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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 

 
St John’s Hospital is a single-storey building which was first established in 1971, and 
can accommodate up to 150 residents providing long term, convalescent, respite and 
palliative care. People who have dementia care needs and people under the age of 65 
requiring residential care who prefer to remain in the local area are admitted.  There 
is also a day hospital which includes a rehabilitation and dementia care unit, a 
physiotherapy department and an occupational therapy department attached to the 
centre which does not fall within the remit of the Social Services Inspectorate. 

 
Accommodation is organised within four units. The ‘Hazelwood’ and ‘Rosses’ units 
provide accommodation for male residents while the ‘Cúram’ and ‘Cáirdre’ units 
accommodate female residents in multiple occupancy bedrooms, with a maximum of 
six beds in each room. There are also nine single side rooms.  

 
There is a sitting room and dining room in each unit. Other facilities include a 
hairdressing salon, private visitors rooms, smoking areas and a large church.  

 
The reception is located at the entrance foyer with a small coffee shop and seating 
area, providing a focal contact point for residents and visitors. 

 
Car parking is available in the hospital grounds. There are a number of designated 
parking spaces for disabled people provided close to the main entrance. 
 

Location 

 
The centre is located within Sligo town just off the N4 on the main Dublin road. A 
pedestrian footpath leads from the centre to local shops and businesses. 
 

Date centre was first established: 1971 
 

Number of residents on the date of inspection 142 
 

Number of vacancies on the date of inspection 8 
 

 
 

Dependency level of 
current residents  

Max High Medium Low 

Number of residents 90 
 

28 
 

22 
 

2 
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Management structure 
 
St John’s is managed by the Health Service Executive. The Person in Charge, Jacinta 
Feeney, reports to Frank Morrison, nominated provider and Manager for Older 
Peoples Services, who in turn reports to Cara O’ Neill, General Manager of Community 
Services, Sligo, Leitrim and West Cavan.  

 
The Person in Charge is supported by two assistant directors of nursing who, on a 
daily basis manage the nursing and care staff, catering, maintenance and 
administration staff. Within each of the four units there is a clinical nurse manager 
who is responsible for overseeing the delivery of care and who report to the assistant 
directors of nursing who report to the Person in Charge. 

 
Physiotherapy, occupational therapy, speech and language therapy, social workers and 
dietician staff report through their professional line managers who are responsible to 
the general manager.   

 
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 and 
1 assistant 
director of 
nursing 

23 8 8 8 1 *1 

 
*1 occupational therapist and two occupational therapist aids. 

 
 
Background 
 
The first inspection of this centre occurred in January 2010 and the provider was 
issued with a report which contained 32 actions. The actions related to the 
challenges posed by the physical environment to ensure that residents’ privacy and 
dignity was met on a daily basis. The report required the development of a risk 
management policy and the implementation of systems to review the quality and 
safety of care and quality of life as residents were not facilitated to achieve optimum 
health and care planning was not person-centred.   
 
A second inspection of the centre was undertaken in May 2010. The Authority had 
been notified of two incidents of concern regarding resident welfare and protection 
by the provider prior to the second inspection. The provider was requested to 
complete a full investigation and submit a report on the incidents to the Authority. 
The report was received within the timeframe and the matters satisfactorily 
investigated. This follow-up inspection found deficits relating to wound care 
management and access to appropriate healthcare services. An immediate action 
letter was sent to the provider outlining appropriate action to be taken to address the 
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deficits. The provider replied within the specified timeframe and an appropriate 
action plan was submitted. The provider, person in charge and local health manager 
met with inspectors on 16 August 2010 to further update (the Authority) on the 
progress in relation to matters identified on the inspection of the 17 May 2010. 
 
A third inspection of the centre was carried out in December 2010. The inspector 
identified new issues on this visit that required improvement including a review of 
staffing levels to ensure the needs of all residents were fully met. Mandatory training 
required by the regulations had not been completed with all staff. Staff were not fully 
aware of the policies and procedures relevant to their role to guide their working 
practice. 
 
Summary of findings from this inspection 
 
This was an announced registration inspection and the fourth by the Authority to this 
centre. This inspection took place over three days. Inspectors met with residents, 
relatives, the person in charge, provider and staff on duty during the inspection.  
 
As part of the registration process the provider has to satisfy the Chief Inspector that 
it is fit to provide the service and that the service will comply with the Health Act 
2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended). As part of the application for registration the 
provider was requested to submit relevant documentation to the Authority including 
completion of the Fit Person self assessment. This documentation was reviewed by 
inspectors to inform the inspection process. Other documents reviewed during and 
post-inspection included residents’ care plans, accident and incident records, the 
Residents’ Guide, the record of complaints, staff duty rotas, policies, procedures and 
staff training records. Inspectors spoke with residents, relatives and staff during the 
inspection and observed care practices and the quality of the environment.  
 
In order to assess the fitness of the provider and the person in charge, separate ‘Fit 
Person’ interviews were held. The provider and person in charge demonstrated good 
knowledge of the National Quality Standards for Residential Care Settings for Older 
People in Ireland and the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). Since 
completing the fit person entry programme they had undertaken a number of 
initiatives including staff training and reviewing policies and procedures. A nutrition 
group was being established and talking mats were being introduced to assist in 
communicating with residents with dementia.  
 
The person in charge and the provider were involved in the management of the 
centre.  However, they did not provide strong governance in a number of areas such 
as planning and reviewing the service provision, in view of the high level of 
admission and discharge activity for respite and continued care. There was a high 
level of assessed care needs and many residents with complex medical conditions. 
Management systems, mandatory education of staff and the provision of sufficient 
healthcare did not comply with the regulations. Residents did not enjoy the best 
possible health.  
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There was evidence of some good practice in the areas of nursing care. Inspectors 
found that staff knew residents well and were kind and attentive to them. However, 
residents did not have access to sufficient healthcare and GP cover. Medical and 
medication reviews were not undertaken at the required three-monthly intervals. 
Access to dietician was limited to 4 hours each week and was inadequate given the 
number of residents with assessed needs for nutritional advice. Thirteen residents 
were on percutaneous enteral feeding regimes (PEG). 
 
