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

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

2. The quality of the service. 

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

4. Premises and equipment: appropriateness and adequacy.  

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

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

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

Description of services and premises 

 
Raheen Community Hospital has 28 places providing residential care to older people. 
It is a two-storey building dating back to the late 1800s and was originally a private 
house. Clare County Council acquired the house in 1926 and converted it to a District 
Hospital. The Mid-Western Health Board took it over in 1973 and since then it has 
been used to provide services for the elderly in South/East Clare. An extension to the 
building was completed in 2007.  
 
The centre accommodates 14 long-term residents and has 12 places allocated to 
short-term care and two places dedicated to palliative care. Twenty two residents 
were living there at the time of inspection. All residents were over 65 years of age 
except for one, some residents had dementia and there were no residents receiving 
palliative care.  
 
The centre also provides day care for up to 20 people on weekdays. Day-care 
facilities are separate to the residential centre but the buildings are linked and 
residents can easily access the day-care facilities. There are six supported living units 
provided on the grounds which are located at the rear of the building, these are 
currently unoccupied.  
 
The main entrance is to the front of the building and accommodation for residents is 
provided on the ground floor. There is a seated conservatory area at the entrance 
and the day-care centre is to the left of this area, while the residential 
accommodation is to the right. There is a central corridor leading through the 
residential centre - the bedrooms, nurse’s office, kitchen, sluice rooms, cleaning store 
and laundry are located off this corridor. 
 
There are two single bedrooms with toilet and shower en suite, one four-bedded 
room which has a toilet en suite, two five-bedded rooms with a shower and toilet en 
suite, one seven-bedded room with shower and toilet en suite and one three-bedded 
room with shower and toilet en suite. There are two assistive bathrooms with 
specialised baths and one other separate toilet for residents’ use. 
 
There are two palliative care suites. Each suite has a single bedroom with en suite 
shower/toilet facilities, a kitchenette and living/dining area. 
 
There are two day rooms, one is accessed through the four-bedded and three-
bedded rooms, and the other is located at the end of the corridor adjacent to the 
seven-bedded female room.  
 
There is a small seating alcove located on the corridor adjacent to the public 
telephone and a long seating bench located on the link corridor leading to the 
palliative care suites and the church. There is no dining room or area for residents to 
meet visitors in private.  
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Residents have access to a landscaped garden with water feature and also to 
another small enclosed garden space. A gazebo located in the garden areas can be 
used as the smoking area. 
 
The administration offices, person in charge’s office, staff rest room, staff dining 
room, staff toilet and changing area are located on the first floor. The service has its 
own bus which transports day-care attendees to and from the centre and is used for 
residents’ trips and outings. 
 
The building is wheelchair accessible and there is ample car parking to the front of 
the building for staff and visitors. 
 

Location 

 
Raheen Community Hospital is set in a rural area in Southeast County Clare and is on 
the road between Tuamgraney and Killaloe. There is a long avenue through Raheen 
woods leading from the main road. Scarriff town is located three miles from the 
centre. 
 

 
Date centre was first established: 

 
1973 

 
Number of residents on the date of inspection 

 
22 

 
Number of vacancies on the date of inspection 

 
6 

 
 

Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
14 

 
2 

 
4 

 
2 

 
 

Management structure 
 
The Registered Provider is the Health Service Executive (HSE) and the designated 
contact person is the General Manager, Teresa Bulfin. Anne Griffey is the Person in 
Charge and she reports directly to the General Manager. The Person in Charge is 
supported by nursing staff, multi-task attendants, catering, maintenance and 
administrative staff who all report directly to her.  
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Staff 
designation 

Person 
in 
Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on duty 
on day of 
inspection 
 

 
1 

 
4 

 
*3 

 
1 + **2 

  
1 

 
***1 

 
*     3 multi-task attendants for general/cleaning duties and  
**   2 multi-task attendants for kitchen duties  
*** 1 maintenance operator 
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Summary of findings from this inspection 
 
This was the second inspection carried out by the Health Information and Quality 
Authority (the Authority) and it was an announced registration inspection. The 
provider had applied for registration under the Health Act 2007 (Registration of 
Designated Centres for Older People) Regulations 2009 and the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) Regulations 
2009 (as amended).  
 
As part of the registration process, the provider and the person in charge have to 
satisfy the Chief Inspector of Social Services that they are fit to provide the service 
and that the service will comply with the Regulations. This registration inspection 
took place over two days. 
 
Inspectors met with residents, relatives, the person in charge, the provider, staff 
nurses, and other members of staff. Records were examined including care plans, 
medical records, accident and incidents log, complaints register, fire safety records, 
staff records and the policies and procedures.  
 
Inspectors viewed the statement of purpose and discussed the application to register 
with the provider and person in charge. They confirmed that they were applying to 
provide care for male and female residents over the age of 18 years including 
persons with dementia and residents requiring convalescence/assessment, respite 
and palliative care. The statement of purpose did not comply fully with the 
requirements of the Regulations, this was discussed with the person in charge who 
undertook to update and submit it following the inspection.  
 
A separate fit-person interview was carried out with the person in charge. The 
person in charge had completed the fit-person self assessment document in advance 
of the inspection. This was reviewed by the inspectors, along with all the information 
provided in the registration application form and supporting documents. A fit-person 
interview was not carried out with the provider on this inspection as she had recently 
completed an interview at another HSE centre. 
 
Inspectors found that the provider and person in charge provided strong leadership 
and delivered a good quality service to residents. They were knowledgeable about 
their defined responsibilities under the Regulations and the National Quality 
Standards for Residential Care Settings for Older People in Ireland. 
 
The person in charge was temporarily in the post of director of nursing as an interim 
measure and told inspectors that she did not wish to continue permanently in the 
post. There were no formal deputising arrangements in place to provide cover in the 
absence of the person in charge. The person in charge told inspectors that she 
presently delegated a nurse on duty to be responsible in her absence and this nurse 
was named on the roster. The provider told inspectors that the permanent post of 
person in charge could not be filled due to the HSE moratorium on staff recruitment 
but that expressions of interest would be advertised for two posts, the temporary 
position of person in charge and a Clinical Nurse Manager. 
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The physical environment provided a significant challenge to comply with the 
Regulations and Standards. Inspectors noted that the size and layout of the multi-
occupancy bedrooms would not comply with the requirements of the Standards. 
There was no dining room and limited private visitors’ space. There was no plan in 
place to address all the structural deficits but the provider told inspectors that they 
would be putting phased developments in place with a view to complying with the 
requirements of the Standards. The provider told inspectors that a plan had been 
drawn up to build on a dining room and that they were currently also looking at 
reconfiguring existing space in the building.  
  
There was evidence of good practice in all areas. The provider, person in charge and 
staff demonstrated a comprehensive knowledge of residents’ needs, their likes, 
dislikes and preferences. Staff and residents knew each other well, referring to each 
other by first names. Residents were observed to be relaxed and comfortable when 
conversing with staff.  
 
Overall inspectors were satisfied that the residents were cared for in a safe 
environment and that their nursing and healthcare needs were being met. Inspectors 
observed an adequate ratio of staff to residents during the inspection and staff rotas 
confirmed these staffing levels to be the norm. 
 
Inspectors noted that other improvements were required to meet the Regulations 
and the Standards in terms of risk assessments, fire documentation and fire safety 
training.  
 
