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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. 
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About the centre 
 

Description of services and premises 

 
Our Lady of Lourdes Care Facility offers long-term, respite, convalescent and 
rehabilitative care to a maximum of 52 residents. At the time of inspection there were 
46 residents with a wide range of needs including residents with dementia. 
 
The centre is on three levels with the lower ground section being a new development 
where it is planned to accommodate an additional 24 residents in 22 bedrooms. The 
building is split level on a sloping site so the ground floor and new lower ground floors 
have separate entrances and open onto secure grounds. At the time of inspection the 
new lower ground floor extension was not occupied.  
 
The part of the building currently operational contains accommodation for residents on 
the ground level and offices and staff facilities on the upper floor. There is a stairs to 
the upper floor which is protected by a stair gate. 
 
The entrance to the centre opens into a lobby area off which are two wings containing 
residents’ bedrooms and communal facilities.  
 
The wing to the left can accommodate 13 residents in six single rooms with en suite 
facilities including assisted shower, toilet and wash-hand basin. In addition there are 
two single bedrooms, one twin-bedded and one three-bedded room, none of which 
have en suite facilities. There are two assisted toilets and a bathroom with bath, toilet 
and wash-hand basin. 
 
The wing to the right provides accommodation for 11 residents in three single 
bedrooms and one twin-bedded room with en suite facilities including assisted shower, 
toilet and wash-hand basin. In addition there is one single room, one twin-bedded room 
and one three-bedded room, none of which have en suite facilities. There is an assisted 
bathroom with shower, toilet and wash-hand basin and a toilet for visitors’ use. 
 
There is also a small dining/dayroom in this area that is fitted out in a rustic theme 
containing an artificial open fire, dresser and artefacts that create a rural domestic 
character. There is a small smoking room which has a ventilation system. 
  
Further into this level is an open plan area including a pleasant communal space with 
large windows and patio door opening onto a wide balcony surrounding much of the 
side of the building. This seating area has a range of outdoor furniture and affords 
pleasant views of the countryside. A wide corridor leading off the same central area has 
22 bedrooms of which 18 are for single occupancy and four are twin bedded: two of the 
single rooms have the capacity to accommodate two people but are currently being 
used for single occupancy. All have en suite facilities with assisted shower, toilet and 
wash-hand basin. There are three additional toilets for communal use located at 
convenient points. The lift and stairwell to the lower ground floor are situated in this 
open plan section. 
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The kitchen is located directly across from the dining room with a hatched area for food 
delivery. 
 
There is a nurses’ station and a very comfortable and well equipped coffee dock/visitors 
room, with complimentary coffee machine.  
 
The lower ground floor was unoccupied at the time of inspection. This area has been 
designed and fitted out to an extremely high standard. Bedrooms are all en suite and 
the fittings, such as built in wardrobes, are of a high standard. The bathrooms are well 
designed with sliding doors for ease of access. There are two communal areas which 
are open plan and are furnished to a very high standard. There is a small prayer room 
and a snoezelen (a room designed to provide a soothing environment through a range 
of sensory stimuli), a hairdressing salon and a therapy room. There are also a number 
of utility rooms and offices and an assisted bathroom with bath, toilet and wash-hand 
basin and separate toilets for communal use. There is a hydrotherapy pool and an 
occupational and physiotherapy unit which has been closed off, and at the time of 
inspection it was unclear when they would be available for use. 
 
All critical entrances are secured by a keypad system. 
 
There is sufficient parking available around the building and ramps where required.  
 

Location 

 
Our Lady of Lourdes Care Facility is located in Kilcummin village approximately seven 
kilometres from Killarney town. Access is via a small road to the side of the Catholic 
church. The village has a range of amenities such as post office and shops and there is 
a regular bus service. 
 