Significant improvements are required to meet regulations in a number of areas. The 
staffing levels and the roles of care staff require immediate review in line with the 
dependency needs of residents to ensure appropriate levels of supervision and care. 
Mandatory training in the safe moving and handling of residents and fire safety and 
evacuation is required.  
 
The provider needs to consider how the specialist care needs of residents with 
dementia and mental health problems are met to ensure they achieve their 
maximum potential or capacity. Care planning, nutrition, wound management, end of 
life care and medication administration require review to ensure best practice is 
adhered to.  
 
There were few opportunities for creative or recreational fulfilment available to 
residents, particularly to those with a cognitive impairment. A lack of constructive, 
meaningful activities resulted in residents sitting around for long periods without any 
form of stimulation. 
 
The physical environment did not comply with the regulations and standards. The 
residents’ personal and communal space was not designed and laid out in a manner 
to ensure their safety, encourage and aid their independence and assure their 
comfort and privacy.  There was a significant lack of suitable storage space 
throughout the centre. There was an insufficient number of toilets and bathing 
facilities to meet the individual needs of the residents as required by the Authority’s 
standards. There was no call-bell system in place making it difficult for residents to 
summon assistance especially at night time when staffing levels are at a minimum. 
The deficits identified in the physical environment limited the independence and 
quality of life for residents. 
 
Overall, the provider was failing to meet and deliver the aims and objectives outlined 
in the statement of purpose. There was not a strong emphasis on residents reaching 
their maximum potential. There was an absence of individual goal-setting to 
maximise ability and quality of life. 
 
Comments by residents and relatives 
 
Prior to the inspection, quality assurance questionnaires were posted to the centre by 
the Authority for completion by residents and relatives. Twenty two completed 
questionnaires were returned, six from residents and 16 from relatives. Inspectors 
met and spoke with many other residents and relatives on a one-to-one basis during 
the course of the inspection. Residents and relatives were mainly positive about their 
experiences of living and visiting St Johns. 
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Residents spoken with felt safe living there and one resident said “I feel content and 
have peace of mind; it’s very secure”. Relatives who completed questionnaires and 
talked to the inspector considered that their family members were safe which was 
important to them.  
 
Residents were aware that if they had a concern or complaint they could approach 
the person in charge or a staff member. Residents were able to name the staff 
member whom they would confide in or make their complaint to. 
 
Both residents and relatives expressed they were looking forward to the 
commencement of the Garden Room project and indicated ‘it would be of a great 
benefit for everybody’. Residents and their families indicated their clothes were well 
looked after and returned promptly from the laundry. 
 
Relatives reported all staff as being very respectful and kind to their family member 
even when ‘they are under stress due to work pressure and demands’. Many 
relatives spoken with and in questionnaires expressed concern over the low levels of 
staff, especially at night time. 
 
Relatives stated that they felt welcome when visiting. One relative stated, “I can visit 
anytime during the day and late into the evening” and confirmed that they were kept 
well informed of their relative’s condition and health. 
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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 worked on a full times basis Monday to Friday and was 
supported by two assistant directors of nursing, who were in charge on alternate 
weekends. The provider advised that he visited the centre on a monthly basis and 
was kept up to date by direct contact with the person in charge and through 
management meetings held every three months. The provider and person in charge 
were aware of their responsibilities in relation to notifications of prescribed incidents 
and had submitted quarterly notifications to the Authority as required by the 
regulations. 
 
Financial controls were in place to ensure the safeguarding of residents’ finances. 
There was a policy in place to guide practice. All pensions were lodged to a central 
‘patients’ property account’. The administrator told the inspector that there was an 
annual audit of residents’ finances to ensure all procedures were correct. A petty 
cash system was in place to manage small amounts of money for some residents. A 
record of the handling of money was maintained for each transaction. Two 
signatures were recorded in all instances. The ongoing balance was transparently 
managed and explained to the resident or their representative and a statement was 
available on request.  
 
An emergency plan was in place to guide staff in responding to untoward events. A 
designated senior person was nominated to be the contact point in the event of an 
emergency. The emergency plan contained specific action instructions for each grade 
of staff. The instructions were communicated to staff in the form of an action card, 
which clearly outlined each staff member’s responsibilities to follow in an emergency 
situation. The plan outlined a clear procedure to follow in the event of fire, loss of 
electric power, gas leak and security concerns. Contingency arrangement were 
provided for should it be deemed necessary to evacuate the building, including the 
contact details for a wheelchair-accessible minibus. The numbers for the emergency 
services were displayed in the nurse’s offices. 
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Some improvements required  
 
The inspector examined the directory of residents which was maintained up to date. 
The inspector viewed the documenting of information for the most recent death and 
transfer to hospital. All required information concerning both events was recorded in 
the directory of residents. However, the directory did not contain all information 
required by the regulations. When a resident died in the centre, the time and cause 
of death was not recorded in the directory of residents. 
 
Public and employers liability insurance was provided. However, it was not clear from 
the information presented that insurance cover for residents’ property to the value of 
€1000 was in place in accordance with Regulation 26 and confirmation of this is 
requested in the action plan of this report. 
 
Residents and relatives were aware how to make a complaint. Verbal and non-verbal 
complaints were documented. However, there was a variance in each unit to the 
management of complaints. Overall, there was no review of all complaints to identify 
patterns and to ensure individual complaints were fully resolved to the satisfaction of 
the complainant. The complaint investigation process was outlined in diagram format 
in the complaint policy. However, it did not include the names of person responsible 
to investigate at each stage of the process.  
 