These areas for improvement are contained in the Action Plan at the end of this 
report.  
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Comments by residents and relatives 
 
Inspectors received seven completed questionnaires from residents and three 
completed questionnaires from relatives. Inspectors met and spoke with many 
residents and some relatives during the inspection.  
 
Residents expressed a high level of satisfaction with the care they received, and 
comments included “The staff are very kind and attentive to all my needs”, “It is 
comforting to be left in the same place and have familiar faces around which makes 
it more like home” and “I like living here”.  
 
Residents spoke highly of the staff stating that “All the staff are wonderful, they 
would do any thing for you” and “The staff here are exceptional, every one of them 
would die for you”. 
 
Residents spoken to were complimentary regarding the food and meal choices 
commenting that the food was always nice and tasty and that they could have a 
choice every day. Relatives spoken to confirmed that the food was consistently good. 
 
Residents and relatives were generally satisfied with the laundry arrangements 
stating that clothing was well cared for and that mislaid clothing was not an issue. 
 
Residents told inspectors how they liked to spend their day, some stating that they 
liked listening to classical music in the conservatory and having a cigarette in the 
gazebo. Others liked reading newspapers and magazines, listening to the local radio 
station, chatting with other residents, staff and visitors, knitting, playing cards, 
attending the day centre and going to the oratory to pray. 
  
All relatives spoken to were satisfied with the level of care their relatives received 
comments included “The care is excellent, staff are always willing to discuss health 
and care problems”, “Raheen Community Hospital is a very important service in our 
community, the excellent staff care for patients with dignity and respect” and “Staff 
are wonderful and caring, all her needs are met, we as a family could not be 
happier”. 
 
A group of relatives had arranged to meet inspectors during the inspection, all were 
satisfied with the care their relatives received but some had concerns regarding the 
absence of a permanent person in charge and the absence of a deputy person in 
charge. They also told inspectors of their concerns regarding the upgrading of the 
building and spoke of the uncertainty in the community regarding the future of 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 
 
The person in charge demonstrated her knowledge of the Regulations during the fit-
person interview and had a positive approach to quality improvement. She 
demonstrated good leadership skills and outlined to inspectors the many 
improvements they had made to the service following the previous inspection which 
took place on 22 and 23 March 2010. 
 
The person in charge outlined the upgrading and structural improvements which had 
been made, such as the redecoration and refurbishment of day rooms, the reduction 
in bed numbers, the provision of some new signage and the provision of a gazebo in 
the garden area to facilitate residents who wished to smoke.  
  
She outlined to inspectors other key improvements made to the service following the 
previous inspection. For example, meal choice and menus were introduced, care plan 
documentation had been reviewed and improved, risk assessments and consent 
forms for the use of restraint were completed, an emergency plan had been 
documented and a Residents’ Committee had been formed. 
 
She showed a very good understanding of the issues involved in managing and 
responding to allegations, disclosures or concerns about abuse. There was a 
comprehensive policy in place on elder abuse and most staff had received training in 
the prevention, reporting and detection of elder abuse. Staff interviewed were 
knowledgeable in this area. 
 
Both the provider and person in charge were well organised and had all the required 
documentation ready for inspection. The provider told inspectors that she had only 
recently taken over the role as provider but planned to visit the centre every six 
weeks she also planned to hold three-monthly formal meetings with the person in 
charge and be available on a daily basis to support her. She intended that Care 
Group Managers for the area would meet with the persons in charge of HSE centres 
on a monthly basis.  
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The emergency plan was reviewed by inspectors who noted that the plan included 
clear guidance for staff in the event of a wide range of emergencies such as fire, 
flooding, power failure, communications failure and evacuation. Arrangements were 
in place locally for alternative accommodation in the event of the building having to 
be evacuated. 
 
The procedure for the management of residents’ finances was examined by 
inspectors and found to be well managed. The finances of some residents were 
managed in-house and small amounts of money were kept for safekeeping on behalf 
of other residents. Each resident’s financial records were maintained securely by the 
administrator. All financial transactions were recorded clearly, all transactions were 
signed by two persons including the resident if capable and receipts were available 
for all purchases.  
 
The insurance policy was up-to-date and submitted in advance of the inspection.  
 
Fire policies and procedures were reviewed by inspectors. Records indicated that all 
fire fighting equipment had been serviced in February 2011 and the fire alarm was 
serviced on a quarterly basis, the last service had taken place in April 2011. 
Inspectors reviewed the fire register and noted that records were maintained and up-
to-date of daily fire alarm, fire panel and fire exits checks. Fire orders were displayed 
prominently throughout the building.  
 
Some improvements required  
 
The inspectors reviewed the process for recording incidents and accidents and found 
them to be generally well managed. An incident/accident register was maintained 
which recorded comprehensive details of each incident/accident. The incidence of 
falls was below the national average with two falls recorded so far this year and 16 
recorded in 2010. The person in charge had discussed all falls with staff at the 
monthly health and safety meetings but there was no formal auditing of falls 
completed. For example, she had not identified trends such as times of falls, staffing 
levels at the time and number of serious injuries as a result of falls therefore there 
was limited learning or improving practice as a result. The person in charge was 
aware of her obligations to notify the Chief Inspector and all incidents had been 
reported to date. 
 
The process in place to manage complaints was generally good, but some further 
developments were required in order to comply with Regulations. The complaints 
procedure was displayed in a prominent position but incorrectly stated that appeals 
could be made to the Authority, the name of the designated complaints person was 
the previous person in charge and mention was made of an advocacy service which 
was not yet in place.  
 
Inspectors reviewed the statement of purpose and The Residents’ Guide. The 
statement of purpose did not fully comply with the requirements of Schedule 1 of the 
Regulations. Some information contained in the Residents’ Guide was not up-to-date 
and other information as required by the Regulations was not included.  
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Written contracts of care had not been completed for each resident. There were six 
completed contracts of care, the person in charge told inspectors that contracts of 
care had been issued to all residents but that they were still awaiting completed 
contracts to be returned.   
 
Inspectors reviewed the directory of residents and noted that it did not comply fully 
with the requirements of Schedule 3 of the Regulations in that the name and address 
of the resident’s next of kin was not included. 
  
Inspectors reviewed a wide range of policies including those on medication 
management, end-of-life care, health and safety, infection control, restraint, 
prevention and detection of elder abuse and managing behaviour that challenged. 
While all policies were found to be very detailed, clear and comprehensive, some 
were in draft format, some required updating and some were not signed and dated. 
There was a process in place for staff to sign once they had read and understood the 
policies. However, only a small number of staff had signed them. Staff spoken to 
were knowledgeable regarding the policies.  
 
Significant improvements required  
 
Documentation confirming that the building complies with the requirements of the 
statutory fire authority was not submitted with the application to register.  
  
Not all staff had received fire safety training. Records indicated that three nurses 
including two nurses who usually worked at night time had not received recent fire 
safety training. Staff spoken to confirmed they had received training and were 
knowledgeable on the issue. The person in charge stated she would make immediate 
arrangements to ensure that all staff received fire safety training and confirmed to 
inspectors that those staff members would not be rostered at night time until such 
time as training was completed.  
 
Staff spoken to and training records reviewed indicated that not all staff had received 
training in relation to moving and handling and training in the prevention, reporting 
and detection of elder abuse. 
 