Date centre was first established: 
 

 
1987 

Number of residents on the date of 
inspection 

 
46 

Number of vacancies on the date of 
inspection 

 
4 

 
 

Dependency level of 
current residents  

Max High  Medium Low 

Number of residents 
 

16 16 
 

11 
 

3 
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Management structure 
 
Our Lacy of Lourdes Care Facility has been owned and managed by Melbourne Health 
Care Ltd since 2007. It is a family business constituted as a Board of Directors with a 
membership of four and an independent chairman. All four directors are involved in the 
day-to-day management of the service, in finance, catering, staff liaison and operations. 
Representing this board is Margaret Murray who is the nominated Registered Provider. 
The Person in Charge (PIC) is Carmel O’Riordan who reports to the Registered Provider. 
Staff nurses and care staff report to the PIC. 
 

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 *2-3 *3-9 
 

1-2 1-3 4 **3 

 
* The numbers on duty vary depending on the time of day. For example, there were 
nine care staff on duty during the day and three at night. 
 
** One maintenance and two full-time activities coordinators. 
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Summary of findings from this inspection 
 
As part of the registration process, the provider and person in charge are required to 
satisfy the Chief Inspector that they are fit to provide the service and that the service 
will comply with the Health Act 2007 ( Care and Welfare of Residents in Designated 
Centres for Older People ) Regulations 20009 (as amended).  
 
This was the second inspection carried out by the Authority. The first had been a one 
day monitoring inspection carried out on 28 September 2010. There were 10 actions 
arising out of that inspection, all of which had largely been completed within the agreed 
timeframes. 
 
This inspection was announced and was carried out over a two day period. Inspectors 
met with staff, residents and relatives, and reviewed a range of documentation. 
Inspectors had also reviewed documentation submitted prior to inspection in respect of 
the self assessment completed by the provider and person in charge. The provider and 
person in charge participated in fit person interviews over the course of the inspection. 
The deputy person on charge was also interviewed. 
 
The inspection concluded that the provider and person in charge were fit persons and 
that a high standard of care was provided to residents. In particular, it was notable that 
the family took considerable pride in their business and aspired to maintain a high 
standard of care. This was reflected in the level of care offered to residents and in the 
high standard of the new extension: there are plans for further development of a 
dementia specific unit to replace some of the existing long stay beds. 
 
Comments by residents and relatives 
 
Residents with whom inspectors spoke reported as high level of satisfaction with the 
service and this was also reflected in questionnaires with had been circulated to 
residents and relatives, on behalf of the Authority, prior to inspection. Family members 
also spoke highly of the provider and person in charge and the consideration that had 
been shown to them when their relative was unwell. They made particular reference to 
the availability of the PIC and the provider and the ease of access to the centre.  
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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 
 
There was evidence of strong leadership in the manner in which the providers were 
involved in the day-to-day operation of the service and all had clearly defined roles. 
Board meetings were held at monthly intervals and, being mindful of the potential 
complications of family operated businesses, they had engaged an independent 
chairperson in order to bring balance to their working relationships. 
 
The nominated provider, Margaret Murray, is on site at least five days per week and 
takes an active part in assuming responsibility for service delivery. She informed 
inspectors that she makes a point of speaking to each resident every day she is on site, 
and taking a note of who may be in bed that day so that she can call to their room. 
There is a close working relationship between the provider and PIC which became 
evident over the course of inspection and thorough the fit person interviews. 
 
Both provider and person in charge demonstrated good knowledge of their legal 
responsibilities and the deputy understood the requirements of her role. 
 
Inspectors noted that there were sufficient staff on duty and the availability of two full-
time activities coordinators was a notable indication of the commitment of the provider 
to providing a high standard of holistic care.  
 
All documents required by legislation were available for inspection and all required 
policies and procedures were in place. There was an emergency plan with a 
complementary emergency evacuation and business contingency plan in the advanced 
stages of development. Insurance was up-to-date including insurance for residents’ 
personal belongings. 
 
