had a telephone in their bedroom. 
Residents who had not availed of this option were able to use a cordless phone which 
enabled them to take calls in the privacy of their own bedrooms. 
 
A newsletter was published every two months and contained information on topical events 
occurring in the centre. The most recent newsletter contained photographs of a recent 
party, the activity schedule for the month and articles reflecting the residents’ religious 
and cultural interests.  
 
There was residents’ guide available which contained valuable information to assist 
prospective residents to make a decision regarding choosing a placement. The guide 
contained all the information required by the regulations and included a copy of the 
contract of care and most recent inspection report. Each resident had been provided with 
a copy of the guide which was viewed by inspectors in residents’ bedrooms. 
 
Daily staff handover meetings which informed the incoming staff group of the health and 
wellbeing of residents took place at every change of shift.  
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Information was shared with staff and inspectors were informed by staff that they 
attended handover meetings where they obtained information regarding each resident’s 
care and condition and that this assisted them to provide consistent care to residents. 
 
Some improvements required  
 
There was a comprehensive set of operating policies available that included all the policies 
required by Schedule five of the regulations. Copies of policies were easily accessible in 
the nurses’ office. The regulations and the Authority’s standards were displayed in the 
lobby. However, not all staff were aware of the policies relevant to their role and to guide 
their practice. Polices had not been introduced in a staged way with training provided to 
staff.   Not all staff had signed to indicate they had read and understood the policies.  
 
There was no evidence of the policies being fully reviewed to ensure that each section was 
relevant and applicable to the centre. Inspectors found examples of practices not being 
supported by policies; for example, the policy on internal emergencies referred to ‘agency 
staff’, yet there were no agency staff employed. The policy on challenging behaviour 
stated ‘residents receiving psychotropic medication shall be regularly assessed for 
potential hypotension, risk of falls and drug related discomfort’. There was no evidence in 
case files of this occurring. The policy on resuscitation stated ‘all residents will have a 
resuscitation status document in their care plan’. A review of care plan did not indicate this 
documentation was available. 
 
Significant improvements required  
 
While suggestion and comment cards were available in the bi monthly newsletter, 
residents were not facilitated fully to contribute their ideas to the running of the centre. 
There was not an in-house residents’ representative group established for consultation and 
improvement on all matters affecting residents. Residents did not have a collective forum 
to allow them to influence change. 
 
Minor issues to be addressed  
 
Residents told inspectors and the provider confirmed there was no independent 
advocate/advocacy service to assist residents when making decisions relating to consent 
to treatment or care. 
  
While only a small number of residents had problems associated with dementia or 
confusion and bedrooms were numbered to guide people around the building, the signage 
overall needed improvement to provide effective and meaningful prompts to help residents 
find their way to communal areas and their rooms.  
 
There were no aids available to support communication with those residents who had 
confusion or difficulty expressing their needs verbally. 
 
The terminology used to describe bed rails in the care plans did not reflect adulthood as 
the reference related to “cot sides”. 
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Not all staff had a forum to raise issues and discuss procedures. While inspectors were 
told that some staff meetings took place with nursing staff, this was not on a regular basis 
for all grades of staff. The meetings were not formalised and minutes were not available. 
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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 provider employs 58 staff in total which includes a whole-time equivalent of 
five registered nurses and 15 care assistants. In addition, there are catering, laundry, 
cleaning and maintenance staff employed. There was a newly recruited activity 
coordinator who was in post three weeks at the time of inspection. 
 
The inspector viewed the staff duty rota for a three week period. The rota showed the 
staff complement on duty over each 24-hour period. The rota indicated there was a 
registered nurse on duty at all times. Arrangements were in place to address staff 
absences and a senior nurse deputised for the person in charge when she was absent. 
Part-time staff did additional hours to cover other staff absences, so agency arrangements 
were not necessary. 
 
Staff were knowledgeable about residents’ needs and had established a good relationship 
with all the residents. Inspectors found that interactions between residents and staff were 
warm and affectionate. Staff were praised by many residents and relatives. Inspectors saw 
staff responding to residents in an informed way. 
 
