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Centre name: Hillview Private Nursing and Retirement Residence 

 
Centre ID: 0141 

 
Rathfeigh 
 
Tara 
 

Centre address: 

County Meath 
 

Telephone number: 041-9825698 
 

Fax number: 041-9821591 
 

Email address: jjcahill@hillviewcare.ie 
 

Type of centre: Private              Voluntary              Public 
 

Registered provider: Hillview Private Nursing and Retirement Residence 
Partnership 
 

Person in charge: Rebecca Jane Carolan 
 

Date of inspection: 2 February 2011 
 

Time inspection took place: Start: 11.00 hrs               Completion: 18.10 hrs 
 

Lead inspector: Leone Ewings 
 

Support inspector: None 
 

Purpose of this inspection 
visit 

 Application to vary registration conditions 
 Notification of a significant incident or event 
 Notification of a change in circumstance  
 Information received in relation to a complaint or 
concern 
 Follow-up unannounced inspection 

 
 

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

 
The purpose of inspection is to gather evidence on which to make judgments about the 
fitness of the registered provider and to report on the quality of the service. This is to 
ensure that providers are complying with the requirements and conditions of their 
registration and meets the Standards, that they have systems in place to both safeguard 
the welfare of service users and to provide information and evidence of good and poor 
practice. 
 
In assessing the overall quality of the service provided, inspectors examine how well the 
provider has met the requirements of the Health Act 2007, the Health Act 2007 (Care 
and Welfare of Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings for Older 
People in Ireland. 
 
Additional inspections take place under the following circumstances: 

 to follow-up matters arising from a previous inspection to ensure that actions 
required of the provider have been taken 

 following a notification to the Health Information and Quality Authority’s Social 
Services Inspectorate of a change in circumstance for example, that a provider 
has appointed a new person in charge     

 arising from a number of events including information received in relation to a 
concern/complaint or notification to the SSI of a significant event affecting the 
safety or well-being of residents 

 to randomly “spot check” the service 
 
All inspections can be announced or unannounced, depending on the reason for the 
inspection and may take place at any time of day or night.   
 
All inspection reports produced by the Health Information and Quality Authority will be 
published. However, in cases where legal or enforcement activity may arise from the 
findings of an inspection, the publication of a report will be delayed until that activity is 
resolved. The reason for this is that the publication of a report may prejudice any 
proceedings by putting evidence into the public domain. 
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About the centre 
 

Description of services and premises 

 
Hillview Private Nursing and Retirement Residence is a single-storey, bungalow-style design 
that has been extended over the years. A recent extension in 2010 provided a new laundry 
room, two offices, a staff changing area, a small treatment room and an additional storage 
room. Other facilities include two sitting rooms, a large dining area overlooking a patio 
garden, with a number of seating areas for residents’ use. A library/quiet room and a 
private visitors’ sitting room are also provided. There is also a small oratory and a patio 
garden with seating for residents’ use. Externally, there is ample car parking facilities, 
seating and pathways. 

 
The centre provides long-term and short-term care for up to 26 residents. While most 
residents are over 65 years, at the time of this inspection there were six residents aged 
under 65 years who had an acquired brain injury. One resident had an intellectual disability 
and three had dementia.  
 
Accommodation comprises of 14 single and six twin bedrooms. Four single rooms and six 
twin rooms have an en suite shower and toilet facility. Thirteen bedrooms have a wash-
hand basin only.  

 
A basement day care facility called “Teach Brid” has been recently upgraded with external 
ramp access, to the rear of the main building. This area is used primarily for day-time 
activities for residents with disabilities and consists of a kitchen/day room, activities room, 
storage and assisted toilet facility. It is not accessible internally from the main building. This 
facility is not used by any of the older persons living at the centre.  
 
A wheelchair-accessible minibus is available for transport to outings and other 
appointments. 
 
Location 

 
Hillview is located on the outskirts of the small village of Rathfeigh, Co. Meath. The centre is 
in a rural area and is not served by train or bus routes.  
 
Date centre was first established: 31 October 2009 (this provider) 

 
Number of residents on the date of inspection 23 (plus 2 in hospital) 

 
Number of vacancies on the date of inspection 1 

 
 
 
Dependency level of 
current residents  

Max High Medium Low 

Number of residents 0 
 

11 
 

9 
 

3 
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Management structure 
 
The Provider is Hillview Private Nursing and Retirement Residence, a partnership consisting 
of Tara, Karl and Desmond Seepersad and John James Cahill. On behalf of the Provider, 
John James Cahill is the nominated representative and involved in the day to day 
management of the centre. 