Photographic identification and a missing person profile were available for each 
resident. A missing person policy was in place which outlined clear procedures to 
guide staff. There was a visitors log in place on each unit to monitor the movement 
of persons in and out of the building to ensure the safety and security of residents. 
However, there was not maintained and signed by visitors to the unit on a regular 
basis. 
 
Significant improvements required  
 
While the provider and person in charge were knowledgeable of the regulations and 
standards, this knowledge did not transpire in practice and provide for a robust 
system of governance. There was a high level of admission and discharge activity for 
respite, and continued care. There was insufficient care provided given the age 
profile of residents, the staffing levels available and the high levels of assessed care 
needs. The admission process did not take into account for the decreased staffing 
levels or ability of units to manage residents with complex physical, psychological 
and emotional needs. The managers at unit level were not involved in the decision 
making process therefore residents continued to be admitted and discharged without 
appropriate admission triage and discharge planning programmes, placing residents 
at risk of further deterioration. In some cases residents were readmitted within short 
timeframes from discharge. Fourteen residents under 65 years of age live in the 
centre with diverse needs and there was a lack of evidence in exploring other 
placement options to ensure their needs were adequately met and that they were 
facilitated to enjoy the best possible health.  
 
A statement of purpose was available describing the ethos of care; the range of 
service provided and needs accommodated. However, the provider was failing to 
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meet and deliver the aims and objectives outlined in the statement of purpose. There 
was a deficit in clinical guidance to ensure resident-focused outcomes. There was a 
lack of implementation of individual programmes for residents with high care / 
complex needs and the lack of personal care time for people who could not 
communicate or participate in groups. There was not a strong emphasis on residents 
reaching their maximum potential or capacity. There was an absence of individual 
goal-setting to maximise ability and quality of life. None of the care plans examined 
outlined how residents attained their maximum level of independence. There was the 
further challenge posed to ensuring a good quality of life for residents due to the 
high number of residents accommodated and the lack of sufficient space to meet 
residents’ needs. This is discussed in detail further in the report under the domain on 
premises.  
 
Fire Safety: 
The Authority was provided with written evidence confirming the building meets the 
statutory requirements of the fire authority in relation to the use of the building as a 
residential centre for older people. However, the certification did not clearly indicate 
the qualifications and experience of the person citing compliance and when the 
inspection took place to assess compliance with fire legislative requirements.  
 
The inspector viewed evidence the fire alarm was tested on a weekly basis. Routine 
inspection of the automatic fire door closers were undertaken to ensure they were 
operational. However, there was no documented records maintained indicating fire 
escape routes were checked daily to ensure they were unobstructed and fire 
equipment was in place and intact. A hoist was noted to block a fire exit during the 
course of the inspection. Notices to indicate the procedure to be followed in the 
event of a fire and escape plans to show the designated means of escape from the 
building to the nearest exit were in place throughout the building. However, a fire 
exit door on the corridor leading to the staff canteen did not have a key located in 
the case holder. Another door had exit signage over the door, however it was not lit 
and it was unclear to inspectors whether this door was a designated means of 
escape. These matters were discussed the management at the close of inspection. 
 
Risk Management: 
While there was corporate health and safety policy and an adopted centre-specific 
health and safety statement, risks were not well managed and controlled. A risk 
management group was established and a range of risk assessments had been 
undertaken. However, the risk assessments had not identified all the hazards in the 
centre. The risk assessments had not been collectively collated by each department 
into a single document with meaningful controls to mitigate risks and minimise the 
impact to residents including slips, trips and falls. 
 

 The external grounds were unsafe. Cars were parked close to the main 
entrance which was also a set down point for ambulances and visitors.  

 Trucks parked and made deliveries through the front entrance.  
 The enclosed garden was not secure due to a broken fence and paths were 

moss covered.  
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 A ramped exit did not have a handrail the length of the ramp, wooden 
seating was decayed and the external surfaces around the centre were 
uneven.  

 Residents had access to kitchens on units where hot water was available.  
 The range of equipment and assistive devices in use in relation to the space 

available in cubicles and activities at certain times such as early morning had 
not been considered as risk factors with a view to corrective action. Hoists, 
medication trolleys, breakfast trolleys and staff trying to undertake essential 
care duties created significant risk factors as the space did not enable safe 
working arrangements. 

 
The clinical risks included falls in the care environment. A register of incidents and 
accidents including falls by residents was maintained. A description of each accident 
was recorded.  A seat and bed alarm was utilised by two residents. Staff confirmed 
this had reduced the number of falls for these residents. The person in charge 
informed inspectors there were plans to obtain more alarms. However, inspectors 
found a limited approach to the proactive management and prevention of falls. The 
falls records did not indicate if the fall was witnessed, and whether the family was 
informed in all cases. Where a resident sustained a fall un-witnessed or when 
observed to hit their head on falling, neurological observations were not recorded in 
all cases to determine if a head injury had been sustained and / or the level of 
consciousness affected. Incident reports contained a one-dimensional approach, e.g. 
to ask staff for assistance; informing the resident not to get out of bed without 
assistance after having night sedation. Residents did not have a call alarm to 
summon help. This limited approach did not take account of the fuller circumstances 
involved in an incident such as risk factors or residents capacity to understand risk or 
instructions given. Up to 70% of the residents on some of the units had a diagnosis 
of dementia or cognitive impairment. 
 
Audits had been completed on medication management, vulnerability to falls and 
wound care. However, the audits did not identify trends and determine the root 
cause, such as clinical or environmental factors. There was a lack of direction around 
the implementation of clear auditing systems to inform continuous improvement and 
enhance outcomes for residents. For example, the falls audit was in quantitative 
form, it did not clearly identify what’s been done well or/and what needs improving. 
Information was not collected on the times and location of the falls to allow for 
meaningful analysis of data to identify trends or links to causative factors. One 
resident had in excess of ten falls over a 12-week period and the control measure 
outlined in the care plan was to ensure one to one supervision. However, this was 
not attainable due the deficits in staffing levels. 
 