There was no named senior nurse manager available to provide cover for the person 
in charge and no formal arrangements were in place to deputise for the person in 
charge in her absence. This posed a risk as there was no senior managerial and 
clinical supervision of staff at times. There was also a lack of continuity as it was a 
nurse on duty on any given day that was nominated to provide cover for the person 
in charge and this person could vary from shift to shift. The person in charge told 
inspectors that she was person in charge as a temporary interim measure and did 
not wish to continue in the post permanently. She had the skills, knowledge and 
experience necessary for the role. She demonstrated her competence when 
discussing care planning and clinical nursing issues. The person in charge had been 
working in the centre as person in charge since October 2010 and she was able to 
clearly explain her role. She had previously worked as a CNM for numerous years in 
another HSE unit. She worked Monday to Friday and was on call at weekends and 
out-of-hours. There was no nurse manager on duty out-of-hours to manage the 

Page 12 of 45 



service and supervise the delivery of care. Staff, residents and relatives spoken to 
expressed their concern about the present staffing arrangements including the 
absence of a permanent person in charge and the absence of a deputy person in 
charge.  
 
Inspectors noted that some improvements were required to manage risk. There was 
a health and safety statement in place devised in 2008 but it had not been reviewed 
or updated since. There was no comprehensive written risk management policy in 
place. All risks throughout the building had not been identified. Precautions were not 
put in place to control specified risks such as resident absent without leave, assault, 
accidental injury to residents and staff, aggression and violence or self harm. Some 
risks identified in June 2010 regarding an issue with fire doors were still unresolved. 
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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 
 
The inspector noted that the privacy and dignity of residents was respected. 
Staff were observed to knock on bedroom doors and wait before entering. Screening 
curtains were closed when personal care was being delivered and ‘care in progress’ 
signs were posted on bedroom doors. All residents had their own personal toiletries 
stored in individual baskets at their bedsides. Residents spoken to were satisfied with 
the laundry arrangements and their clothes were noted to be stored in a neat and 
tidy fashion. 
 
Residents were treated with respect. Inspectors heard staff addressing residents by 
their preferred names and speaking in a clear, respectful and courteous manner. 
Staff paid particular attention to residents’ appearance and personal hygiene, and 
they were observed to be caring and affectionate towards the residents. 
 
Residents were offered a varied and nutritious diet. Some residents required special 
diets and these needs were met. The quality and presentation of meals was of a high 
standard. Residents commended the quality of the food and inspectors who sampled 
the food confirmed this. Staff and residents confirmed that snacks and drinks were 
available throughout the day and night from the kitchen. Inspectors observed a 
variety of drinks available to residents and staff were observed to encourage 
residents to take drinks. There was a fresh water dispenser available for residents 
and staff located on the main corridor.  
 
Inspectors observed the dining experience and noted that staff had strived to 
improve the dining experience for those residents who dined in their bedrooms and 
in the two day rooms. Meals were served plated on trays from a trolley. The tray 
settings were attractive with tray cloth, serviette, condiments, sauces and gravy were 
offered separately.  
 
The menu was distributed to each resident on a daily basis and residents could 
choose their preferred options for the following day. The menu outlined the choices 
available each day for breakfast, lunch and evening meal. A selection of home baking 
was offered daily. Catering staff showed inspectors the three week rolling menu 
which they said was devised by the chef and HACCP coordinator. The menu was 
reviewed and changed on a three-monthly basis. Staff and residents were observed 
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to chat to one another over lunch and the atmosphere was relaxed and unhurried. 
Staff were observed to encourage residents to eat independently and offered 
assistance discreetly. Other staff were observed to sit beside residents who required 
assistance with eating. 
 
Residents’ religious and political rights were facilitated. The person in charge 
informed inspectors that most residents were Roman Catholic. Mass took place twice 
weekly in the oratory. Mass and other ceremonies from the local church could also 
be relayed via an audio link to all rooms in the building if residents wished to listen 
in. The person in charge told inspectors that arrangements were in place for 
residents of different religious beliefs. She also told inspectors that residents were 
facilitated to vote. She explained that some residents had postal votes while others 
were facilitated to vote in the community and that transport had been arranged with 
the day care bus and with East Clare Accessible Transport bus.  
 
Residents maintained strong links with the local community and they told inspectors 
how they were encouraged to attend family occasions. Some residents were 
facilitated to go on outings with the day-care attendees particularly during the 
summer months. On the day of inspection some residents attended a local theatre as 
part of the Bealtaine festival. One resident was facilitated to go home on one day 
each week and transport was arranged. Residents had daily contact with the people 
attending the day-care centre and some residents told inspectors that they enjoyed 
meeting and getting the local news from them. Members of the Legion of Mary 
attended regularly and residents confirmed that they led evening prayers with them. 
The local transition year students, musicians and artists also visited. Residents told 
inspectors that they received a lot of visitors, one resident said “When someone visits 
here its like they are all our visitors, we know them all, it’s such a local community, 
everybody’s visitor chats to everyone here”. 
 
Inspectors noted that residents’ autonomy and independence were promoted and 
residents were encouraged to remain active. Staff were observed supporting and 
assisting residents to mobilise and walk to the day-care centre, oratory and 
bathrooms. Residents confirmed that staff assisted them to go for walks both inside 
and outside in the garden when the weather was warm.  
 
Some improvements required  
 
Inspectors noted that improvements could be made to meeting the residents’ needs 
for social engagement and occupation in a meaningful way. While some residents 
could and did attend the various activities taking place in the day-care centre, there 
was no formal structured activities programme in the residential area based on the 
social assessment of residents’ hobbies, interests and capabilities. There was no 
dedicated activities person employed and existing staff told inspectors that they had 
very limited time to spend with residents due to their workloads. Staff and residents 
told inspectors that some of the activities that had taken place in the past such as 
Sonas (therapeutic programme specifically for residents with dementia), music and 
art therapy were no longer taking place. 
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3. Healthcare needs 
 
 
Outcome: Residents’ healthcare needs are met. 
 
Healthcare is integral to meeting individual’s needs. It requires that 
residents’ health, personal and social care needs are assessed and 
reviewed on an ongoing basis, within a care planning process, that is 
person centred. Emphasis is firmly placed on health promotion, 
independence and meaningful activity. 
 
Evidence of good practice 
 
Inspectors spoke with, and accompanied, two nurses on the afternoon medication 
round. There were two medication trolleys in use and two nurses accompanied each 
medication trolley on separate medication rounds. Safe practices were observed in 
the administration and recording of medications. The nurse demonstrated her 
competence and knowledge when outlining procedures and practices in medication 
management. The person in charge told inspectors that two nurses had almost 
completed the nurse prescribing training course and explained that they would be 
implementing nurse prescribing shortly. 
 
Medications requiring strict controls were appropriately stored and managed. 
Inspectors found that these were stored in a double locked cupboard in the locked 
clinical room. Records indicated that these were counted and signed by two nurses 
at the end of each shift in accordance with the medication policy. 
 
Medications requiring strict temperature control were stored appropriately in a 
refrigerated unit in the locked clinical room. The temperature of the refrigerator was 
monitored and recorded on a daily basis. 
 
Medication audits had recently commenced in house. One medication audit had been 
carried out since commencement by the person in charge. Inspectors reviewed the 
results of the audit and staff confirmed that they had received feedback from the 
audit. The person in charge told inspectors that she intended to carry out these 
audits regularly as part of the quality improvement process. 
 
All residents had access to general practitioner (GP) services. A local GP was 
employed as a medical officer by the HSE to provide medical care to all residents. An 
out-of-hours GP service was also provided. 
 