 
The Person in Charge is Rebecca Carolan who reports directly to John Cahill. The person in 
charge is supported in her role by an Assistant Director of Nursing.  Nursing staff report 
directly to the person in charge or her assistant director regarding the provision of care. The 
administration, maintenance, kitchen and domestic staff all report directly to the person in 
charge. The role of managing human resources including records is shared between the 
person in charge and the provider. 
 
Staff 
designation 

Person 
in 

Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 

laundry 
staff 

Admin 
staff 

Other 
staff

Number of 
staff on duty 
on day of 
inspection 
 

1* 1 3 2 2 0 2** 

 
 * the assistant director of nursing was in charge at the time of the inspection 
** two activities persons  
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Background 
 

 
Hillview Private Nursing and Retirement Residence was first inspected by the Health 
Information and Quality Authority’s (the Authority) on 12, 13 May and 21 June 2010. This 
was a registration inspection and inspectors found that overall Hillview Private Nursing and 
Retirement Residence provided a fair standard of care. However, a number of significant 
improvements were required to achieve compliance with the regulations. 
 
A further inspection took place on 15 October 2010 to follow up on the actions from the 
registration inspection. The chronology of the Authority’s previous inspections is set out at 
the end of this report.  
 
Following both inspections a number of improvements were required to comply with the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended) and the National Quality Standards for Residential Care 
Settings for Older People in Ireland. The provider was required to complete an Action Plan 
to address areas where improvements were required. The inspection reports can be found 
at www.hiqa.ie.  
 
This inspection report outlines the findings of a further unannounced follow-up inspection 
that took place on 2 February 2011.  

 
Summary of findings from this inspection  
 

 
The person in charge was not on duty and the inspection was facilitated in a helpful way by 
the assistant director of nursing, one registered nurse and four care staff who were on 
duty. The inspector spoke to a number of residents. All were complimentary about the staff, 
the facilities and the care they were receiving. The provider also attended the centre for the 
feedback session at the end of the inspection. 
 
In summary, the inspector found that only two of the 10 requirements outlined in the Action 
Plan of the 15 October 2010 inspection report had been fully addressed. The remaining 
eight requirements had not yet been fully completed although one was still within the 
timeframe given as 7 March 2011. The provider and person in charge had also progressed 
two of the four issues raised in best practice recommendations in line with the National 
Quality Standards for Residential Care Settings for Older People in Ireland. The provider told 
the inspector that he was considering the remaining two issues. 

 
Overall, the inspector found that the provider and the person in charge had made some 
changes since the previous inspection. For example, residents’ meetings had commenced, 
some improvements had been made to documentation, a report on the review of quality 
and safety of care and quality of life within the centre had been submitted to the Authority 
within the timescales agreed with the provider. In addition, quarterly notifications had also 
been submitted as required by the relevant legislation and residents’ care plans had been 
reviewed on a monthly basis. 
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However, a number of actions were still outstanding and require significant improvement. 
These related to the safety of medication management, pressure ulcer management, 
resident safety and the management of respite admissions. These improvements are set out 
in the Action Plan at the end of this report. 

 
Other issues covered on inspection: 
 
Security 
On arrival at the centre, the inspector found the key in the lock outside the front door. This 
practice had previously been raised by the inspector during the inspection on 12 May 2010. 
While the front door had been fitted with a new internal key-code to prevent any resident 
from wandering out of the front door inadvertently, the front reception area was 
unsupervised. These matters were raised with the key senior manager as a potential 
security risk. She was not sure why this was the practice, and told the inspector that the 
person in charge and the provider had made the decision to maintain the key in the door. 
The visitors’ book had not been maintained and no pen was available. 
 
Fire 
The records of fire safety and maintenance were reviewed by the inspector. The daily 
documented check of means of escape was signed as having last been completed on 14 
January 2011. The system of documentation of means of escape checks was found to be 
inadequate. 
 
Complaints 
The complaints procedures outlined in the statement of purpose submitted to the Authority 
on 26 November 2010 (Version 4) did not meet the legislative requirements. The complaints 
procedure did not contain details of an independent appeals process, the operation of which 
is included in the designated centre’s policies and procedures. 
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Actions reviewed on inspection: 
 

1. Action required from previous inspection:  
Ensure residents’ assessments are completed, and their needs are set out in an individual 
care plan developed and agreed with each resident.  
 