Residents had not been provided with a contract of care. The provider and person in 
charge explained to the inspectors that a national contract was being devised on 
behalf of the Health Service Executive (HSE) but that this had not yet been finalised. 
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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 
 
There was a wheelchair-accessible minibus available. There was a minibus used to 
transport residents on various outings and day trips. A number of day trips had been 
taken to local scenic and amenity areas which residents said they greatly enjoyed. 
The minibus transported residents home to visit families at the weekend on a regular 
basis. 
 
The residents’ religious beliefs and values were accommodated within the routines of 
daily living. There was a large chapel where Mass was said on a weekly basis and a 
separate Church of Ireland service was also provided. Inspectors spoke with a 
volunteer who was affiliated to a religious order and visited the centre daily and 
provided pastoral care and assisted in leading prayer meetings with residents.  
 
The person in charge told inspectors that a voluntary group comprising residents, 
staff, families and members of the public were undertaking a major fundraising 
initiative, known as the “Garden Room Project”, to build a large general purpose 
room within the centre that would enhance the quality of life for the residents by 
providing a focal area away from the care environment to undertake activities and 
provide space for residents to spend time with their families. 
 
The kitchen was spacious, clean and suitable in size to cater for the needs of all 
residents. It was well equipped and was well stocked with meat and vegetables. 
There was a plentiful supply of juices including prune and cranberry. The catering 
manager kept records of the dietary requirements of residents on special diets, and 
these were updated on consulting with nursing staff. The catering manager showed 
the inspector the planned menu cycle which was rotated every three weeks. The 
catering manager told the inspector snacks are prepared should any residents 
require food during the night. Care staff had access to the kitchens on each unit at 
night time. 
 
Staff made every effort to ensure resident privacy and dignity was maintained while 
delivering care in shared rooms. Curtains were provided around each bed and notices 
were placed on the doors to multiple occupancy bedrooms when care was in 
progress. Staff, while under pressure of work were observed to be respectful in their 
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responses to residents and strived to meet their individual care needs in a timely 
manner. 
 
The residents’ links with family members and friends was encouraged and facilitated. 
There were no restrictions on visiting and a number of relatives were seen to assist 
their family members at mealtimes. 
 
Some improvements required  
 
Aspects of restraint management had improved since the previous inspection. Uses 
of alternative options were being explored such as alarm mats. The use of all 
specialist chairs and seating was being reviewed as a priority by occupational therapy 
staff. However, there was a high usage of bed rails. There was some evidence that 
this is being reviewed but the assessment process did not indicate that there was a 
consensus judgement that the restraint was in the best interest of the resident and 
was the least restrictive solution and was being put in place as previous less 
restrictive interventions had failed. There was a lack of supervision of residents while 
in restraint and consent for restraint was not obtained in all case files reviewed.  
 
Staff did not promote residents’ independence at all times. For example bread was 
served buttered or with marmalade. This practice did not take into account individual 
taste and preference or promote residents to maintain their independence. 
 
Significant improvements required  
 
The statement of purpose states that ‘residents lifestyle matches, as far as possible 
their life before entering the care setting and social, cultural, religious and 
recreational interests are satisfied in accordance with their wishes’. However, while 
13 volunteers had been recruited to visit and meet with residents, there were few 
opportunities for creative or recreational fulfilment available to residents, particularly 
to those with a cognitive impairment. Care staff had little or no input into the 
activities program. There was a strong reliance on the occupational therapy aids to 
undertake all activities with residents. While there was a schedule of social or 
recreational events planned for each day this did not always occur due to other work 
commitments in the delivery of care. There was not an activity organised on each 
unit daily and residents had to move to other units to participate in events, limiting 
opportunities for involvement. Staff did not have time to engage in activities with 
residents and consequently only one activity session was observed to take place.  
 
Throughout the inspection it was observed a number of residents had no stimulation 
or had not been engaged in any form of activity. Many of the residents with 
dementia were unable to participate in the group activities and did not have 
opportunity for meaningful engagement. There was no emphasis on reminiscence 
and helping people recall familiar sights and activities and there was a lack of 
personal information recorded that could be used in care plans to guide the 
interventions of staff or used to plan activities. A notice advising of a weekly reading 
and writing session each Wednesday afternoon was prominently displayed on all 
corridors, yet this did not take place. This lack of meaningful activities resulted in 
residents sitting around for long periods without any form of stimulation. Many 
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residents spent the majority of their time sitting by their bed. Television provided the 
primary source of entertainment. 
 
Daily routines did not promote residents’ autonomy and independence. Residents 
told inspectors they liked the food and there was a choice at each meal time for 
residents with a regular diet. Inspectors were told that information on residents with 
special dietary needs was provided to the catering staff by the nurses. A diet list was 
also provided to the care assistants. A nutrition group was being established with a 
link nurse from each unit. The dietician told inspectors that she had reviewed the 
menus with the catering manager and that improvements to the diet were under 
discussion.  However, residents on a modified consistency diet did not have a choice 
for their main meal. There was significant numbers of residents served Liga biscuits 
at tea time. This is a food normally served to young children. This was an infantilizing 
food option for vulnerable older people and does not have an appropriate nutritional 
value.  
 
Meals were not a social occasion and they were not viewed as an opportunity to 
communicate, engage and interact with residents. Work activity on each unit 
remained at a high level during mealtimes for example cleaning. Very few residents 
used the dining rooms and the majority of residents ate all their meals by their 
bedside. Some residents had to wait for a prolonged period to be assisted.  
 
Minor issues to be addressed  
  
Staff had a good knowledge of residents past life. However, there were no life 
histories completed with residents. There was no detailed information on the 
residents’ present and past interests, hobbies and pastimes to influence the activity 
program. Completion of these documents would enhance the person centred 
approach to activities and ensure that residents’ personal interests were linked into 
the programme of activities. 
 