The medical officer visited daily to review residents and medical records confirmed 
this. Residents staying for short respite breaks were also reviewed by the medical 
officer on the day of admission. Inspectors met with the medical officer during the 
inspection. He confirmed that he visited daily, outlined the out-of-hours 
arrangements and confirmed that he reviewed all residents and their medications on 
a three-monthly basis.  
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Inspectors reviewed the comprehensive end-of-life/palliative care policy. The person 
in charge outlined how they could access the Milford Hospice team for palliative care 
via GP referral. She stated that families were facilitated to stay overnight if they 
wished with their relative. Sofa beds were provided in the sitting room/kitchenettes 
in each of the palliative care suites to accommodate overnight stays. 
 
The inspector noted that residents had access to a wide range of health professionals 
and the records of appointments and referrals were maintained in residents’ files. 
Services such as chiropody, physiotherapy, occupational therapy (OT), speech and 
language therapy and dietician were available to residents as required. A 
physiotherapist visited the day-care centre four days a week and residents could 
avail of this service on referral from the GP. Some residents told inspectors that they 
availed of the service and found it to be very beneficial. Dental and optical services 
were available at the local HSE clinic or residents were referred to a private optician 
and dentist in the local town. The person in charge spoke of the strong links with the 
psychiatry of later life team who visited on a weekly basis. She told inspectors that 
they currently were not attending to any of the residents but were available when 
requested to review any resident.  
 
Inspectors reviewed a sample of residents’ files including the files of residents with 
wounds and weight loss. Records were clearly maintained and information was easy 
to access. Biographical details and a summary nursing assessment were completed 
for residents on admission. A social assessment was completed for residents which 
included details of residents past and current interests and hobbies. Up-to-date 
individual risk assessments were carried out for prevention of falls, risk of developing 
pressure ulcers and manual handling. Weight loss was closely monitored, residents 
were nutritionally assessed using a validated tool and all residents were weighed 
monthly. Advice was sought from both the GP and dietician for those residents who 
were identified as being at risk of weight changes. Some residents were prescribed 
nutritional drink supplements when assessed as needing them. The care plans in 
place were found to be detailed, individualised and person-centred. 
 
Inspectors viewed the policy and procedure on the use of restraint which promoted a 
restraint free environment. Bedrails were in use for a number of residents. Consent 
forms and a risk assessment for the use of restraint had been completed.  
 
Some improvements required  
 
Inspectors noted that a comprehensive nursing assessment was not completed for all 
residents. Inspectors noted that a comprehensive nursing assessment was completed 
for some residents on admission and thereafter a summary assessment was being 
completed on a three monthly basis. The summary assessment was not sufficient 
enough to provide comprehensive information on residents needs particularly if 
residents had been discharged and readmitted or if the residents’ condition had 
changed. This could result in some residents needs not being identified and updated. 
While wounds were found to be well managed with wound care plans and wound 
assessments in place, there was no reference to the wounds in the nursing 
assessment. Information regarding another resident with weight loss and gastric 

Page 17 of 45 



upset was not captured in the nursing assessment. This could result in some 
residents needs not being identified and updated. 
  
Inspectors reviewed a number of prescribing records and found them to be generally 
in accordance with best practice. However, the maximum dosage of PRN medications 
was not included by the GP. The GP when spoken to stated that he would address 
this issue. 
 
Significant improvements required  
 
The process for ordering medications was not in accordance with legislation and best 
practice. Inspectors noted large quantities of medications including medications 
requiring strict controls stored in the clinical room. Medications were ordered weekly 
from a pharmaceutical company as general stock quantities and not per individual 
resident’s prescriptions. Nursing staff explained that medications were ordered on a 
requisite sheet signed by the person in charge and GP for medications requiring strict 
controls and by the person in charge for general medications. This manner of 
ordering medications meant that there were large quantities of medications stored in 
the MDA press and the general stock press which were not prescribed by the GP.  
Nurses also told inspectors that this method of ordering resulted in wastage as many 
medications not prescribed or used went out of date and had to be returned to the 
company.  
 
Nurses were dispensing medications contrary to legislation and best practice. There 
were two medication stock presses in use, one for medications requiring strict 
controls and one for general medications. Medications were dispensed weekly by the 
nursing staff from the two stock presses into the medication trolley and the MDA 
press. This practice of nurse dispensing was contrary to An Bord Altrainais guidelines 
which states that medications should only be dispensed by the pharmacy and only 
undertaken by the nurse in exceptional circumstances. 
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4. Premises and equipment: appropriateness and adequacy 
 
 
Outcome: The residential care setting provides premises and equipment 
that are safe, secure and suitable. 
 
A good physical environment is one that enhances the quality of life for 
residents and is a pleasant place to live. It meets residents’ individual and 
collective needs in a comfortable and homely way, and is accessible, safe, 
clean and well-maintained. Equipment is provided in response to the 
assessed needs of each of the residents and maintained appropriately. 
 
Evidence of good practice 
 
Inspectors found the building to be clean, bright, warm and odour free. Inspectors 
noted that while the building had limitations with regard to space, size and layout, 
management had strived to improve the décor of all communal areas. The two day 
rooms had been refurbished, new curtains and furniture were provided for a more 
homely and domestic atmosphere.  
 
The front entrance opened directly into a glass conservatory which linked the day 
centre to the residential area. This entrance area was bright and furnished with 
comfortable arm chairs. There was a variety of potted plants and window boxes on 
display. The conservatory overlooked the enclosed landscaped garden and could be 
accessed from there. Many residents sat and chatted together in this area. 
 
There were two enclosed gardens available for residents’ use. One large garden was 
landscaped and contained a central water feature, bird box and a clay oven. Seating 
areas were provided throughout the garden and in the covered gazebo which was 
used by residents as a smoking area. A smaller paved garden was also provided 
which could be accessed from the main corridor. This area provided wooden seating 
benches, had a large statue and a variety of plants.  
 
The conservatory led into the main corridor of the residential centre. There was a 
small seating alcove on the corridor beside an unlit old style cast iron solid fuel stove. 
Pieces of turf were displayed beside the stove and four old style sugan chairs with 
cushions were provided for seating. The public telephone was located in this area. 
There were framed pictures of the Clare hurling team and a picture of the original 
house displayed on the walls. 
 
There was a link corridor leading to the church and palliative care suites, a padded 
seating bench was provided the length of this corridor. There was a large painted 
scene of the local Lough Derg on the wall which provided a focal point to those 
seated opposite on the bench. 
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The church located at the end of the link corridor had been converted from the 
original coach house and had been beautifully restored featuring cut stone walls and 
arches. This area was quiet and peaceful and residents commented on enjoying 
spending time at mass, saying the rosary, or having quiet reflective time alone. 
 
Adequate high quality assistive equipment was provided to meet residents’ needs 
such as hoists, ceiling hoists, specialised beds, baths and mattresses. The inspector 
viewed the service and maintenance records for the equipment and found they were 
up-to-date. 
 
The inspector visited the kitchen and found it to be clean, spacious and well 
equipped. Separate staff toilet and changing facilities were provided for catering 
staff. 
 
The inspector viewed the laundry, sluice rooms, and cleaner’s room. All were found 
to be well equipped, and maintained in a clean and organised manner. Residents 
clothing was laundered on site, all other laundry such as sheets and towels were 
collected/delivered weekly and laundered in a central HSE laundry in Limerick. A 
multi-task attendant on cleaning duty was able to demonstrate her knowledge of the 
cleaning systems, colour coding and cleaning chemicals used. Cleaning chemicals 
were securely stored, cleaning rooms and sluice rooms were locked and accessible 
by keypad. 
 