A clear recruitment policy was in place outlining the recruitment practices to employ staff. 
Job descriptions outlining the reporting relationships, the purpose of the post and the 
principal duties and responsibilities were available for each staff grade. A review of staff 
files indicated a contract of employment and a confidentially agreement had been signed 
by each staff member. Staff told inspectors that they had received an induction 
programme when they commenced employment and that they worked in an additional 
capacity with a senior staff member until they were deemed competent to work 
independently. The inspector viewed a completed competency-based assessment or 
record to confirm and ensure that new staff understood all of the areas identified in the 
induction process.  
 
The person in charge maintained a record of An Bord Altranais PINs (professional 
identification numbers) for all registered nurses. This was reviewed by inspectors and seen 
to be up to date. Eighteen of the 21 care assistants had completed Further Education and 
Training Awards Council (FETAC) level five training or equivalent. 
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Some improvements required  
 
All of the documentation required by regulations to be held in respect of persons 
employed was not available in each staff files reviewed. Some staff files did not contain 
three written references and Garda Síochána vetting. Inspectors observed that Garda 
Síochána vetting was absent for nine staff. The provider told the inspector that vetting had 
been submitted for all staff and was awaiting an outcome for the remaining nine staff.  
 
Significant improvements required  
 
Nurse staffing levels in the afternoons did not fully take into account staff’s ability to meet 
the individual needs of residents. Nurse staffing levels had increased over the weekend 
period since the last inspection. However, the inspector was not satisfied that sufficient 
nurses were available to meet the care needs of all residents after 14:00 hrs. While there 
was two nurses rostered for duty each morning, the building had an expansive layout and 
the medication round took a considerable amount of time for one of the nurses to 
complete, limiting the time available on the remainder of the shift to delivery clinical care 
in the morning. There was one nurse rostered each day from 14:00 hrs to delivery clinical 
care to 43 residents. There are 16 residents rated as high dependency and eight with 
maximum care needs. Many residents have a range of complex health care issues and the 
majority have more than one medical condition.  
 
Training in infection control and food safety had been completed. However, mandatory 
training in adult protection and the safe moving and handling of residents had not been 
completed by all staff. The inspector viewed documentation indicating 39 of the 58 staff 
employed had not been trained in adult protection. Eleven of the 29 staff involved in 
resident care had not been trained in the safe moving and handling techniques with 
residents. The person in charge had identified this need and the inspector viewed 
evidence of planned training dates arranged. 
 
There was not an adequate level of modular training to meet the needs of the current 
resident profile in the areas of wound care, the management of behaviour that challenges, 
end of life care and cardiopulmonary pulmonary resuscitation techniques. Staff did not 
have specialist training to guide their interactions and interventions to ensure the best 
outcome for residents.  
 
Minor issues to be addressed  
 
There was no staff appraisal system in place to provide a mechanism for staff to receive 
feedback on their performance to ensure continuous professional development. 
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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 assistant manager 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: Summerville Healthcare 
 

Centre ID: 0397 
 

Date of inspection: 1 and 2 February 2011 
 

Date of response: 1 March 2011 
 

 
Requirements 
 
These requirements set out what the registered provider must do to meet the Health Act 
2007, the Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended) and the National Quality Standards for Residential 
Care Settings for Older People in Ireland. 
 
1. The provider has failed to comply with a regulatory requirement in the 
following respect: 
Pressure area care was not proactively managed to prevent skin breakdown in 
accordance with evidence based practice resulting in sores developing. 
 
Action required:  
Put procedures in place where each of these residents has a full multidisciplinary review 
of their care to form a baseline assessment in planning their needs for healing their 
wounds.  
 
Action required:  
Put procedures in place where these residents are referred to a wound tissue specialist, 
dietetic and occupational therapy professionals.  
 
Action required:  
Develop and implement individual wound management programmes for each of these 
residents which reference a structured, organised and planned approach in each 
person’s case. 
 