The interventions required to meet the changing needs of residents to be continuously 
assessed, monitored and evaluated on an as required basis and no less frequently than 
every three months.  
 

 
This action was partially completed. 
 
The inspector reviewed a sample of residents’ assessments and care plan documentation, 
and found some improvements had been made with regard to resident assessment. Each 
resident had been reviewed since the last inspection on 15 October 2010. Most of the long 
term residents had new revised documentation in place. However, the standard and quality 
of completed documentation was varied. There was no documented evidence of resident or 
relatives’ involvement or consultation with the care planning process and no available audit 
of care plans by the person in charge.   
 
The new documentation used was comprehensive and detailed and included  
evidence-based assessment tools. However, not all residents had an assessment of 
cognitive ability as part of their admission or ongoing care.  
 
The assessment documentation in use was reviewed by the inspector and found to be 
incomplete with regard to maintaining a safe environment for one resident with an assessed 
mild cognitive impairment. For example, the documented assessment and care plan for this 
resident did not indicate the reasons for, or the safe use of a bedrail observed by the 
inspector in place on the residents’ bed.   
 
The inspector reviewed the assessment and care plans for a resident who had been 
admitted for a period of respite. The inspector found that this documentation had been 
updated from the previous admission although there was no evidence that any cognitive 
assessment had been completed for this admission period. The assistant director of nursing 
also confirmed that the general practitioner (GP) had not visited to review the resident and 
the residents’ medical record confirmed that no entries were in place. She also confirmed a 
verbal order had been taken on 31 January 2011 for antibiotic therapy to treat a suspected 
urinary tract infection. The verbal order had been written on the residents medication 
prescription chart and signed by the person in charge. This order had not been signed by 
the GP and had been administered by nursing staff on three separate occasions.  

 
2. Action required from previous inspection:  
Implement the challenging behaviour policy in full and develop individual assessment and 
individual intervention plans for all residents that present with behaviour that challenges. 
 
Review supervision systems and practices in place to manage challenging behaviour in 
communal and private bedroom areas which ensures safety and also respects the privacy 
and dignity of each resident. 
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Establish a system which audits and reviews the implementation of the policy and 
disseminates learning to all staff. 
  

 
This action was partially completed. 
 
The record and audit of incident and accidents for the last quarter of 2010 was reviewed by 
the inspector. Two incidents involved one resident with an acquired brain injury who had 
increased signs of agitation. The inspector reviewed the care records for this resident and 
noted that a detailed assessment and effective care plan was in place. The outcome of the 
risk management review was a plan to increase supervision when the resident showed any 
signs of agitation. In addition, review meetings had taken place with a case worker from the 
Health Service Executive (HSE).  
 
The provider informed the inspector that a training session was planned for 13 January and 
6 February 2011 on the management of behaviour that challenged and restraint 
management. However, the training records did not contain the detail and content of any 
training on 13 January 2011, nor was evidence submitted by the provider that this had 
taken place. 
 
Medical notes reviewed by the inspector showed that the psychiatry of old age community 
team visited the centre to review a number of residents. The assistant director of nursing 
confirmed that regular contact was maintained with the community mental health team. For 
example, one resident had been admitted to the acute psychiatry services after a review 
and was still in hospital at the time of this inspection. 
 
The assistant director of nursing told the inspector that each resident had been reassessed, 
in the last three months with regard to the use of restraint. This involved a detailed 
assessment for the use of bed rails, safety belts and a ‘wander’ alarm. The inspector found 
that residents were assessed for the use of restraint and there was documentary evidence 
that regular checks were carried out on the use of restraint and restraints were regularly 
removed. 
 
The assistant director of nursing confirmed that measures of restraint were reviewed daily. 
However, one resident identified as having bed rails in place had an assessment record in 
place which did not confirm the use of a bed rail on her bed and did not have a detailed 
review of the need for the use of a bed rail. 
 
The audit to review the implementation of the challenging behaviour policy was not 
available on the day of the inspection from the assistant director of nursing. 
 
 
3. Action required from previous inspection:  
Review the accident and incident and near miss reporting process to incorporate more 
detailed information. 
 
Establish a system which audits and reviews the accidents and incidents reported and the 
adherence of staff to accurately reporting same. 
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Establish a forum where staff meet to communicate and share learning following reviews 
of accidents and incidents at the centre. 

 
This action was partially completed. 
 
The record of accidents and incidents was reviewed by the inspector. Improvements were 
noted in the quality and accuracy of record keeping by the registered nurses since the last 
inspection. The assistant director of nursing was knowledgeable about the quarterly audit 
and review that was completed in the centre and told the inspector that the person in 
charge reviewed each accident and incident following any episode.  
 