The inspector observed that infection control practices were robust. Wall mounted 
hand sanitizers were provided at the entrance and throughout the building. Staff 
were observed to be vigilant in their use. The person in charge showed the inspector 
documentation regarding a recent hygiene/infection control audit which had been 
carried out by a clinical nurse specialist (CNS) in infection control from the HSE. The 
audits indicated areas of non compliance which had all since been acted upon. Staff 
interviewed were knowledgeable on infection control procedures.  
 
The two palliative care suites met residents’ needs for privacy, leisure and comfort. 
They had spacious bedrooms, assisted shower and toilet en suites as well as a 
separate living/dining area and kitchenette. Families could stay overnight as sofa 
beds were provided in the living areas. Staff and residents confirmed that the 
palliative care suites could also be used by other residents for end-of-life care and by 
visiting families when not being used for palliative care.  
 
Some improvements required  
 
The inspector found that storage space for equipment was inadequate. Equipment 
such as commodes and wheelchairs were stored in bathrooms. This resulted in 
restricted space for residents. 
 
There was no personal secure and lockable storage space provided for most 
residents in their bedrooms. 
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Significant improvements required  
 
There was no dining room available to residents. Inspectors observed residents 
eating their meals from a bed table at their bedside or from a bed table in one of the 
day rooms. This arrangement did not allow the dining experience to be an enjoyable, 
social and interactive occasion. 
 
Inspectors noted there was limited private space for residents and visitors. There 
was no separate room for residents to meet visitors in private. Residents confirmed 
that the limited space impacted on their choice, comfort and ability to have quiet 
private time either alone or with relatives. 
 
Facilities for residents who wished to smoke were inadequate. While a gazebo had 
been provided outside in the garden for residents who wished to smoke, this was 
only accessible in dry weather. The entrance conservatory was used as the smoking 
area in poor weather which impacted on other residents comfort, and on visitors who 
had to pass through this area when entering and leaving the building.  
 
Residents, and visitors who wished to access one of the day rooms, had to go 
through multi-occupancy bedrooms in order to do so. This impinged upon the privacy 
and dignity of residents residing in these bedrooms. 
 
There were no grab rails provided on the corridor areas. This did not support 
residents who wished to walk independently. 
 
Inspectors noted that the size and layout of the multi-occupancy rooms would not 
comply with the requirements of the Standards by 2015. The provider told inspectors 
that they did not as yet have a plan in place to address the deficits but they would 
be putting a phased plan in place with a view to complying with the requirements of 
the Standards. 
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5. Communication: information provided to residents, relatives 

and staff  
 
 
Outcome: Information is relevant, clear and up to date for residents. 
 
Information is accessible, accurate, and appropriate to residents’ and staff 
needs. Feedback is actively sought from residents and relatives and this 
informs future planning and service provision. Information is recorded and 
maintained in accordance with legal requirements and best practice and is 
communicated to staff on a need to know basis to ensure residents’ 
privacy is respected.  
 
Evidence of good practice 
 
There was a culture of open, positive communication. Residents and staff were 
observed to know each other well. Residents knew staff by their first names and 
were seen to converse easily with them. Residents stated that they could approach 
any member of staff if they had a concern or issue and were confident that it would 
be addressed satisfactorily. Residents told inspectors that staff always had time to 
talk even if they were busy, that staff were always in good humour and that they 
could ask staff for anything they wanted. Some of the residents knew each other well 
and many residents told the inspector that they knew the staff and residents well 
because they had attended the centre on occasions for respite care prior to moving 
in on a long-term basis. 
 
Staff members communicated with residents in an appropriate and meaningful way. 
For example, they took time to explain to residents what was happening, to ask 
where they would like to sit and what they would like to drink. 
 
Staff told inspectors that all grades of staff communicated with each other on a daily 
basis. They reported and discussed residents’ care issues and daily progress. Staff 
said that they loved working in the centre and that they could approach any member 
of management if they had a concern or issue. Staff stated that the person in charge 
was very approachable and they confirmed that regular staff meetings took place. 
The person in charge showed the inspector the minutes of staff meetings, the last 
staff meeting took place on 27 April 2011. Minutes of meetings were circulated to all 
staff.  
 
Residents confirmed that there were no restrictions on visiting times and relatives 
were always made welcome. One resident told inspectors that families were invited 
to the Christmas parties and to some music sessions in the centre. 
 
Catering staff were able to show inspectors the formal documentation system which 
was used to communicate resident’s daily food choices. The catering staff spoken 
with knew the residents’ food preferences. Nursing staff communicated any special 
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dietary requirements and supporting documentation was available to the catering 
staff.  
 
A wide range of information was available and easily accessible to residents, many 
notice boards were displayed in the building. The complaints procedure, the mission 
statement and information on elder abuse were also displayed. Comment/suggestion 
boxes were located in a number of areas and were accessible to residents, relatives 
and staff. 
 
Daily and regional newspapers were available to residents without charge. 
Arrangements were made for residents who had a particular preference for specific 
newspapers. There was a variety of books displayed on the book shelf in the day 
room. A number of residents told the inspector that they enjoyed reading 
newspapers, doing crosswords and reading books. Many of the residents were 
observed reading during the inspection. 
 
The person in charge outlined the various links which the centre had with the local 
community. She told the inspector about a group called the ‘Raheen Community 
Support Group’ which was made up of volunteers from the local community. Their 
role was to fundraise and work in partnership with the management of the centre in 
developing in house projects. During the inspection, inspectors met with members of 
the group who outlined some of the projects which had benefited the residents 
including the installation of the ceiling hoist system, provision of specialised beds, the 
purchase of a minibus, and provision of the garden gazebo, flowers, televisions and 
signage.  
 
The person in charge told inspectors that there was no advocacy programme in place 
and no advocate yet available to residents. She told inspectors that training of 
advocates was presently taking place in Co. Clare as part of the National Advocacy 
Training Programme and that she hoped following the training that an advocate 
would be available to residents.  
 
Some improvements required  
 
A residents’ forum had been introduced since the previous inspection but meetings 
had not been held regularly. Inspectors viewed the minutes of the most recent 
residents’ forum meeting which was held on 6 April 2011, three relatives and four 
residents had attended. The meeting was facilitated by the person in charge. Issues 
discussed included menu choices, activities, advocacy, contracts of care and the 
upcoming inspection. The previous meeting had been held in October 2010. The 
person in charge told inspectors that she hoped to hold more regular meetings which 
would be facilitated by an independent person. 
 
Minor issues to be addressed  
 
Inspectors noted that multi-task attendants did not attend the handover meeting and 
there was no formal arrangement in place to communicate information regarding 
residents’ up-to-date condition. Multi-task attendants told inspectors that information 
was usually passed on by the nursing staff in an informal way only. This posed a risk 
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to residents in the event that some information regarding their care needs or dietary 
needs might not be communicated to all staff. 
 
Inspectors noted that new signage had been provided at the entrance area which 
was clear and easy to read. Other signage in the building such as the name on the 
bedroom doors was not person centred i.e. ward 1, 2 etc. Some rooms such as 
bathrooms and cleaning rooms had no signage to indicate their use. This could be 
confusing for some residents. 
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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 
 
On the day of inspection, there was an adequate ratio of staff to residents on duty 
throughout the day. Residents’ dependency levels were assessed using a validated 
tool. There were usually four nurses and three multi-task attendants on duty during 
the day time and two nurses and one multi-task attendant on duty at night time. The 
person in charge was also rostered on duty five days a week.  
 