Fire records and maintenance checks were up-to-date and staff confirmed their training 
and understanding of fire procedures. All exits were unblocked and all rooms had the 
exit plan posted inside the bedroom door.  
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A quality improvement exercise had been undertaken in 2010 to benchmark the service 
against the National Quality Standards for Residential Care Settings for Older People in 
Ireland. There was an incident report log available and notifications were made to the 
Authority as required. 
 
Financial controls were in place to manage and protect residents’ finances and 
inspectors reviewed the process which was found to be transparent and well managed. 
 
Some improvements required  
 
There was a comprehensive generic Health and Safety Policy with additional localised 
risks identified. However, there was no evidence that staff had read and understood the 
policy and no system for signing off by staff. Of the range of policies available only the 
medication management policy had been signed off. While the provider outlined her 
practice of discussing policies individually with staff, there was no record available of 
this.  
 
The process of holding the required information for staff was largely complete. Of the 
six random samples of files selected by inspectors, all had the required contents apart 
from two files, which had only two as opposed to the required three references. It was 
evident that sustained efforts were being made to have staff cooperate in this process, 
as there was checklist available to staff to identify what outstanding documentation was 
required. 
 
Significant improvements required  
 
There was a complaints policy, which was prominently displayed and there was a 
complaints log. There were no entries in the complaints log other than a record of nil 
return for each month. There was a complaints log in the kitchen to document if a 
resident was unhappy with the food. In addition, there was a comprehensive guidance 
manual for staff advising them of how to deal with a complaint and prompting them as 
to how they might elicit information in a sensitive manner. This manual also contained 
sample letters for responding to complainants. However, the complaints policy set a 
time limit of four weeks from the time of the alleged incident, or four weeks from the 
time it had come to the notice of the complainant. This created an impediment for 
complainants who might wish to refer to a pattern of events over a period longer than 
four weeks, and did not foster a culture of open complaints.  
 
Minor issues to be addressed  
 
A number of audits had been undertaken such as hand hygiene, resident satisfaction of 
the service and feedback on the standard of catering, and a medication audit had been 
undertaken by the pharmacist. However, these were not combined in a manner that 
might have better assisted the provider in formulating a comprehensive quality control 
system with oversight of the whole service.  
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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 
 
Inspectors noted that independence was promoted among the residents. Assistance to 
mobilise was provided for those residents who needed it and they were encouraged to 
use the outdoor balcony area. 
 
There was a team nursing system in place whereby a nurse and two care staff were 
assigned to five residents and took a particular interest in, and responsibility for, their 
care.  
 
Privacy and dignity was respected and inspectors noted the respectful but genial 
manner with which staff spoke to residents. Discretion was used in the application of 
personal care and assistance with eating was offered in an unhurried and considered 
manner. 
 
Residents were facilitated to purchase newspapers, and television (TV) was used as a 
supplement to the other activities available, rather than a substitute for personal 
attention from staff. 
 
There was evidence that residents had been consulted in the operation of the centre in 
that there were records of residents’ surveys and a residents’ committee was being 
facilitated by the activities coordinators.  
 
Postal voting was available for those residents who required it but others were taken to 
the polling booth, which was a short distance from the centre. 
 
There was evidence of consent being sought, for example, for taking residents 
photographs for their records and in the use of bedrails.  
 
Elder abuse training had been completed for staff and those with whom inspectors 
spoke were knowledgeable about the features of elder abuse and their reporting 
obligations. 
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Religious beliefs were accommodated and there was a prayer room available in the 
lower ground floor extension. 
 
There was a very comprehensive activities programme delivered seven days per week 
by two full-time and one part-time activities coordinator. The coordinators offered a 
range of activities both on a group and on an individual level. So, for example, if a 
resident was confined to bed they would visit the room to chat or administer a hand 
massage. There is a session called “tea in the parlour” in the small communal area five 
mornings a week and this opportunity was used to bring together small groups of 
residents for activities such as bread making. On one of the afternoons of inspection 
there was a session on wool making with a spinning wheel available for residents to try 
out. In addition, the coordinators arranged outings to the dog track and local festive 
events. On these occasions they are assisted by colleagues and would take between 10 
to 12 residents. Local school children visited and there were regular musical events. 
 