While each resident had been provided with their own bedside locker there was no 
lockable drawer to allow them secure personal items ensuring their privacy.  
 
The terminology used to describe bed rails in the care plans did not reflect adulthood 
as the reference related to “cot sides”. 
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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 
 
The inspectors examined care records, medication management systems, clinical 
policies and procedures and observed the delivery of care practice over the three 
days of the inspection to assess this standard. They talked to nurses, clinical nurse 
managers, multidisciplinary professionals such as occupational therapists, the speech 
and language therapist, social worker and dietician. The also received feedback from 
residents and relatives and the information from these sources was used to assess 
how the service addressed the healthcare needs of residents.  
 
The inspectors found that the service provides care to residents with a wide range of 
care needs and that dependency level of residents throughout the centre was 
significantly high. Of the 142 residents accommodated, 90 had been assessed as 
having maximum care needs and 28 were considered highly dependent. The majority 
of residents were in advanced old age with almost 41% of the resident group aged 
over 85 and 22% of the group aged over 80 years. There were 14 residents under 
65 years of age and two of these were under 50 years old. The inspectors noted the 
high level of activity for the year 2010. There had been 982 admission and discharge 
episodes and of this 423 admission and discharge episodes were for respite care.  
 
There was a good multidisciplinary network in place with input from the allied health 
professionals a regular feature of care practice. Occupational therapists were 
observed to have a daily presence on the units and were actively involved in 
undertaking assessments for specialist equipment. In the Cairde unit, the inspector 
was told by the clinical nurse manager that the pressure relief seating for residents 
was being reviewed by the nurses and occupational therapists as a priority to ensure 
that the most appropriate pressure relief was in use. She also said that specialist 
chairs were used for safe support and pressure relief and not for restraint.  
  
The dietician had designated one day per week to the centre and had a dedicated 4 
hour period for the continuing care units. The speech and language therapist 
confirmed that there was good teamwork among the professional groups. She said 
that swallowing assessments and the provision of diet in an appropriate format was 
the priority for her service. The social worker also had an active role in the centre 
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and assisted with assessments particularly for respite care clients and also 
contributed to decisions regarding long term care.     
 
There was evidence that efforts had been made since the last inspection to improve 
documentation and to ensure that assessments and care plans were reviewed 
regularly.  Evidence based practice tools were in use to assess aspects of care and 
included among others nutrition, moving and handling, overall dependency levels 
and continence management.  
 
There was good identification of behaviour that challenges and steps that staff 
should take to minimise the impact or manage the behaviour. There was also some 
evidence of relatives being involved in the formation of care plans and some had 
signed to confirm that they had been consulted about the plan. A resident during 
conversation with the inspector said that she was consulted about her care needs 
and could pursue her interests as she wished. She was able to visit family, have 
visitors when she choose and described how staff had helped her attain her 
independence. 
 
Significant improvements required  
 
The inspectors found that the service provided care to residents with a wide range of 
complex needs. There was a lack of control reported by staff on units over 
admissions and the constant commitment to regular respite care meant that staff 
were dealing with a high level of activity and were compromised in their ability to 
provide a quality residential care service due to the fluctuating numbers of staff. The 
inspectors observed that staff were busy in all units each day attending to the 
physical care needs of residents and had no time to devote to social care 
interventions apart from when they were involved in delivering care. This is 
illustrated by the deficits found in the following areas:  
 
Medical Care: 
 
There was no evidence of regular review by the GP in the sample of case files 
reviewed. There was no system in place to ensure that the contracted hours 
provided by the medical officer were commensurate with meeting the complex 
medical needs of the residents. 
 
Care Plans: 
 
The format and layout of care plans made it difficult to decipher information.  
Specialist assessments were filed in one plastic sleeve so were not readily accessible. 
Some assessments were not signed or dated and some reassessments were not 
signed or dated making it difficult to track progress. Reviews of all documentation 
were not completed at the required three month intervals. In one example the 
Braden scale used to identify tissue viability risk had been reviewed in July 2009, 
January 2010 and then not until November 2010. While reviews of care plans and 
evidence based assessment tools were undertaken it was not evident in some cases 
what exactly was reviewed as the previous assessment was just dated and signed as 
reviewed in many of the sample case files examined.  
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Nurses had a comprehensive knowledge of residents’ care needs and the 
interventions they provided and could describe care practice in good detail. However, 
the inspectors found that the daily notes did not reflect the assessment 
documentation and did not reflect the care interventions as outlined in care plans. 
For example, in one care plan extensively reviewed the daily notes were narrative in 
style describing the actions that staff had taken during the day or night but they did 
not reflect the detailed actions outlined in the care plan for the management of 
personal care, bowel management or identified hazards such as falls and choking 
risks. The inspectors formed the opinion that the layout of care plans and the 
difficulty accessing information critical for care interventions could present a risk. 
 
There were residents who due to physical infirmity were unable to get up daily or 
only for a very limited period of time in each day. While referrals had been made to 
the physiotherapist and occupational therapy, there was no rehabilitative plan to 
support their care in their case files.  
 
Nutrition:  
 
While a group had recently been set up to address the deficits in this area, inspectors 
observed that residents did not receive appropriate assistance with eating and 
drinking. There was a lack of savoury food for the evening shift. The times of meals 
required review as evening tea was served at 4.30 -4.40pm and breakfast was at 
8.30am to 9am.This meant there was a significant gap and residents may not be 
receiving optimum calorie intake. There was inconsistent monitoring of weights and 
limited evidence of resident/ family teaching for those with diabetes, on warfarin 
therapy or on specialised diets. 
 