Staff training records and staff spoken to confirmed that they had received ongoing 
professional development. Training records for 2011 indicated that 10 staff had 
received training in medication management, 17 staff had attended training in 
infection control, and one nurse was currently completing ‘Six Senses’ training 
programme which focused on developing person-centred care by stimulating the six 
senses, security, continuity, belonging, purpose, achievement and significance. 
Fifteen multi-task attendants had completed Further Education and Training Awards 
Council (FETAC) Level 5 support programme. 
 
Records of induction training were maintained in staff files. Inspectors reviewed the 
records which contained details of the core areas that staff were expected to 
understand during their induction such as policies, fire management, daily routines, 
infection control and emergency plan. Staff told inspectors that they were satisfied 
with the level of induction training received. 
 
The inspector noted that adequate staff facilities were provided. Staff toilets, 
changing room, staff rest room and dining room were provided on the first floor. 
Many staff commented that they were satisfied with the facilities. 
 
Some improvements required  
 
The person in charge told inspectors that there was no recruitment policy available 
as all recruitment took place centrally in the HSE human resource department. 
Inspectors reviewed a number of files for existing staff. The files did not contain all 
of the documents as required by the Regulations such as medical declarations and 
three written references for all staff.  
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The role of the multi-task attendant was task-focused rather than a person-centred 
approach to care delivery. While inspectors noted an adequate ratio of staff to 
residents on the day of inspection, the provider and person in charge stated that the 
single major challenge they faced was the ongoing provision of adequate numbers of 
staff. This was due to the HSE moratorium on staff replacement and recruitment. 
Risk assessments undertaken in the recent past had identified a shortage of staff 
which posed a risk to residents. The person in charge and staff told inspectors that 
availability of agency staff was at times unsatisfactory. While most of the multi-task 
attendants had undertaken FETAC Level 5 healthcare support programme their role 
was not commensurate with their qualifications as they were not involved in 
providing direct care to residents except to assist at mealtimes. Their responsibilities 
were primarily cleaning and laundry duties. When questioned the multi-task 
attendants were knowledgeable on care issues and told inspectors that they would 
like their role to be developed so that they could utilise their skills and provide a 
higher level of resident care.  
 
Staff spoken to told inspectors that they had not received up-to-date training in 
palliative care or in dealing with behaviour that challenged. Staff confirmed that this 
training was required in order to meet the needs of residents. 
 
Minor issues to be addressed  
 
There was no formal staff appraisal system in place therefore staff development, 
training needs and how staff could contribute to improving the quality of service 
could not be identified. 
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Closing the visit  
 
At the close of the inspection visit, a feedback meeting was held with the provider, 
person in charge and representatives of all grades of staff to report on the 
inspectors’ findings, which highlighted both good practice and where improvements 
were needed.  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 

 
 
Provider’s response to inspection report* 
 

 
Centre: 

 
Raheen Community Hospital 

 
Centre ID: 

 
0611 

 
Date of inspection: 

 
3 and 4 May 2011  

 
Date of response: 

 
10 June 2011 

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

1. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Documentation confirming that the building complies with the requirements of the 
statutory fire authority was not submitted with the application to register.  
 
Action required:  
 
Provide to the Chief Inspector, together with the application for registration or 
renewal of registration, written confirmation from a competent person that all the 
requirements of the statutory fire authority have been complied with. 
 
Reference:  

Health Act, 2007 
                   Regulation 32: Fire Precautions and Records 
                   Standard 26: Health and Safety  
 

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

Timescale: 
 

Provider’s response: 

The Fire Officer completed Fire Risk Assessment. 

d the fire 
rtificate will be issued by the end of October 2011. 

ompleted 

October 2011 

 

 
Remedial works will be carried out by October 2011 an
ce

 
 
C
 

 
 

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

ses who usually worked at night time had not received recent fire 
fety training.  

fo
 
Not all staff had received fire safety training. Records indicated that three nurses 
including two nur
sa
 
Action required:  

procedure to be 
llowed in the case of fire, including the procedure for saving life. 

 
Ensure, by means of fire drills and fire practices at suitable intervals, that the staff 
and, as far as is reasonably practicable, residents, are aware of the 
fo
 
Reference:  

nd Records 
                 Standard 26: Health and Safety  

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

Timescale: 
 

Provider’s response: 

sions of fire training have taken place on the following 

 June 2011 - 2 lectures 

ion of one multi-task attendant who is on 
ng-term sick leave. 

Completed 
 
Five ses
dates:  
19 May 2011 - 1 lecture 
31 May 2011 - 2 lectures 
 9
 
All nursing and multi-task attendant staff both day and night 
duty have attended the fire lecture and the fitting of evacuation 
sheets with the except
lo
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3. The provider has failed to comply with a regulatory requirement in the 
llowing respect:  

 
ult, accidental 

entified in June 2010 regarding an issue with fire doors were still 
nresolved. 

fo
 
There was no comprehensive written risk management policy in place. All risks 
throughout the building had not been identified. There were no precautions in place
to control specified risks such as resident absent without leave, assa
injury to residents and staff, aggression and violence or self harm.  
Some risks id
u
 
Action required:  

 risk management policy and implement this 
roughout the designated centre.  

 
Put in place a comprehensive written
th
 
Action required:  

e designated centre and the 
recautions in place to control the risks identified.  

 
Ensure that the risk management policy covers, but is not limited to, the 
identification and assessment of risks throughout th
p
 
Action required:  

trol 

ccidental injury to residents or staff; aggression and violence; and self-harm.  

 
Ensure that the risk management policy covers the precautions in place to con
the following specified risks: the unexplained absence of a resident; assault; 
a
 
Reference:  

Procedures 

                 Standard 29: Management Systems  

Health Act, 2007 
                   Regulation 31: Risk Management 
                   Standard 26: Health and Safety  
  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 

tool and guidance, 
porting and risk escalation procedure.   

ent 
aining is being arranged for key staff in the hospital. 

lementation of the risk management policy 
ill be monitored.  

omplete 

ugust 2011 

On-going 

 
A risk management policy is in place which covers incident 
management identification, risk escalation 
re
 
The risk advisor has been contacted and risk managem
tr
 
Compliance with imp
w

 
 
C
 
 
 
A
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4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The process for ordering medications was not in accordance with legislation and best 
practice. For example: 

 inspectors noted large quantities of medications including medications 
requiring strict controls stored in the clinical room  

 medications were ordered weekly from a pharmaceutical company as general 
stock quantities and not as per individual resident’s prescriptions  

 nursing staff explained that medications were ordered on a requisite sheet 
signed by the person in charge and GP for medications requiring strict controls 
and by the person in charge for general medications. This manner of ordering 
medications meant that there were large quantities of medications stored in 
the MDA press and the general stock press which were not prescribed by the 
GP. Nurses also told inspectors that this method of ordering resulted in 
wastage as many medications not prescribed or used went out of date and 
had to be returned to the company.  

 nurses were dispensing medications contrary to legislation and best practice. 
There were two medication stock presses in use, one for medications requiring 
strict controls and one for general medications. Medications were dispensed 
weekly by the nursing staff from the two stock presses to the medication 
trolley and the MDA press. This practice of nurse dispensing was contrary to 
An Bord Altrainais guidelines which states that medications should only be 
dispensed by the pharmacy and only undertaken by the nurse in exceptional 
circumstances  

 the maximum dosage of PRN medications was not included in the prescription 
by the GP. 