The assistant director of nursing told the inspector that audit findings were communicated 
at staff meetings. However, there was no formal record of this or of any other forum in 
place where staff met to communicate and share learning following reviews of accidents 
and incidents at the centre. 

 
4. Action required from previous inspection:  
Establish and maintain a system for improving quality and safety of care and the quality 
of life of residents in the centre at regular intervals. 
 
Report on the improvements identified and provide a copy of these reports within three 
months of receipt of this inspection report. 
 
Such reports to address issues of communication, person-centred care, enablement, 
inclusion and involvement of residents and relatives or advocates in daily decision making 
and participation in their care and the organisation and delivery of services provided at 
the centre. 
 

 
This action had not yet been completed. The provider and the person in charge were still 
within the agreed timeframe for completion of this action. 

 
5. Action required from previous inspection:  
Review prescription and administration practices within the centre and put in place a 
process which ensures the practice meets the requirements of the legislation and all 
relevant professional guidelines. 
 
Ensure the process is supported by a policy which reflects contemporary evidence-based 
practice. 
 
Review audit process and ensure regular audits are routinely and regularly carried out 
and that learning from such audits is disseminated to all staff. 
 

 
This action was not completed satisfactorily. 
 
Some improvements had been implemented. A new medication prescription chart had been 
put in place by the person in charge as of 1 February 2011. Six nursing staff had attended 
medication management training. However, a review of the MDA records and drug 
administration charts by the inspector indicated that further improvement were required.  
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Furthermore, there had been a significant turnover of nursing staff at the centre since the 
initial registration inspection in May and June 2010. A total of six nursing staff had left 
employment and at the time of this inspection, there were only seven staff nurses on the 
staffing roster. 
 
Inspection findings indicated that registered nurses responsible for medication management 
on the day of the inspection were not managing to an adequate level and the practises 
within the centre were not in accordance with the best practice guidelines for medication 
management from An Bord Altranais (ABA) (2007). The issues identified by the inspector 
included: 

 residents’ medications were being administered from a pharmacy generated 
medication administration record system (MARS) despite the introduction of 
the new medication prescription sheet by the person in charge on 1 February 
2011. The inspector observed that the primary prescription sheet was not 
consulted by the staff nurse each time a medication was administered in line 
with ABA medication administration standards 

 the MDA count was not completed at each shift change as per ABA guidelines. 
The count completed on 1 February 2011 after a pharmacy delivery was found 
to be calculated and documented incorrectly. This had not been documented 
as an error, in line with the centre’s policy. The assistant director of nursing 
told the inspector she would implement this check immediately and inform the 
person in charge 

 there were no records available for disposal of unused or out of date 
medicines returned to pharmacy or for residents following discharge 

 the staff nurse administering medication at lunch time was seen administering 
eye drops to a resident at the dinner table during the mealtime. The eye 
drops were then returned to an unlocked medicines fridge for storage. There 
was no date recorded on the label as to when the eye drops were first opened 

 one resident had commenced antibiotic medication for a suspected infection 
the day before. However, no signed GP prescription was available. Medication 
administration records indicated that the antibiotic had been given earlier that 
morning and on two occasions on 1 February 2011. The inspector was told 
that a nurse had written details of the medication on the prescription sheet 
and that two other nurses had administered the medication. The assistant 
director of nursing confirmed no prescription had yet been received and the 
decision to administer had been on the basis of a telephone order of which no 
record was available. This practice was contrary to local policy in place at the 
centre and professional guidelines  

 the medication fridge in the nurses’ station was not kept locked and the 
nurses’ station was frequently left open during the day of the inspection. 

 
The practices observed by the inspector were not consistent with best practice or 
subject to regular audit. They also indicated that staff were not familiar with the written 
policies in place at the centre or ABA guidelines and standards. The person in charge 
had previously confirmed to inspectors that medication audit tools were in use and 
submitted to the Authority a copy of a modified pharmacy audit tool in use in the centre. 
While this tool was inadequate to fully audit all aspects of practice, there was no 
evidence that this was in use at the time of this inspection and was not reflective of the 
medication management policies and practices observed at the centre.  
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6. Action required from previous inspection:  
Develop and provide a more varied choice of activities and things to do, based on the 
individual preferences of residents. 
 
Ensure that such choices are offered in the evenings and weekends and to all residents. 
 