                                                 
* 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:  
Provide all specialist equipment deemed necessary by the designated multidisciplinary 
team to assist these residents with their wound healing. 
 
Action required:  
Ensure staff are aware of the wound care policy and are utilising the policy to guide and 
inform their practice. 
 
Reference:   
                   Health Act, 2007 
                   Regulation 6: General Welfare and Protection  
                   Standard 8: Protection 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Procedures have been put in place where each resident has an 
individual wound management programme and a full 
multidisciplinary review in planning their needs for the promotion of 
wound healing. 
 
Each resident who has a pressure sore has been seen by a tissue 
viability nurse.  Two residents have been referred to dietician 
services, one resident is pending referral as they have recently 
changed their GP.   
 
We are still waiting on appointments for occupational therapy input 
to ensure a multidisciplinary approach to assessment and review of 
their wound care management needs.  
 
The development and implementation of wound care management 
programmes have been structured, organised and planned to reflect 
the individual needs of each resident. 
The wound care management programmes include: 

 skin inspection/individual repositioning/turning charts 
 assessment of diet/nutritional status/continence mobility 
 pain management 
 skin condition; emollients/ soap substitutes to maintain skin 

hydration 
 photograph and wound tracing to monitor/evaluate wound 

healing. 
Each wound care management programme is reviewed on a regular 
basis to reflect the changing needs in their wound care. 
 
All necessary equipment deemed necessary by the multidisciplinary 
team to assist the residents with their wound healing remains 
ongoing.  We are still awaiting appointments for occupational 
therapy input for residents who have a pressure sore. 

 
 
Complete 
 
 
 
 
In Progress  
 
 
 
 
 
 
 
 
Complete  
 
 
 
 
 
 
 
 
 
 
 
 
 
In progress 
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All trained staff are conversant and fully aware/utilise the wound 
care management policy to inform their practice on a daily basis. 
The national best practice and evidence-based guideline for wound 
care management (HSE 2009) has been fully discussed at trained 
staff monthly meetings February 7 and March 14 2011. 
 
Trained staff have attended wound care management course based 
on HSE 2009 Guidelines. 
  

 
Complete 
 

 
2. The person in charge has failed to comply with a regulatory requirement in 
the following respect: 
The Authority was not notified of the three pressure sores as required by regulations. 
 
Action required:  
Submit the appropriate notifications to the Authority in the case of each resident with a 
pressure sore. 
 
Reference:   
                     Health Act, 2007 
                     Regulation 36: Notification of Incidents  
                     Standard 29: Management Systems 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All relevant documentation has been forwarded to the inspector. 
 

 
 
Complete 

 
3. The provider has failed to comply with a regulatory requirement in the 
following respect: 
There was lack of clinical governance, leadership and supervision in the running of the 
centre. 
 
Action required:  
Put in place an appropriate management structure and systems to ensure the centre 
meets the stated purpose, aims and objectives of the residential care setting as set out 
in the statement of purpose. 
 
Reference:   

Health Act, 2007 
                   Regulation 15: Person in Charge 
                   Standard 29: Management Systems 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
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Provider’s response: 
 
We brought to the attention of the inspectors that we had identified 
this issue and were in a transitionary period as we awaited the post 
to be filled.  
 
Since the inspection we accept that the documentation reviewed did 
not reflect the level of care provided as evidenced by the residents 
and families.   
 
We have appointed a new director of nursing – person in charge, 
who is due to commence in Summerville on Monday April 11 2011. 
 

 
 
April 11 2011 

 
4. The person in charge  has failed to comply with a regulatory requirement in 
the following respect: 
The nurse staffing levels from 14:00 hrs did not take fully into account staff’s ability to 
meet the individual needs of residents and manage unforeseen circumstances. 
 
Action required:  
Ensure that the numbers and skill mix of staff are appropriate to the assessed needs of 
residents, and the size and layout of the designated centre. 
 
Reference:   

Health Act, 2007 
                   Regulation 16: Staffing 
                   Standard 23: Staffing Levels and Qualifications 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Staffing levels are reviewed on an ongoing basis to ensure there is 
sufficient staff to meet the needs and dependencies levels of our 
residents at all times.   
 