The activities programme was coordinated with the care and nursing staff so that, for 
example, the activities coordinators were advised if a particular resident might be 
unable to participate for reasons of health or disability. 
 
Some improvements required  
 
Care plans were comprehensive and reflected the use of a range of assessment tools. 
After the pre-admission assessment there was a follow up assessment within 48 hours 
and plans were reviewed regularly. However, even though staff stated that residents 
were consulted about the contents of their plans, there was no evidence of this 
contained on the plans.  
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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 
 
There was evidence of the proactive promotion of health in, for example, records of 
influenza vaccinations. In addition, the provider spoke about her efforts to get one 
resident to reduce her smoking by offering routine rewards in the form of a shopping 
outing. 
 
As far as possible residents retained their own general practitioner (GP) on admission 
and an out-of-hours service was available if required. 
 
There was a comprehensive medication management policy and medication was 
ordered, stored, and administered in an appropriate manner in line with An Bord 
Altrainais guidelines 2007. Where transcribing took place it was done with the necessary 
safeguards in place. In the case of one resident who was self administering, this was 
appropriately risk assessed and managed. Individual medication administration records 
were particularly well constructed. 
 
Records reflected the routine monitoring of weights and health needs were assessed 
and reviewed on an ongoing basis. There was a centre-specific fluid balance chart and 
blood testing as required. 
 
At the time of inspection one resident had a pressure sore which had been present on 
admission. Wound management was good with photographic monitoring being available 
and a staff nurse who was suitably qualified took a lead role in this area. Catheter care 
records reflected good practice and management. 
 
A resident with unique health needs had a comprehensive programme of individual care 
built around him which included support from a relevant voluntary agency. 
 
Fluids were readily available but staff were conscious of the need to actively encourage 
residents to drink as many were unable to reach or fetch fluids for themselves. 
 
Sufficient assistive devices were available and service records were up-to-date. 
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Bedrails were in use for a number of residents but their use was appropriately risk 
assessed in line with a centre-specific policy and signed consent secured from the 
resident where possible. In all cases, the GP had been consulted and had signed off 
accordingly. There was one lap belt in use and this, and the use of bedrails, was 
recorded on monitoring charts. 
 
A physiotherapist attended weekly and additional physiotherapy was available on a 
private basis if required. There was evidence of referral to occupational therapy for 
assessment, for example, of individual needs for chairs. Chiropody was available on a 
regular basis as was hairdressing. 
 
Inspectors noted that the standard of food available was high and there were a wide 
range of choices available. Meals - including soft diet - were presented in an attractive 
manner and the dining experience was enhanced by the bright and spacious dining 
area. Kitchen staff were very familiar with the preferences of residents and were aware 
of particular dietary needs. The kitchen staff took considerable pride in their work and 
this was reflected in their residents’ surveys, the use of a complaints log in the kitchen, 
and the very positive environmental health reports. In addition it was confirmed by the 
residents’ committee records that the kitchen staff responded very positively to any 
suggestion emanating from the committee. 
 
Meals were in two sittings and residents who required assistance were accommodated 
at a different time to the more independent residents. Relatives commented to an 
inspector that they had found their (resident) relative appreciated this as he was 
somewhat embarrassed by his limited capacity to feed himself. 
 
Significant improvements required  
 
There was no evidence of routine assessment for dysphasia. One resident with 
particular needs had been assessed but there was no routine referral which was 
significant given the levels of dependency within the resident population. 
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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 
 
The centre was well maintained with high standard of hygiene throughout. The décor 
was attractive and there was a creative combination of old style in the small communal/ 
dining space, and more contemporary décor throughout the rest of the building. There 
was good differentiation between the use of space so that, for example, there was a 
separate dining room and residents had the opportunity to move around indoors and 
onto the balcony area for a change of environment. 
 