Revise current programme in place for older persons, and develop meaningful activity 
which is specific to residents needs and is inclusive of residents with cognitive 
impairment living at the centre. 
 

 
This action was partially completed. 
 
The provider said an activity assessment would be completed on admission and reviewed at 
three-monthly intervals. The activities co-ordinator was to attend a course on activities 
specific to dementia care in March 2011. In addition senior nursing staff would be attending 
a course on best practice in dementia care in February 2011.  
 
The inspector reviewed the records and found that activities and pastimes had been 
discussed at resident meetings. All residents had their pastimes and likes and dislikes 
documented on admission and a programme was now in place over the seven day week 
including evenings. However, the activities assessments reviewed by the inspector were 
found to be brief and lacked detailed social background. For example, in one file reviewed, 
recreation/social interaction was noted as “watching TV” and “reading newspaper”.  
 
The activities coordinator and a care assistant were seen taking two residents to the local 
church on the morning of the inspection. At the time of this inspection, 13 of the 23 
residents were identified as having a form of cognitive impairment or had been diagnosed 
with dementia. Weekly records of resident participation in activities had been maintained by 
care staff and referenced participation for chair exercises, games and a quiz, and making a 
St Brigid’s cross. On the day of inspection, chair exercises and prayers were the 
documented activities with bingo and a therapy dog visit planned for the evening. A group 
of residents had also visited “Teach Brid” during the week with the activities coordinator. 
 
From a review of the activity programme and the record of residents’ participation in 
activities, the inspector, concluded that planned and organised activities for residents with 
cognitive impairment and/or dementia were limited. The activity schedule had not been 
further developed in any meaningful way since the last inspection on 15 October 2011. The 
assistant director of nursing said they were trying to develop more appropriate activities 
which may be of interest to residents. The inspector was informed that the person in charge 
was at a dementia care course in Dublin on the day of the inspection. In addition the 
activities coordinator was due to attend a course in March 2011 on activities specific to 
dementia care. 

 
7. Action required from previous inspection:  
Amend the contract of care and ensure it meets all the requirements of the legislation. 
 

 
This action was partially completed. 
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The provider had introduced a revised contract of care on 28 January 2010 which detailed 
additional optional charges for services such as newspapers, social programmes and 
administration costs. The inspector reviewed two contracts of care, both of which were the 
older version, from June 2010. Both contracts were signed by the residents’ representatives 
and had all the fees clearly stated. However, the contract of care also contained erroneous 
information on the registration status of the centre.  

 
8. Action required from previous inspection:  
Ensure all staff working at the centre attend a pressure ulcer prevention and 
management update. 
 

 
This action was partially completed. 
 
The provider said that a pressure ulcer prevention and management day had been arranged 
for 7 December 2010, but had to be cancelled due to hazardous weather conditions. This 
was rearranged for 5 January 2011, facilitated by a tissue viability nurse tutor.  
 
The inspector reviewed the training records and found that a number of staff had attended 
a one hour session. The assistant director of nursing did not know the name of the person 
who delivered the training. No details of the trainer or the content of the training were 
documented in the training diary reviewed by the inspector. The assistant director of 
nursing confirmed to the inspector that the short session took place in the centre during 
January 2011 and that none of the residents on the day of the inspection had a pressure 
ulcer. 

 
9. Action required from previous inspection:  
Submit notification to the Authority regarding the unexplained absence of a resident as 
discussed during the inspection. 
 

 
This action was addressed in full by the person in charge.  
 
Following receipt of the last inspection report, a written notification was received by the 
Authority on 18 January 2011, outlining the details of the unexplained absence of a resident 
in July 2010. 

 
10. Action required from previous inspection:  
Completion of ground works and landscaping to allow for access for all residents 
 

 
This action was partially completed. 
 
The provider had completed gardening and landscaping works, including planting. The 
provider said the lawn and secure garden would be furnished with seating and ready for full 
use in spring 2011. The inspector found that the major ground works had been completed, 
with some planting. The secure garden area was found to have a grassed lawn in place and 
wooden palisade fencing. However, the area was not furnished with seating.  
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The weather was inclement on the day of the inspection and none of the residents or 
visitors were seen by the inspector to use the new section of garden. 
 
 
 
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 

The person in charge facilitates the establishment of an in-
house residents’ representative group for feedback, consultation 
and improvement on all matters affecting the residents. 
 
Particular consideration is given to residents with dementia and 
other cognitive impairments with regard to opportunities for 
participation in meaningful and purposeful activity. 
 