Wound care: 
 
There were some good examples of care plans for wound care however the system 
for managing wound care problems was found to be inconsistent. Contemporary 
evidence based wound care management was not in place across each of the units. 
A wound care problem identified for attention in the action plan of the inspection 
conducted in May 2010 was found to have been comprehensively addressed and was 
now almost healed. The inspector was shown the care plan which described the 
interventions and dressings that had supported this outcome. There were also clear 
photographs that chronicled the change in the wound. Pressure relief equipment was 
clearly identified and in use. This standard of care planning was not in evidence for 
all of the 6 wound care problems the inspectors examined. There was in consistent 
recording of wound management. There were photographs and wound measurement 
charts in some files but other files contained photos and no measurement charts. 
Where measurement charts were in use they were not always fully complete. The 
inspectors found that the superficial areas of wounds were recorded but not the 
depth of the wound. The stage of wounds was not recorded as required by good 
practice guidance.  There were also significant gaps in the records. In one instance 
where a resident had a grade 4 ulcer, this is described as extensive destruction, 
tissue necrosis or damage to muscle, bone or supporting structures with or without 
full thickness skin loss. There was no record on the wound chart from 16 December 
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2010 to 27 December 2010. The detail describing the nursing interventions was also 
inconsistent. This wound deteriorated between 27 December 2010 and 20 January 
2011 when it was reviewed by the specialist nurse. However, there was no 
information describing this deterioration or why it may have occurred. In another file 
reviewed the resident had a stage 1 ulcer which is described as non blanching 
erythema of intact skin .The resident had refused her tea. There was no 
repositioning schedule and there was no monitoring of intake and output or 
reassessment to prevent further breakdown. 
 
The provider and person in charge had agreed an action plan in the management of 
wounds with the Authority in August 2010. One of the agreed actions was that a 
nurse undertaking the diploma in tissue viability would be released one day a week 
to up skill nurses in all units however, this action was not implemented consistently 
in February 2011. 
 
There was insufficient equipment available to care for residents with assessed high 
dependencies requirements for example high support mattresses, profile beds 
suction machines. There was one automated external defibrillator located beside the 
rehabilitation unit which was a distance from the long stay units. Units were also 
required to borrow a chair scales to weigh residents from the rehabilitation ward. 
 
Dementia care: 
 
The needs of people with dementia were not described in care records and taking 
into account that on some units nursing staff reported that up to 70% of residents 
had confusion or memory problems there was a failure to provide care based on 
current good practice models in dementia care.  
 
The inspectors found that there was an absence of specialist interventions to 
promote the well being of persons with dementia. Residents who had significant 
conditions such as dementia or severe cognitive impairment did not have their 
condition or specific interventions included in their care plans. There were some 
assessments of memory impairment such as mini mental state assessments but it 
was not evident how the information from these assessments was used to promote 
well being.  

  
Mental health problems: 

 
There were several residents who had enduring mental health problems and who 
had been admitted because of physical frailty. Their mental health needs were being 
monitored by staff and specialist medication was administered as prescribed. 
However, there was no reference in care plans that indicated how they were being 
supported to maintain their independence and follow life style choices. The limits 
imposed by the physical environment placed restrictions on the care that could be 
provided for some types of behaviours. There were some residents who 
demonstrated behaviours that challenge and intruded on others such as shouting out 
which was disruptive to others in a shared environment. While this was 
acknowledged by staff there was no plan in place to review the appropriateness of 
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the placement. There was a lack of evidence in exploring other placement options 
suitable to the needs of the resident.  
 
Medication: 
 
Medication was securely locked and administered safely with the trolley secure and 
supervised when in use. DDA medication was appropriately secure and checked at 
the end of each shift by two nurses from opposing shifts. This was checked on 
Rosses unit and Hazelwood unit and the register reflected the supply in hand. The 
doctor did not review medication at three monthly intervals as required. There was 
medication crushed when administered but this method was not outlined on the 
administration chart. There was also covert administration of medication as many 
residents received their medication in yoghurt and liga and this was not identified as 
part of the administration process. There were a number of gaps in medication 
records .There was no procedure in place for recording medication errors. 
 
Residents’ medical files were not maintained securely to ensure that information 
pertaining to their health record was not lost. 
 
End of Life Care:  
 
The wishes of residents and their representatives were not documented to inform 
staff on how they wanted care delivered at end of life. The policy to guide staff on 
the management of end of life care did not outline procedures to advice staff how 
residents’ privacy and dignity would be maintained in multiple occupancy bedrooms. 
Residents end of life wishes were not documented in the majority of care plans 
reviewed. There were no procedures in place to verify death in line with An Bord 
Altanais guidelines. 
 
Contemporary evidence-based practice was not in place to manage residents with 
constipation. Although fruit was available to residents, a review of medication 
prescriptions and administration records indicated that a number of residents were 
on more than one medication for constipation. The policy on bowel management was 
in draft form and documented that ‘consent needs to be obtained from either the 
resident/family or the medical officer for the administration of suppositories’. This 
was not evidenced in practice. In addition a number of medication administration 
charts reviewed had laxatives ordered as required but were administered regularly in 
the absence of exploring alternatives such as diet changes or increasing activity. 
 
Admission and discharge for Respite Care: 
 
The system in place for admitting and discharging residents was not robust. 
Inspectors viewed a policy document admissions, transfer and discharge which 
stated that “a patient being admitted for respite must have a doctor’s letter with 
relevant medical history and an up to date list of medications”. A sample number of 
files reviewed found that this did not happen in practice. In one file reviewed the 
resident did not have her prescription with her and as a result received her 
medication twice, once at home prior to admission and repeated on arrival to the 
unit. This resident was discharged prior to a medical review by the GP .Services such 
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as home help were not in place with the result the family were required to monitor 
the resident for the first week after discharge. There was no documented evidence of 
discharge teaching or when the resident would have blood analysis to monitor her 
INR (she was on a blood thinner).  
 