The use of four of the bedrooms rooms was somewhat limited in that the corridor was 
narrow and there was no easy access for wheelchairs, but these rooms were assigned 
appropriately to mobile residents. Bedrooms were adequate in size and there was room 
for personal belongings.  
 
The kitchen was clean and well maintained with appropriate food management 
techniques in operation. Cleaning schedules were in place and the Hazard Analysis 
Critical Control Points (HACCP) system in use. The most recent environmental health 
report - from December 2010 - complimented the catering facility on the level of 
compliance. 
 
Good cleaning practices were observed by inspectors and there was appropriate 
segregation of laundry and infection control procedures. All cleaning materials were 
stored appropriately and securely. Waste disposal systems were in place including the 
proper disposal of sharps. Hand wash gels were available at regular intervals 
throughout the building. Protective clothing was used appropriately. For example, staff 
used gloves only when necessary and not for routine interaction with residents. 
 
The new extension on the lower ground floor reflected thought and creativity in the 
design and layout. There were large glass double doors leading into a spacious 
reception and seating area. The furnishings and fittings were of a very high standard 
and there were separate colour schemes for different areas. The corridors were wide, 
doors to the bedrooms had been designed to accommodate wheelchairs, and there was 
attention to detail in, for example, the use of modified door handles to assist residents 
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with limited gripping capacity. All bedrooms had an attractive view. There was a 
communal bathroom which did not, however, have a call-bell. The provider undertook 
to rectify this before the new extension would be occupied. The hairdressing salon had 
been fitted out to a high standard and included a recliner table suitable for massage. In 
addition, there was a range of cosmetic items, which lent an air of luxury to the salon. 
There was a treatment room and a sluice room with custom made equipment. There 
were sufficient assistive equipment available and it was appropriately stored. All 
servicing records were up-to-date, including the call-bells and the lift. There were grab 
rails throughout the building. 
 
During the inspection the inspectors expressed some concern about the apparently 
unhindered access by residents to the balcony area. This was immediately investigated 
by the PIC and the provider and rectified by completion of the inspection. 
 
The requirement for a bedpan washer had been identified during the inspection of 18 
September 2010 and while this action has not yet been completed, the provider was still 
within the timeframe for completion agreed with the Authority. 
 
Some improvements required  
 
There was little evidence of signage and prompts that might assist cognitively impaired 
residents to find their way around the building. The provider and PIC informed 
inspectors that they had given this some consideration but had not yet acted upon it.  
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5. Communication: information provided to residents, relatives 

and staff  
 
 
Outcome: Information is relevant, clear and up to date for residents. 
 
Information is accessible, accurate, and appropriate to residents’ and staff 
needs. Feedback is actively sought from residents and relatives and this 
informs future planning and service provision. Information is recorded and 
maintained in accordance with legal requirements and best practice and is 
communicated to staff on a need to know basis to ensure residents’ privacy is 
respected.   
 
Evidence of good practice 
 
The PIC is not rostered for clinical duties expect in exceptional circumstances but she 
was available on the floor and was actively involved on a day-to-day basis.  
 
Staff worked in teams assigned to a group of residents and they were equipped with 
walkie-talkies to communicate with each other, which assisted in overcoming the 
dispersed nature of the facility into wings. There was evidence of team meetings where 
the needs of the particular team’s group of residents were discussed. Minutes of nursing 
staff meetings were also reviewed and these reflected some proactive thinking around, 
for example, how the use of bedrails might be avoided. Minutes of carers’ meetings 
were also available. 
 
There was a comprehensive Resident’s Guide containing a wide range of information 
including the complaints policy and availability of a voluntary advocacy service. A 
booklet entitled “Getting to know You” was completed for each new resident to assist 
staff in identifying their needs and preferences. 
 
A newsletter was published every month containing a range of information about 
activities planned and, for example, birthdays and personal celebrations. 
 