 
Action required:  
 
Put in place 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:  
 
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 
                  Regulation33: Ordering, Prescribing, Storing and Administration of       
                  Medicines 
                  Standard 14: Medication Management  
                  Standard 15: Medication Monitoring and Review 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Under the guidance and advice of the pharmacist Mr Paul 
Lohan a review of the procedure/policy for ordering medication 
in accordance with legislation and best practice will be 
undertaken. 
 
The two nurse prescribers will take a lead role in the 
implementation and monitoring of the recommendations of this 
process. 
 
GP has included the maximum dosage of PRN medications. 
 

 
 
July 2011 
 
 
 
 
August 2011 
 
 
 
Complete 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
All staff had not received training in relation to moving and handling and training in 
the prevention, reporting and detection of elder abuse. 
 
Action required:  
 
Provide training for staff in the moving and handling of residents. 
 
Action required:  
 
Make all necessary arrangements, by training staff or by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
or abuse. 
 
Reference:  

Health Act, 2007 
                   Regulation 6: General Welfare and Protection 
                   Standard 8: Protection 
                   Regulation 31: Risk Management Procedures 
                   Standard 26: Health and Safety  
                   Standard 29: Management Systems  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Manual Handling training/re-training has commenced. Three 
nurses and two multi-task attendants attended manual 
handling training on 3 June 2011. 

 
 
Ongoing 
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It is planned to have training ongoing on a phased basis until 
all staff are trained. 
 
A Senior Case Worker - Elder Abuse has been contacted in May 
2011 to provide on-going training sessions in Elder Abuse for 
all staff.  
 

 
December 2011 
 
 
October 2011 

 
6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no senior nurse available to provide cover for the person in charge and no 
formal arrangements were in place to deputise for the person in charge in her 
absence. This posed a risk as there was no clinical supervision of staff at times. 
  
Action required:  
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
Reference:  

Health Act, 2007 
                   Regulation 17: Training and Staff Development 
                   Standard 24: Training and Supervision 

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

Timescale: 
 

Provider’s response: 
 
‘Expressions of Interest’ were circulated by the HR Department 
in May 2011 for the posts of Acting Director of Nursing and 
Clinical Nurse Manager 1 
 
Interviews were held on 24 May 2011 
 
The successful candidates are currently being processed for 
appointment and will be offered positions when all relevant 
documentation is submitted. In the interim period the most 
senior nurse on duty at each shift is identified and provides 
cover for the person in charge. 
 

 
 
May 2011 
 
 
 
June 2011 
 
Ongoing 
 

 
7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Residents, and visitors who wished to access one of the day rooms, had to go 
through multi-occupancy bedrooms in order to do so. This impinged upon the privacy 
and dignity of residents residing in these bedrooms. 
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Action required:  
 
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private. 
 
Reference:  

Health Act, 2007 
                   Regulation 10: Residents’ Rights, Dignity and Consultation 
                   Standard 4: Privacy and Dignity  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The HSE are currently reviewing the Development Control Plan 
for Raheen Community Hospital. 
 
Meetings have taken place with the Friends of Raheen Hospital 
and newly appointed Senior Management of the HSE Mid-West 
to establish a partnership approach to identifying opportunities 
to enable/progress on infrastructural/capital developments in 
Raheen Community Hospital. 
 

 
May 2011 
 
 
 
March 2012 

 
8. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
There was no dining room available to residents.  
 
There was limited private space for residents and visitors. 
 
Storage space for equipment was inadequate. 
 
There was no personal secure and lockable storage space provided for residents in 
their bedrooms. 
 
Inspectors noted that the size and layout of the multi-occupancy rooms would not 
comply with the requirements of the Standards by 2015. There was no plan as yet in 
place with a view to complying with the requirements of the Standards. 
 
Action required:  
 
Develop a plan for the physical design and layout of the premises to meet the needs 
of each resident. 
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Action required:  
 
Provide suitable facilities for residents to meet visitors in communal accommodation 
and a suitable private area, which is separate from the residents’ own private rooms. 
 
Action required:  
 
Provide storage space for equipment.  
 
Action required:  
 
Provide suitable storage facilities for the use of each resident. 
 
Action required:  
 
Provide adequate dining space separate to the residents’ private accommodation. 
 
Reference:  

Health Act, 2007 
                   Regulation19: Premises 
                   Standard 25: Physical Environment 
                   Standard 28: Purpose and Function  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The design and layout of Raheen Community Hospital predates 
the introduction of the Standards. The HSE are currently 
reviewing the Development Control Plan in partnership with the 
Friends of Raheen Hospital to comply with the Standards and 
will include the following considerations: 

 a plan for the physical design and layout of the premises 
to meet the needs of each resident 

 provide a dining room 
 private space for residents and visitors 
 storage space for equipment 
 provide suitable storage space for use by each resident 

 
In the interim existing facilities such as the art room, day 
centre and palliative care suite will be utilised on a multi-
functional basis to enable the provision of a dining space and a 
private area for residents to meet visitors.  
 

 
 
March 2012 
 
 
 
 
 
 
 
 
 
 
 
September 2011 
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9. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There were no grab rails provided on the corridors. This did not support residents 
who wished to walk independently. 
 
Action required:  
 
Provide handrails in circulation areas.  
 
Reference:  

Health Act, 2007 
                   Regulation 31: Risk Management Procedures 
                   Standard 26: Health and Safety  
                   Standard 29: Management Systems  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A risk assessment will be completed on all corridors for the 
suitability of hand rails, being cognisant of the narrow area 
adjacent to the nurses office. Occupational Therapy services 
will be consulted to advise regarding hand-rails in circulation 
areas following risk assessment. Hand rails will be provided. 
 

 
 
September 2011 

 
10. The person in charge has failed to comply with a regulatory 
requirement in the following respect: 
 
A comprehensive nursing assessment was not completed for all residents. This could 
result in some residents needs not being identified and set out in a care plan. 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
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: 
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Provider’s response: 
 
A comprehensive nursing assessment has been completed for 
all residents and will be completed also for respite admissions 
and when reviewing care plans three-monthly. 
 

 
 
Complete and 
ongoing 
 

 
11. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Inspectors noted that improvements could be made to meeting the residents’ needs 
for social engagement and occupation in a meaningful way. There was no formal 
structured activities programme in the residential area suitable to all residents.  
 
Action required:  
 
Provide opportunities for each resident to participate in activities appropriate to 
his/her interests and capacities. 
 
Reference:  

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

Timescale: 
 

Provider’s response: 
 
A lead role in activities will be given to a designated  
healthcare assistant 
 
A meeting has been requested with Ms Mary Lucas, CNS 
Activities, Ennistymon Community Hospital to utilise her 
expertise and advice in developing an activities programme a 
similar to Ennistymon Community Nursing Unit  
 
The process of establishing a volunteer group to provide 
opportunities for each resident to participate in activities 
identified in the nursing assessment has begun.  
 

 
 
September 2011 
 
 
June 2011/Ongoing 

 
12. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no formal auditing of falls completed therefore was no learning or 
improving practice as a result. 
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Action required:  
 
Establish and maintain a system for reviewing the quality and safety of care provided 
to, and the quality of life of, residents in the designated centre at appropriate 
intervals. 
 