We have appointed a new director of nursing – person in charge, 
who is due to commence in Summerville on Monday April 11 2011 
where we will review our staffing levels and change where 
appropriate.   
 

 
 
April 30 2011  

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
There was no evidence of regular attendance by some GPs in the sample of case files 
reviewed. 
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Action required:  
Ensure each resident receives a high standard of service from his/her GP with whom 
he/she is registered including regular and timely consultations that are responsive to 
each resident’s needs. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Summerville is continually in touch with all GPs and have enormous 
support from most local GPs.  
 
We have written to all GPs reminding them of their responsibilities 
to their patients. Following on, we will ensure each resident receives 
a high standard of service from his/her GP, including regular and 
timely consultations that are responsive to each resident’s needs. 
 
GP attendance will be monitored on an ongoing basis.  In the event 
that the residents are not receiving a high standard of service from 
his/her GP they will be advised to change GP. 
 

 
 
Complete  

 
6. The provider has failed to comply with a regulatory requirement in the 
following respect:  
The inspector had concerns due to the location of the building near the sea that a 
resident maybe at risk, if leaving the centre unaccompanied or unknown to the person in 
charge. 
 
Action required:  
Undertake an assessment of risk on window openings and the accessibility at the main 
entrance and implement safeguards to ensure the safety of residents throughout the 
centre whilst not impinging on their autonomy and independence. 
 
Reference:   
                   Health Act, 2007 
                   Regulation 31: Risk Management Procedures 
                   Standard 29: Management Systems 
 
Please state the actions you have taken or are planning to 
take with timescales: 

Timescale: 
 

Provider’s response: 
 
We are in the process of installing window restrictors on all 
windows. 

 
 
April 30 2011  
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We have installed a keypad to restrict access at our front door. 

 
Complete 
 

 
7. The person in charge  has failed to comply with a regulatory requirement in 
the following respect:  
Mandatory training in adult protection had not been completed by all staff. 
 
Action required:  
Ensure all staff are trained in adult protection. 
 
Reference:   

Health Act, 2007 
                   Regulation 6: General Welfare and Protection 
                   Standard 24: Training and Supervision 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Adult protection is a yearly in house training programme. Training 
for all staff was scheduled from January to March 2011.  Training 
will be complete by March 31 2011.  
 

 
 
March 31 2011 
 

 
8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
Mandatory training in the safe moving and handling of residents had not been 
completed by all staff. 
 
Action required:  
Ensure all staff are trained in the safe moving and handling of residents. 
 
Reference:   

Health Act, 2007 
                   Regulation 31: Risk Management Procedures 
                   Standard 24: Training and Supervision 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Moving and handling training although required every two years is 
held yearly in Summerville Healthcare for staff to renew their 
training.   
 
On the day of inspection, 11 members of staff were due for renewal 

 
 
Complete 
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and this was scheduled for the 14 and 15 of February 2011. This is 
now is complete. 
 
9. The person in charge has failed to comply with a regulatory requirement in 
the following respect:  
Sufficient staff had not been provided with specialist training in wound care, challenging 
behaviour, end of life care and cardiopulmonary pulmonary resuscitation techniques. 
 
Action required:  
Provide training for staff in the management of behaviour that challenges, to enable 
them to provide care in accordance with best practice. 
 
Action required:  
Provide training for staff in wound care, end of life care and cardiopulmonary pulmonary 
resuscitation techniques to enable them to provide care in accordance with 
contemporary evidence based practice. 
 
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: 
 
Training has been scheduled for: 
Wound care 8 March 2011 
 
End of life care April to May 
 
CPR 14 April 2011 
 25 May 2011 
 1  June 2011 
 
Challenging Behaviour Pending –  we presently sourcing 
 training for our staff in the area of 
 challenging behaviour  
 

 
 
 
June 30 2011  

 
10.The provider is failing to comply with a regulatory requirement in the 
following respect:  
Evidence of Garda Síochána vetting was not provided for all staff. 
 