Inspectors observed good practice in communication with residents suffering from 
dementia and the activities coordinators outlined particular techniques which they found 
useful. They demonstrated a good understanding of the needs of dementia sufferers, 
their capacity and willingness to engage in social activities, and how they might be 
encouraged and supported. In this respect they outlined how the sensory room on the 
lower ground extension had proved useful in calming some residents who might be 
agitated. In that regard the provider stated that she resisted the notion that referral to 
a GP should automatically follow challenging behaviour and that techniques could be 
used to manage it. Staff uniforms were colour coded so that it is easy to identify the 
role of each staff member. 
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Some improvements required  
 
While there was evidence that staff meetings were held, this appeared to be on an ad 
hoc rather than on a planned basis. The scheduling of regular staff meetings would be 
central to the management of staff and the promotion of professional development 
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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 
 
Inspectors noted the high morale among staff and the positive atmosphere in the 
centre. There was plenty of activity and visitors came and went at different times of the 
day. Relatives confirmed that there was an open door visiting policy and that they were 
made to feel welcome at any time. 
 
The provider outlined her system of staff recruitment which was in line with best 
practice and which was confirmed by the supporting documentation on staff files, such 
as security clearance. The PIC outlined the induction process for new staff and 
inspectors noted that the orientation pack gave details about an orientation day and 
probationary period. 
 
The provider had facilitated a Further Education and Training Awards Certification 
(FETAC) Level 5 course on the premises which was attended by 19 of the centre staff 
and 4 staff from other centres. 
 
A range of courses had been undertaken by staff including: 
 
 wound management 
 nutrition and hydration 
 dysphasia and assisted feeding 
 infection control 
 falls prevention 
 cardiopulmonary resuscitation (CPR) 
 acute and chronic wound management   
 palliative care. 

 
One staff nurse was currently undertaking the Higher Diploma in Nursing Leadership 
and the provider and another staff member were participating in FETAC Level 6 with a 
view to progressing onto a management in healthcare course. 
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Training in manual handling, fire prevention and elder abuse prevention and detection 
was up-to-date for all staff. The PIC had completed a train the trainer’s course, which 
allowed her to deliver some training on site. The correct application of manual handling 
was supported by manual handling charts on relevant care plans. 
 
The process of staff appraisals had been initiated by the PIC but was not yet complete 
for all staff.  
 
Suitable staff facilities were available for changing and storing personal belongings. 
 
Some improvements required  
 
A training matrix was available that outlined all the training undertaken by staff. 
However, it was not dated so it was not possible to determine when the training had 
taken place or when refresher courses would be due. 
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Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider 
Margaret Murray and the person in charge Carmel O’Riordan 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:  
Our Lady of Lourdes Care Facility 

Centre ID:  
0265 

Date of inspection: 
 

 
6 April 2011 and 7 April 2011 

Date of response: 
 

 
27 April 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: 
 
Where a resident requires physiotherapy, chiropody, occupational therapy, or any other 
services as may be required, access to such service is facilitated by the registered 
provider or by arrangement with the Health Service Executive (HSE). 
 
Action required:  
 
Where appropriate, refer residents for dysphasia assessment. 
 
Reference:   

Health Act 2007 
                   Regulation 9: Health Care 
                   Standard 13: Healthcare 
 

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

Timescale: 
 

Provider’s response: 
 
Due to the prolonged delays, current practice is to refer to the GP. 
However, we have now requested HSE speech and language 
referral forms, have networked with the local office and referrals will 
take place immediately. Local policy also reflects the need for this 
referral to take place. 

 
 
4 May 2011 
 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Ensuring that the designated centre has written operational policies and procedures 
relating to the making, handling and investigation of complaints from any person about 
any aspects of the service, care and treatment provided in, or on behalf of a designated 
centre. 
Action required:  
 
Ensure that the making of complaints is not impeded by the inclusion of a time limit in 
the complaints procedure. 
 