Reference:  

Health Act, 2007 
                   Regulation 35: Review of Quality and Safety of Care and Quality of Life 
                   Standard 30: Quality Assurance and Continuous Improvement 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A Falls Register will be commenced.  
 
A formal audit process for all falls will be developed in 
consultation with the Clinical Risk Advisor with an in-built 
process for implementation and review. There will be ongoing 
reviews of all falls with a view to improving practice and 
learning outcomes. 
 

 
 
Immediately 
 
September 2011 
 
 

 
13. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Inspectors reviewed the statement of purpose and The Residents’ Guide. The 
statement of purpose did not fully comply with the requirements of Schedule 1 of the 
Regulations and some information contained in The Residents Guide was not up to 
date and other information was not included.  
 
Action required:  
 
Compile a Statement of purpose that consists of all matters listed in Schedule 1 of 
the Regulations. 
 
Action required:  
 
Produce a resident’s guide which includes a summary of the statement of purpose; 
the terms and conditions in respect of accommodation to be provided for residents; a 
standard form of contract for the provision of services and facilities to residents; the 
most recent inspection report; a summary of the complaints procedure provided for 
in Regulation 39; and the address and telephone number of the Chief Inspector. 
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Reference:  
Health Act, 2007 

                   Regulation 5: Statement of Purpose 
                   Regulation 21: Provision of Information to Residents 
                   Standard 28: Purpose and Function 
                   Standard 1: Information  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 
 

Timescale: 
 

Provider’s response: 
 
The statement of purpose and residents guide are being 
updated and will be circulated to all residents, when complete 
 

 
 
End of July 2011 

 
14. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Some policies were in draft format, some required updating and some were not 
signed and dated. There was a process in place for staff to sign once they had read 
and understood them however, only a small number of staff had signed them.  
 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5. 
 
Reference:  

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

Timescale: 
 

Provider’s response: 
 
Policies will be reviewed and updated as per Schedule 5 of the 
Regulations. The following will be reviewed initially as a 
priority: 

 Risk Management 
 Ordering, Prescribing, Storing and Administration of 

Medicines 
 Missing Persons 
 Emergencies 
 Behavioural Management 

 

 
 
Immediate/ongoing 
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Policies procedures and guidelines is an on-going item on the 
agenda of monthly staff meetings. Records of minutes are 
available. 
 
Staff will be circulated with updated policies and requested to 
read, sign as being read and dated. 
 

Complete and 
ongoing 
 

 
15. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The complaints procedure was displayed in a prominent position but incorrectly 
stated that appeals could be made to the Authority, the name of the designated 
complaints person was the previous person in charge and mention was made of an 
advocacy service which was not yet in place.  
 
Action required:  
 
Ensure the complaints procedure contains an independent appeals process, the 
operation of which is included in the designated centre’s policies and procedures.  
 
Action required:  
 
Make available a nominated person in the designated centre to deal with all 
complaints. 
 
Reference:  

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

Timescale: 
 

Provider’s response:  
 
Anne Griffey and Eileen Mulvihill are the nominated Complaints 
Officers for the Hospital. The display sign has been amended. 
   
Two key staff in the hospital have been identified to attend 
Complaints Officer training which is scheduled to take place in 
July 2011.  
 

 
 
Complete 
 
 
July 2011 
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16. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Written contracts of care had not been completed for each resident. 
 
Action required:  
 
Agree a contract with each resident within one month of admission to the designated 
centre.  
 
Reference:  

Health Act, 2007 
                   Regulation 28: Contract for the Provision of Services 
                   Standard 7: Contract/Statement of Terms and Conditions 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response:  
 
Contracts of care have been issued to all residents.  
Ongoing contact will be made with residents/families/carers to 
return signed/unsigned contracts of care. 
 
Copy of Contract of Care will be put in each residents file, 
 

 
 
July 2011 
 
 
 
Immediately 
 

 
17. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Inspectors reviewed the directory of residents and noted that it did not comply fully 
with the requirements of Schedule 3 of the Regulations in that the name and address 
of the resident’s next of kin was not included. 
 
Action required:  
 
Ensure that the directory of residents includes the information specified in Schedule 3 
paragraph (3) of the Regulations as amended. 
 
Reference:  

Health Act, 2007 
                   Regulation 23: Directory of Residents 
                   Standard 32: Register and Residents’ Records 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
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Provider’s response: 
 
The next of kin name, address and contact number is included 
in the Directory of Residents as per Schedule 3 of the 
Regulations.   
 

 
 
Complete/Ongoing 
 

 
18. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no copy of the recruitment policy available.  
 
Inspectors reviewed a number of files for existing staff. The files did not contain all 
of the documents as required by the Regulations such as medical declarations and 
three written references for all staff.  
 
Action required:  
 
Put in place written policies and procedures relating to the recruitment, selection and 
vetting of staff. 
 
Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory 
information and documents specified in Schedule 2 of the Regulations have been 
obtained in respect of each person. 
 
Reference:  

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

Timescale: 
 

Provider’s response: 
 
The HSE National policy on recruitment, selection and vetting 
of staff operates within the hospital. A copy of the national 
HSE recruitment policy has been requested from our Human 
Resource Department. 
 
A Pre-Placement Health Declaration Form has been issued to 
each employee. 
 
Ongoing follow up will continue with staff to ensure that all the 
necessary documentation as specified is submitted and 
contained in staff files. 

 
 
 
Complete 
 
 
 
Complete in respect 
of 2 staff 
 
October 2011 
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19. The person in charge has failed to comply with a regulatory 
requirement in the following respect: 
 
Staff spoken to told inspectors that they had not received recent training in palliative 
care or in dealing with behaviour that challenged and agreed that this training was 
required in order to meet the needs of residents. 
 
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 17: Training and Staff Development 
                   Standard 24: Training and Supervision 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Expressions of Interest are currently being sought for an 
‘Introduction to Palliative Care’ module to commence in July 
2011. Two staff will be released to attend. 
 
The Milford Care Centre Educational Directory 2011 has been 
circulated to staff which outlines Palliative Care Courses. 
Training in Palliative Care was identified as a priority in an 
Educational Needs Analysis in May 2011. This need was 
communicated back to the  Clinical Nursing Midwifery 
Education Unit  
 
Existing trainers in Crisis Prevention Intervention will be sought 
from other Community Nursing Units/HSE Units to provide 
training for staff. 
 

 
 
July 2011 
 
 
 
October 2011 
 
 
 
 
 
 
December 2011 
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Recommendations 
 
 
These recommendations are taken from the best practice described in the 
National Quality Standards for Residential Care Settings for Older People 
in Ireland and the registered provider should consider them as a way of 
improving the service. 
 
Standard Best practice recommendations 

Consider putting in place a staff development and appraisal policy. 
 

Standard 24:  
Training and 
Supervision Provider’s response: 

 
Consult with the Human Resource Department to establish a staff 
appraisal system in line with national policy. 
 
Consider a formal means of communicating on residents’ daily 
progress to all staff. 
 

Standard 10: 
Assessment 
 

Provider’s response: 
 
Include all healthcare assistants in handover reports and reflection 
sessions on resident’s daily progress on a daily basis.  
 
Consider providing more person centred signage throughout the 
building. 
 

Standard 25: 
Physical 
Environment 
 Provider’s response: 

 
The was an item on the agenda of the residents committee 
meeting held on 2 June 2011 and the committee will revert back to 
the next meeting with more person-centred names for the wards. 
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Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
None 
 
Provider’s name: Teresa Bulfin 
Date: 10 June 2011 
 
 
 
 