Three written reference were not available for each staff member. 
 
Action required:  
Ensure Garda Síochána vetting is in place for each staff member. 
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Action required:  
Ensure three written references are available for all staff. 
 
Reference:  

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

Timescale: 
 

Provider’s response: 
 
Garda Síochána vetting forms have been completed for all staff.  All 
but nine have been returned from Nursing Homes Ireland (NHI).  
Completion of said forms is pending NHI’s administration process.  
Currently it is taking three months to process applications. 
 
Three referees have been requested from all staff. While the 
majority of staff have three written references on file some staff 
members could only supply two referees, due to the fact they were 
either new into the country, Summerville was their first employment 
or similar.  We are aware that all staff must have three written 
references and the remainder of staff are in the process of obtaining 
a third referee. 
 

 
 
In progress 
 
 
 
 
In progress  

 
11. The provider has failed to comply with a regulatory requirement in the 
following respect:  
The maximum amount for PRN (as needed) medication and the duration of 
administration was not indicated on the prescription sheet. 
 
The reviewing and ordering of medication was not in line with An Bord Altranais 
guidance on medication management. 
 
Action required:  
Indicate the maximum amount for PRN (as needed) medication and the duration of 
administration on the prescription sheet. 
 
Action required:  
Ensure each resident on long term medication is reviewed by his/her medical 
practitioner at least on a three monthly basis, in conjunction with nursing staff and the 
pharmacist.  
 
Reference:   
                Health Act, 2007 
                Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
                Standard 14: Medication Management  
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Please state the actions you have taken or are planning to 
take with timescales: 

Timescale: 
 

Provider’s response: 
We will ensure that: 

 the maximum amount for PRN medication and the duration 
of administration is indicated on the prescription sheet 

 each resident on long term medication is reviewed by his/her 
medical practitioner at least on a three monthly basis, in 
conjunction with nursing staff and the pharmacist.  

 
This process has been communicated to all GP in writing and will be 
monitored on an ongoing basis.  In the event that the residents are 
not receiving a high standard of service from his/her GP they will be 
advised to change GP. 
 

 
Complete 
 

 
12. The provider has failed to comply with a regulatory requirement in the 
following respect: 
There was no supporting evidence to suggest that restraints were used as a last resort 
and only considered when less restrictive interventions had not achieved the desired 
outcome. 
 
There was no narrative in the case notes that an assessment of capacity or 
understanding of the consent to restraint by the resident had taken place. 
 
There was no evidence of ongoing review of the restraint measures or that the restraint 
measure was in the best interest of resident. 
 
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. 
 
Action required:  
Where residents lack 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. This decision should 
be documented clearly in the notes in narrative format. 
 
Action required:  
Any restraint measure whether physical or chemical must be in the best interest of the 
resident and kept under constant review. 
 
Reference:   
                  Health Act, 2007  
                  Regulation 31: Risk Management Procedures  
                  Standard 26: Health and Safety  
                  Standard 21: Responding to Behaviour that is Challenging  
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The only restraints that are considered for use in Summerville are 
bed rails and two reclining chairs. These restraints are only ever 
used as a last resort and are always discussed with residents and or 
representatives. In all cases this was not fully documented.  We will 
ensure this is now rectified  
 
Where residents lack capacity to give informed consent to the use 
of the restraint measure, this will be discussed with the next of 
kin/significant other, staffed involved and the residents GP. This 
decision will be documented clearly in the notes. 
 
Summerville has not had any occasion to use chemical restraints 
and ensures that any restraint that is essential to the resident well 
being is in the best interest of the resident and is kept under 
constant review. 
  

 
 
March 31 2011 
 
 
 
 
 
Ongoing 

 
13. The provider has failed to comply with a regulatory requirement in the 
following respect:  
There was not a designated area that was private for residents’ to meet visitors that was 
separate from the resident’s own bedroom. 
 
There was not enclosed, safe outdoor space provided for use by residents. 
 
There was no suitable storage space or lockers provided for staff to store their personal 
belongings. 
 