Provider’s response: 
This had been addressed. 
 
Findings: 
A resident representative group had been established at the 
centre.  

Standard 6: 
Complaints 

The person in charge ensures complaints and comments are 
raised at team meetings for feedback and future learning. 
Measures required for improvements are put in place. 

 
Provider’s response: 
The person in charge has and will ensure complaints and 
comments are raised at both individual and staff meetings to 
ensure awareness and improved practice where necessary. 

 
Findings: 
No records were available at the time of this inspection. The 
person in charge was also not available to discuss the outcome 
of this recommendation in detail.  

Standard 25 
Physical 
Environment 

Repair or replace public telephone available to residents. 
Consider re-locating the telephone to a more private space. 

 
Consider a cold drinking water system where residents can help 
themselves in a communal area. 
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Provider’s response: 
Awaiting a visit from telephone provider regarding public 
telephone (delay due to bad weather). We have the facility to 
provide a private telephone in a residents room should this be 
required. 
 
Findings: 
Not yet fully addressed by provider. 

Standard 29 
Management 
Systems 

The person in charge ensures that professional development 
plans are in place that are supported by training and education 
programmes. 
 
Provider’s response: 
Training plan for 2011 under construction. 
 
Findings: 
No evidence available in the form of the 2011 training plan at 
the time of the inspection. 
 

 
 
Report compiled by: 
 
Leone Ewings 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
Date 28 March 2011 

 
 

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

 
15 October 2010 
 

 Registration 
 Scheduled  
 Follow up inspection 

 
 Announced 
 Unannounced  

12 and 13 May, and 21 June 2010   
 Registration 
 Scheduled  
 Follow up inspection 

 
 Announced 
 Unannounced  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 

Action Plan 

 
Provider’s response to additional inspection report*  

 
Centre: Hillview Private Nursing and Retirement Residence 

 
Centre ID: 141 

 
Date of inspection: 2 February 2011 

 
Date of response: 13 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 residents’ assessment and care plans in place were not found to be fully completed 
in a consistent way and were not subject to audit by the person in charge. 
 
There was no evidence in place of any consultation with the resident and/or their 
representative documented in the residents’ records. 
 
Action required:  
 
The person in charge to undertake a review and audit of assessments and care plans in 
place for each resident. 
 
Action required:  
 
Notify the resident of any review and after consultation and formal review, document 
each revision of the care plan. 
 

                                                 
* The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Action required:  
 
The person in charge to undertake review and audit of the residents records including 
assessments and care plans. 
 
Reference:   

Health Act, 2007 
                   Regulation 8: Assessment and Care Plan 
                   Standard 10: Assessment  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A full review and formal audit of all assessments and care plans in 
place for each resident has been completed. The findings on this 
review and audit show that assessments and care plans are fully 
completed for all residents in an appropriate and consistent way. 
 
All care plans are reviewed at least three monthly or as changes 
occur and this is documented. Findings from review and audit have 
been disseminated to all staff nurses individually and have been 
discussed in further detail at our recent staff meeting. 
 
Each revision of the residents care plan is noted and documented 
and residents notified and involved in review process where 
appropriate.  Evidence of consultation is in place for each resident 
where applicable. 
 

 
 
In place 

 
2. The provider  has failed to comply with a regulatory requirement in the 
following respect: 
 
The practices and written operational policies relating to the ordering, prescribing, 
storing and administration of medicines to residents were inadequate and staff were not 
familiar with such policies and procedures. 
 
Action required:  
 
Put in place safe, appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to residents 
and ensure that staff are familiar with such policies and procedures. 
 
Action required: 
 
Review audit process and complete regular audits on medication management including 
administration. Ensure that learning from such audits is disseminated to all staff. 
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Reference:   

Health Act, 2007 
                   Regulation 33: Ordering, Prescribing, Storing and Administration of   
  Medicines 
                   Standard 14: Medication Management 
  Standard 15: Medication Monitoring and Review 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Policies’ relating to the ordering, prescription, storing and 
administration of medicine’s have been reviewed and amended to 
ensure all nurses practice in accordance with  “ Guidance to Nurses 
and Midwives on Medication Management” (An Bord Alranais 2007) 
All staff involved in medication administration are fully aware of the 
policies in place. The Medication Management Audit tool has been 
amended to encompass recent changes to policies and this audit is 
completed three monthly to ensure compliance and monitor 
performance. Recent Audit has shown a much improved level of 
compliance with the policy and findings have been disseminated to 
all nursing staff and discussed at recent Nurses meeting to ensure 
learning and promotion of best practice. 
 