Reference:  

Health Act 2007 
                   Regulation 39: Complaints Procedures 
                   Standard 2: Consultation and Participation 
                   Standard 6: Complaints 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
After discussion with complaints manager, the four week time limit 
has now been removed from local policy. A memo has been posted 
to all staff, residents and families to inform of the same. 

 
 
4 May 2011 
             

 
3. The person in charge has failed to comply with a regulatory requirement in 
the following respect: 
 
Ensuring that all staff members are supervised on an appropriate basis pertinent to their 
role. 
 
Ensuring that all staff members are made aware of the provisions of the Act and all 
regulations and rules made thereunder, commensurate with their role, the statement of 
purpose and with any policies and procedures dealing with the general welfare and 
protection of residents. 
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Ensuring that all staff have access to education and training to enable them to provide 
care in accordance with contemporary evidence-based practice. 
 
Action required:  
 
Convene staff meetings so that staff are supervised on an appropriate basis pertinent to 
their role. 
 
Action required:  
 
Ensure that all staff members are made aware of policies and procedures dealing with 
the general welfare and protection of residents. 
 
Action required:  
 
Maintain training records that include training dates to ensure that accurate in formation 
is available about training completed, and dates for refresher training are known. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Staff meetings will be convened on a monthly basis on a scheduled 
basis. The team meetings will also be convened in the same 
manner. 
All staff are currently engaged in actually signing rather than 
"ticking" for compliance of knowledge of all policies. 
The secretary is currently documenting all dates on training matrix 
which were omitted on day of inspection. 
 

 
 
28 May 2011 
 
 
24 June 2011 
 
28 April 2011 

 
4. The person in charge has failed to comply with a regulatory requirement in 
the following respect:  
 
Making the resident’s care plan available to the resident and revising the resident’s care 
plan, after consultation with them, unless it is impracticable to carry out such a 
consultation. 
 
Action required:  
 
Where it is practicable to carry out such a consultation, include the resident in their care 
planning. 
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Reference:   
Health Act 2007 

                   Regulation 8: Assessment and Care Planning 
                   Standard 2: Consultation and Participation 
                   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: 
 
We have implemented a "Confirmation of  Participation form" to all 
future care plans as evidence of the residents/next of kin 
involvement. 
 

 
 
Completed 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Ensuring that the physical design and layout of the premises to be used as the 
designated centre meets the needs of each resident. 
 
Action required:  
 
Ensure that the physical design and layout of the premises to be used as the designated 
centre meets the needs of residents with cognitive impairment so that appropriate 
signage is available to assist them with orientation. 
 
Reference:   

Health Act 2007 
                   Regulation 19: Premises 
                   Standard 25: Physical Environment 
                   Standard 17: Autonomy and Independence 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Signage which had been removed before the Health Information 
and Quality Authority’s inspection has now been replaced as it 
became apparent during inspection that the facility would not be 
breaching standards under these circumstances and extra signage 
has been sought and currently being tendered. 
 
 
 
 

 
 
24 June 2011 
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6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Employing a person to be a member of their staff for whom the documentation specified 
in Schedule 2 is not available. 
 
Action required:  
 
Obtain three references for all staff. 
 
Reference:   
                   Health Act 2007 
                   Regulation 18: Recruitment 
                   Standard 22: Recruitment 
                   Standard 29: Management Systems 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The HR Supervisor continues to review all staff files for full 
compliance. 

 
 
 
28 June 2011 
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Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
The registered provider and person in charge would like to thank both Cathleen and 
Vincent for their consideration to the staff, residents and themselves during the 
inspection which was by nature a stressful exercise. 
Their attempts to put us at ease on commencement of inspection was especially noted. 
We found them to be constructive in their criticism and more than complimentary where 
best practice was evident. 
Again we would like to compliment them both on their professional and courteous 
approach to this process and we look forward to working with them in the future. 
 
 
 
Provider’s name: Maggie Murray 
 
Date: 27 April 2011 
 