Minor issues to be addressed  
 
There was evidence of institutional practices for example the use of weight books 
and use of diary to record and plan resident showers.  
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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 premises is single storey and was built in 1971. The entire perimeter of the 
building was monitored by closed circuit television (CCTV) surveillance and provided 
with suitable external lighting. There is a reception area located inside the main 
entrance which is staffed by a receptionist from 09:00 hrs until 21:00 hrs. There is a 
coffee dock and shop located in the entrance foyer which is furnished with chairs 
arranged in separate groupings around small occasional tables. This space facilitated 
residents to meet with family members away from the care environment. All 
entrance and exit doors were ramped and support handrails were provided along 
corridors to assist residents move independently.  
 
Accommodation for residents was provided in four units with an average of 35 
residents accommodated on each unit. The minimum number of residents on one 
unit was 30 and the maximum on another was 41. Each unit has a dining room and 
small kitchen to where the food is delivered from the main kitchen at each meal 
time. The kitchens on the units are staffed with two catering assistants, seven days a 
week from 08:00 hrs until 17:45 hrs. Each unit has it own sitting room and on two 
units there were two sitting rooms. The sitting rooms were pleasantly decorated with 
mock fireplaces forming the focal point. Domestic style dressers helped add a sense 
of homeliness. The sitting rooms were brightly painted and clean.  
 
Hand testing indicated the temperature of radiators and the hot water did not pose a 
burn or scald risk to residents. All wash hand basins and showers were fitted with 
thermostatic control valves to prevent the risk of scalds from hot water.  
 
Inspectors found there was a range of assistive equipment such as hoists and 
mobility aids available to meet residents’ needs. There was a service contract in 
place for hoists and air mattresses which covered breakdown and repair. The person 
in charge told the inspector she had access to an on call maintenance department to 
undertake emergency and routine repairs. Other equipment, used by residents 
including wheelchairs and beds were checked and repaired by personnel from the 
maintenance department. 
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A good standard of operational hygiene was noted throughout the building. The 
centre was participating in a national audit on infections “European point prevalence 
survey on healthcare associated infections and antibiotic use in long –term facilities.” 
Cleaning procedures and checklists were in place to guide staff. A weekly audit of 
cleaning was undertaken by senior members of staff. There were sufficient supplies 
of cleaning equipment for different areas of the building. Processes were in place to 
ensure that clinical waste such as dressings and used syringes and needles were 
disposed of safely. Separate clinical waste bins were in place and were kept locked. 
Disinfecting hand gel was widely available for use in all areas and staff were 
observed using hand gels throughout the day. A cleaner demonstrated to the 
inspector how she cleans bedrooms and bathrooms. Safe procedures were observed. 
Separate colour-coded equipment was used to minimise the risk of spread of 
infection.    
 
New staff facilities had been provided for care staff including showers, toilets and 
changing rooms provided with lockers. Separate staff toilets were provided for 
catering and care staff in accordance with best practice for infection prevention. 
 
Smoke detectors were located in all bedrooms and general purpose areas. 
Emergency lighting was provided throughout the building. An inspector viewed 
contracts of the servicing of fire alarms, smoke and heat detectors. These were 
serviced by a professional routinely. Fire extinguishers were serviced annually. Fire 
evacuation sheets were fitted to the beds of all residents. 
 
Some improvements required  
 
Visitors primarily met with residents in the communal sitting rooms and bedroom 
areas. Access to a private space was available for those who wished to see relatives' 
and friends privately in two units.The rooms however, were functional in purpose 
and not accessible by some wheelchair users. An oxygen supply cylinder and a 
broken chair were stored in one visitor’s room. Residents on the two other units did 
not have access to a private space separate from their own bedroom. 
 
There was a policy in place to prevent contamination from Legionella bacteria. There 
was a procedure to ensure the hot water system was flushed to reduce the risk of 
Legionella from showers. The inspector viewed records of the flushing of water by 
cleaning staff on a regular basis. However, the temperature of the hot water was 
maintained in the region of 57°C to 59°C, below the minimum recommended 
temperature of 60°C. There was no evidence of routine sampling to ensure the water 
was free of Legionella contamination. 
 
Separate cleaning room facilities were provided. Sluice rooms were equipped with 
bedpan washers and sinks. However, there was no hand washing facilities provided 
for cleaning and care assistant staff while working in the sluice rooms in each unit to 
minimise the risk of cross infection. This action was requested on the previous 
inspection. Wooden painted surfaces in bathrooms were unhygienic and mechanical 
ventilation in some bathrooms and smoking rooms was very poor. The walls of one 
smoking room were heavily stained. 
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Significant improvements required  
 
The physical environment did not comply with the regulations and standards. The 
provider has submitted a four year plan for the centre to comply with the Authority’s 
standards on the physical environment. However, this was not adequate or timely to 
protect residents from existing risks and not sufficient to meet residents individual 
and collective needs. The residents’ personal and communal space was not designed 
and laid out in a manner to ensure their safety, encourage and aid their 
independence and assure their comfort and privacy.  The majority of residents were 
accommodated in multi occupancy rooms with beds laid out in ward style, of five and 
six beds in each room. There were only nine single rooms available, which were used 
primarily for end of life care and in event of resident acquiring an infection. Residents 
did not have space to store all their personal belongings in their shared room. While 
each resident had an individual wardrobe it was not suitable in size to accommodate 
all their clothing. A separate room was provided in each unit to store residents 
clothing communally.  
 
There was one wash hand basin provided in each multi occupancy bedroom. 
However, this was not a sufficient number to meet the needs of residents as required 
by the standards. In many cases the wash hand basins were inaccessible to residents 
due to beds located in close proximity or in front of the wash hand basin limiting 
choice in personal care.  
 