The Controlled Drug Count is now completed at each shift change 
by two nurses as per An Bord Altranais guidelines, and our policy 
amended to reflect this.  
 

 
 
In place 

 
3. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Medication was found to be administered to a resident by a registered nurse without 
access to a valid prescription from the General Practitioner (GP). 
 
Action required:  
 
Maintain, in a safe and accessible place, a record of each drug and medicine 
administered in respect of each resident, giving the date of the prescription, dosage, 
name of the drug or medicine, method of administration, signed and dated by a medical  
practitioner and the nurse administering the drugs and medicines in accordance with any 
relevant professional guidelines.  
 
Reference:   

Health Act, 2007 
                   Regulation 25: Medical Records  
                   Standard 14: Medication Management  
 



Page 18 of 26 

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

Timescale: 
 

Provider’s response: 
 
As per our policy, all medication administered to a resident is 
prescribed by the GP/medical practitioner. All residents have a 
clear and accessible record of each medicine to be administered 
which is signed and dated. Accompanying this is a record signed by 
the nurse of each medication administered.  
 
Where medication is prescribed in emergency situation, a valid 
faxed prescription is obtained from the GP, to ensure safe and 
timely administration of medications. The Residents Drug 
Prescription Kardex is signed by the GP within 72 hours, as per our 
policy and in keeping with An Bord Altranais Guidelines.   
 

 
 
In place 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The audit reviewing the implementation of the challenging behaviour policy was not 
available on the day of the inspection. 
 
The training records for staff who attended the challenging behaviour and restraint 
management training, including details of content and duration of training was not 
available to the inspector on the day of the inspection. 
 
Action required:  
 
Submit the audit undertaken reviewing the use of the challenging behaviour policy. 
 
Action required:  
 
Submit the training records for staff who attended the challenging behaviour and 
restraint management training, including details of content and duration of training. 
 
Reference:   

Health Act, 2007 
                   Regulation 6: General Welfare and Protection 
                   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: 
 
Under separate cover, copies of audit and training records are 
being forwarded. 
 

 
 
13 May 2011 
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5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no record of any forum for all staff to communicate and share learning from 
serious or untoward incidents or adverse events involving residents. 
 
Action required:  
 
Ensure that the risk management policy covers the arrangements for the identification, 
recording, investigation and learning from serious or untoward incidents or adverse 
events involving residents. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Risk management policy to be reviewed to include formal details 
for learning and shared communication from serious 
incidents/events involving residents. At present this is implemented 
through one to one communication with staff and at staff meetings 
as is outlined in our incident policy. 
 

 
 
In place/mid-June 
2011. 

 
 

6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The existing activities programme available to residents was not appropriate in content, 
for the residents with cognitive impairment living at the centre. 
 
Action required:  
 
Provide opportunities for each resident to participate in activities appropriate to his / her 
interests. 
 
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: 
 
The person in charge has completed a course in dementia care 
incorporating activity planning.  One of our activity coordinators 
has also attended activities in dementia care programme and our 
second activities coordinator is due to attend a workshop on 
activity planning for people with cognitive impairment in late May 
2011. 
  
All residents now have a full and comprehensive activities 
assessment and care plan in place. All new residents will have a 
full and comprehensive assessment and care plan developed 
following admission. 
 
This is individualised to each resident and ensures that all residents 
are provided with the opportunity to engage in activities 
appropriate to their interests and wishes. 
 
Our activities programme has been reviewed and altered to ensure 
an appropriate programme of activities on a daily basis. However, 
this is very flexible in order allow for individual choice and 
preferences and impromptu activity. 
 

 
 
In place 

 
7. The person in charge  has failed to comply with a regulatory requirement in 
the following respect: 
 
There was no evidence of the person in charge and the nursing staff having attended a 
study day on pressure ulcer prevention and management. 
 
Action required:  
 
Provide staff members with access to education and training to enable them to provide 
care in accordance with contemporary evidence-based practice.  
 
Reference:   

Health Act, 2007 
                   Regulation 16: Staffing 
                   Standard 24: Training and Supervision 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Unfortunately as the person in charge was attending a course on 
dementia care on the day of inspection, training files were not 
accessible to the Inspector. However, the person in charge and 
other staff have attended a study on pressure ulcer prevention and 
management on 5 January 2011. Certificates of attendance are in 

 
 
In place 
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our training record files. We are committed to ensuring that 
education and training are provided, where appropriate, to ensure 
the delivery of up to date evidenced=based practice. 
 