Action required:  
Provide an area for residents to meet with visitors in private, separate from the 
resident’s own bedroom. 
 
Action required:  
Provide enclosed, safe outdoor space for use by residents. 
 
Action required:  
Provide suitable storage facilitates for staff to store personal belongings. 
 
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: 
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Provider’s response: 
 
We are presently identifying an area for residents to meet with 
visitors in private, separate from the resident’s own bedroom. 
  
We are presently identifying an enclosed, safe outdoor space for 
use by residents. 
 
We are relocating the present facility for staff to store personal 
belongings to a more suitable location. 
 

 
 
June 30 2011  
 
 
June 30 2011 
 
 
June 30 2011  
 

 
 
14. The person in charge has failed to comply with a regulatory requirement 
in the following respect:  
Limited consideration was given to the understanding of involving the resident and/or 
their representative in the development of the care plan or its review. 
 
Action required:  
Outline the conclusions of the discussion and agreement of the resident or their 
representative in the development of the care plan or its review in narrative format. 
 
Reference:  
                 Health Act, 2007  
                 Regulation 8: Assessment and Care Plan 
                 Standard 13: Healthcare      
             
Please state the actions you have taken or are 
planning to take  with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The issue of care planning and review were discussed with all 
residents and or their representatives.  In all cases this was 
not fully documented.  We will ensure this is now rectified.  
 

 
 
March 31 2011 

 
15. The provider has failed to comply with a regulatory requirement in the 
following respect: 
There was no in-house residents’ representative group established for consultation and 
improvement on all matters affecting residents. 
 
Action required:  
Facilitate the establishment of residents’ representative group. 
 
Reference:   

Health Act, 2007 
                   Regulation 10: Residents’ Rights, Dignity and Consultation 
                   Standard 2: Consultation and Participation 
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Please state the actions you have taken or are planning to 
take with timescales: 

Timescale: 
 

Provider’s response: 
 
We have now appointed a residents’ representative and are 
implementing bi-monthly meetings.  
 

 
 
April 30 2011  

 
16. The provider and person in charge has failed to comply with a regulatory 
requirement in the following respect: 
The names on some clothes had become faded due to the washing process and some 
items were not identifiable to individual residents. 
 
A completed up to date property list was not maintained for each resident. 
 
Action required:  
Ensure all clothing is identifiable to each resident.  
 
Action required:  
Maintain up to date signed property record for each resident. 
 
Reference:  

Health Act, 2007 
                   Regulation 7:Residents’ Personal Property and Possessions 
                   Standard 18: Routines and Expectations 
 
Please state the actions you have taken or are planning to 
take with timescales: 

Timescale: 
 

Provider’s response: 
 
We are evaluating a suitable laundry tagging system. 
 
We are in the process of updating our current property lists. 
 

 
 
 March 31 2011 
 
June 30 2011 

 
17. The provider has failed to comply with a regulatory requirement in the 
following respect: 
An overall system for the review of the quality of care and the safety and quality of life 
of residents at appropriate intervals was not in place. 
 
Action required:  
Establish and maintain a system for reviewing the quality and safety of care provided to, 
and the quality of life of, residents in the designated centre at appropriate intervals. 
 
Reference:  
                   Health Act, 2007 
                   Regulation 35: Review of Quality and Safety of Care and Quality of Life 
                   Standard 30: Quality Assurance and Continuous Improvement 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We intend to establish an annual review of all systems and 
practices.  Auditing will be carried out at appropriate intervals to 
ensure the quality and safety of care provided to, and the quality of 
life of, residents in the designated centre. 
 

 
 
Immediate and 
ongoing 
 

 
18. The provider and person in charge has failed to comply with a regulatory 
requirement in the following respect: 
There was no evidence of the policies being reviewed to ensure that each policy and 
procedure was relevant and applicable to the centre. 
 
Staff were not aware of the policies and procedure relevant to their roles. 
 
Action required:  
Ensure policies and procedures are relevant and applicable to the centre, reviewed and 
updated in light of changing legalisation, quality monitoring and best practice.  
 