 
8. The person in charge has failed to comply with a regulatory requirement in 
the following respect: 
 
There was no assessment or care plan in place to indicate how the resident would be 
cared for when using bedrails observed to be in place on their bed. 
 
Action required:  
 
Review resident assessment and put in place a care plan which addresses the care needs 
of resident assessed as needing a bedrail or requesting the use of this equipment. 
 
Reference:   

Health Act, 2007 
                   Regulation 25: Medical Records 
                   Standard 11: The Resident’s Care Plan 
 
Please state the actions you have taken or are planning to 
take with timescales: 

Timescale: 
 

Provider’s response: 
 
All residents care plans and assessments have been reviewed (see 
action plan one above) and any resident assessed as requiring the 
use of bed rails or who requests to use bed rails have a care plan 
in place to address their care needs when bed rails in use. 
 

 
 
In place 

 
9. The provider has failed to comply with a regulatory 
requirement in the following respect: 
 
The outdoor garden facilities are not yet furnished with suitable 
seating for use in the ‘new garden’ area. 
 

 

Action required:  
 
Provide and maintain external grounds which are suitable for and 
safe for the use of residents. 
 

 

Reference:   
Health Act, 2007 

                   Regulation 19: Premises 
                   Standard 24: The Physical Environment 
 

 

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

Timescale: 
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Provider’s response: 
 
Appropriate and suitable seating is now in place in our new 
park/garden area. 
 

 
 
In place 

 
10. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The statement of purpose did not contain details of all matters listed in Schedule 1 of the 
Health Act 2001 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended). 
 
Action required:  
 
Compile a Statement of purpose that consists of all matters listed in Schedule 1 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended). 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Our statement of purpose (dated October 2010) revised April 2011 
to incorporate amended “Complaints Policy” contains all matters 
listed in Schedule one of the Health Act, 2007.      
 

 
 
In place 
 

 
11. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The key was in the front door of the centre and there was no monitoring or risk 
assessment and policy in place to maintain security of residents and staff. 
 
Action required:  
 
Review the practice of leaving the front door accessible to all and put in place a detailed 
risk assessment and policy on security of residents and staff at the centre. 
 
Reference:   

Health Act, 2007 
                   Regulation 6: General Welfare and Protection 
                   Standard 26: Health and Safety   
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A key pad lock is now operational and in place on the outside of 
the front door, thus the front door is no longer accessible to all.   
Access and exit is only obtained by use of a key pad code, thus 
ensuring the security of both residents and staff at our nursing 
home.   
 

 
 
In place 

 
12. The person in charge  has failed to comply with a regulatory requirement 
in the following respect: 
 
There is no independent person nominated in the complaints procedure, outlined in the 
statement of purpose submitted on 26 November 2010. The complaints procedure did 
not contain details of an independent appeals process, the operation of which is included 
in the designated centre’s policies and procedures. 
 
Action required:  
 
Make a person available, independent to the person nominated in Regulation 39(5), to 
ensure that all complaints are appropriately responded to and the person nominated 
under Regulation 39(5) maintains the records specified under Regulation 39(7). 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Our complaints procedure has been amended to include the details 
of an independent person nominated to ensure all complaints are 
appropriately responded to and that records are maintained as 
specified under regulation 39(7). 
 
Our complaints Policy and Procedure is on display in our nursing 
home and in our statement of purpose 
 

 
 
In place 

 
13. The person in charge  has failed to comply with a regulatory requirement 
in the following respect: 
 
The daily record of checks of means of escape at the centre was not documented by 
staff since 14 January 2011 in the fire records book. 
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Action required:  
 
Maintain in a safe accessible place records of fire practices including means of escape 
checks, which take place at the designated centre. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Daily records are maintained of “means of escape checks” in our 
nursing home, records are maintained in our nurses’ station.  Daily 
checks ensure that the means of escape are kept clear of 
obstructions. 
 
 

 
 
In place 



Page 25 of 26 

 
 
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 20 Social 
Contacts 

Review the use of the visitor’s book and promote completion 
of the record of visitors to the centre. 
 
Provider’s response: 
 
All visitors to our nursing home are encouraged and 
requested to sign the visitors’ book. 
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Any comments the provider may wish to make: 
 

 
Provider’s response: None received. 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Provider’s name:   John James Cahill (Jim) 
Date:   13 May 2011 

 
 

CC.   Rebecca Carolan 
 
 
 

 