Action required:  
Ensure staff are aware of the policies relevant to their roles to guide their practice. 
 
Reference:   

Health Act, 2007 
                   Regulation 27: Operating Policies and Procedures 
                   Regulation 17: Training and Staff Development  
                   Standard 29 : Management Systems 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All policies are reviewed on a yearly basis.  
The current policies were last reviewed in August 2010.  This review 
was held by our management committee and minutes taken.  
We plan to review all policies and procedures to ensure they are 
relevant and applicable to guide staff and reflect best practice. 
 
Since August 2010 there has been a colour coded system in place 
identifying each department’s relevant policies. This is located on 
the main notice board adjacent to the said policies.  We will ensure 
that all staff are trained and will sign off that they have read and 
understood each policy and procedure. 
 

 
 
May 16 2011  
 
 
 
 
 
May 31 2011 
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19. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Contingency arrangements were not provided for should it be deemed necessary to 
evacuate the building. 
 
Action required:  
 
Provide contingency arrangements should it be deemed necessary to evacuate the 
building. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
We have now amended our contingency arrangements and feel they 
are suitable should it be deemed necessary to evacuate the 
building. 
 

 
 
Complete 
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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 2: 
Consultation  
and 
Participation 
 

Provide aids to support communication for residents who have dementia 
or difficulty expressing their needs verbally. 
 
Providers Response: 
We are in the process of purchasing said communication aids. 
 

Standard 3: 
Consent 
 

Provide residents with access to an independent advocate/advocacy 
service.  
 
Providers Response: 
Complete  
 

Standard 4 
Privacy and 
Dignity 
 

Ensure appropriate terminology is used in written format to reflect 
adulthood. 
 
Providers Response: 
Complete 
 

Standard 6: 
Complaints 

Verify the complainant is satisfied with the outcome reached by 
obtaining their signature in the complaints log indicating they were 
satisfied with the resolution reached. 
 
Providers Response: 
Policy and complaints log will up update to reflect same. 
 

Standard 7: 
Contract/ 
Statement of 
Terms and 
Conditions 

Indicate the room to be occupied by the resident on all signed contracts 
of care. 
 
Providers Response: 
Complete 
 

Standard 10: 
Assessment 

Undertake a preadmission assessment to ensure the needs of each 
potential resident can be met.  
 
Providers Response: 
Complete 
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Standard 24: 
Training and 
Supervision 

Implement a staff appraisal system to provide a mechanism for staff to 
receive feedback on their performance to ensure continuous 
professional development. 
 
Providers Response: 
The management committee proposes to implement a staff appraisal 
system by May 31 2011. 
 
Provide a sink in the laundry room as required by the Authority’s 
standards.  
 
Providers Response: 
In progress 
 

Standard 25: 
Physical 
Environment 
 
 
Standard 25 
Physical 
Environment  

The inspector felt that signage overall needed improvement to provide 
effective and meaningful prompts, to help residents find their way to 
communal areas, bedrooms and remind them of where they are. 
 
Providers Response: 
Signage is being reviewed. 
 
Undertake a missing person drill to ensure staff are familiar with the 
procedures to be followed to locate a resident who maybe reported as 
missing. 
 
Providers Response: 
Complete 
 

Standard 29: 
Management 
Systems 
 
 

Provide a forum for all staff to raise issues and discuss procedures. 
 
Providers Response: 
In progress 
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Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
 
This was our first announced inspection.  We were greatly heartened by the many 
positives outlined in the inspection report, most importantly the sentiments expressed by 
the residents and their families – they being our raison d’etre. 
 
We recognise that our service is in a state of continuous improvement and so appreciate 
our inspection assists us to maximise and enhance our service. 
 
We appreciated the courtesy and professionalism of our inspector and look forward to a 
good working relationship with the Health Information and Quality Authority to the benefit 
of all at Summerville Healthcare. 
 
 
 
 
 
 
 
Provider’s name: Mary Gilmartin 
Date: 1 March 2011 
 
 
 
 
 
 