There was a significant lack of suitable storage space throughout the centre. 
Equipment and assistive devices were not stored discreetly and posed a safety and 
infection hazard to residents. Assistive equipment including hoists, wheelchairs and 
specialist custom chairs were stored in dining rooms, sitting rooms and in shower 
areas.  Space in communal areas was inaccessible to residents as it was utilised to 
store equipment. Space in sitting areas was confined and it was at times difficult for 
staff to negotiate sufficient comfortable space for residents in wheelchairs, with 
walking aids or even those walking independently.  
 
The physical environment posed challenges in ensuring residents privacy and dignity. 
There was no treatment room available for clinical examinations and the delivery of 
intimate care. Privacy locks were not fitted to bathrooms. 
 
Toilets were provided with grab support rails and showers were level with the floor 
finish. However, there were an insufficient number of toilets and bathing facilities to 
meet the individual needs of the residents as required by the Authority’s standards. 
On three units there was insufficient number of bathing facilities to meet the needs 
of the maximum number of residents that may be accommodated. On two of the 
units there were an insufficient number of toilets to cater for residents needs. Many 
toilets were not easily accessible including toilets designated as wheelchair friendly.  
Toilets were not accessible by residents using specialist custom chairs. The doorway 
to bathing facilities and toilets were not of sufficient width to accommodate those 
requiring the use of a hoist. This resulted in residents having to be hoisted 
repeatedly, posing a safety hazard and skin integrity risk. Furthermore, this 
compromised the dignity of residents.  
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A call bell system was not in place by each residents bedside to allow them summon 
assistance. The building had an expansive layout and many residents’ beds were 
located some distance from the nurse’s station making it difficult, especially at night 
time when staffing levels are at a minimum, to summon assistance. The inspector 
observed residents immediately ask staff for assistance when they entered 
bedrooms. 
 
While the structure of the building was well maintained, some windows were 
draughty and allowed water to enter. A number of questionnaires completed and 
submitted to the Authority indicated concerns with the functioning of windows.  
 
Minor issues to be addressed  
 
There was no seating at regular intervals to enable residents to rest during walks. 
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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 
 
Questionnaires completed by relatives and family spoken with told inspectors that 
they were informed by staff about the wellbeing of their family members, and were 
notified immediately of any change in health. Relatives confirmed they could 
approach the nurse or the person in charge with questions or concerns at any time. 
Staff continuously acknowledged and spoke with residents as they moved around the 
unit and engaged residents in conversation. 
 
Staff wore name badges. Each staff grade wore a different coloured uniform. 
Residents were aware of each staff member’s role. Residents were able to tell the 
inspectors who they would talk to if they had a complaint or a concern and were 
available to identify the clinical nurse manager in charge the unit. 
 
There were notice boards on entry to each unit. The notice boards contained 
information leaflets relating to fair deal, elder abuse, the complaints procedure, ‘your 
service your say’ and outlined the day, date and activity for the day. The daily menu 
was displayed in the dining rooms. National newspapers were delivered daily and the 
local regional newspapers were delivered each week. 
  
Daily staff handover meetings which informed the incoming staff group of the health 
and wellbeing of the residents took place at every change of shift, which an inspector 
attended. 
 
Some improvements required  
  
Residents were not actively facilitated to contribute their ideas to the running of the 
centre. Feedback was not proactively sought from residents and relatives on a 
regular basis on the service provided. Residents meetings were not held frequently. 
The most recent residents’ committee meeting was in December 2010 and there was 
a poor attendance with only seven residents present.  A consumer questionnaire was 
issued to residents and relatives. While the number returned was small other options 
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had not been explored to obtain views on the service provided to inform future 
planning. 
 
A residents’ guide was available which contained valuable information to assist 
prospective residents to make a decision regarding choosing a placement. However, 
the guide did not contain all the details required by the regulations. A summary of 
the complaints procedure and the contact details of the Chief Inspector were not 
included. The most recent inspection report and the terms and conditions in respect 
of the accommodation were not included in the residents guide. 
 
The organisational governance did not provide support for a robust, transparent 
process of communicating. The structure for communication between the provider 
and person in charge was weak. There was no evidence of routine meetings with 
minutes recorded. There was evidence of meetings between the person in charge, 
clinical nurse mangers and managers from other support services. However, 
meetings were not structured to occur on a routine basis for all grades of staff. The 
clinical nurse managers did not have meetings frequently with their staff to 
communicate information from the person in charge. Staff did not have a forum to 
raise issues and discuss procedures. Where information was communicated at unit 
level the meetings were not formalised and minutes were not available.  
A number of residents with severe physical disability did not have any means of 
communicating. There was no exploration of assistive technology devices to enable 
them to live more independently. For example, computer assisted communication 
devices or the use of remotely controlled technology.     
 
Significant improvements required  
 
The speech and language therapist had undertaken some preliminary work on 
improving methods of communication. The introduction of “talking mats” and 
memory books on each unit was a new initiative that was being introduced. She 
hoped to train volunteers to introduce these initiatives.It is acknowledged that some 
staff have had training in dementia care and that there were plans underway to 
introduce talking mats to aid communication however, this initiative had not 
commenced. The inspectors were concerned to find that this initiative was due to be 
introduced by volunteers who were likely to have a periodic presence in the centre 
and that there were no plans for nursing or care staff who were present on a 24 
hour basis to be part of this intervention.   
 
There was a comprehensive set of operating policies available including all the 
policies required by Schedule 5 of the regulations. There were several other 
additional policies in place covering clinical practices.  However, some policies 
required review. A risk management policy was in place. However, it did not take 
account of the precautions to control all the specified risks identified in the 
regulations, such as assault and procedures for investigation and learning from 
serious or untoward incidents. The policy on aggression and violence did not outline 
clear procedures to guide and inform staff. The falls prevention and bowel 
management in care of the older person policy was in draft format. Not all staff were 
fully aware of the policies relevant to their role. Staff had not been allocated 
protected time to familiarize themselves with relevant policies to guide their actions 
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and interventions. Staff had not signed to indicate they had read and understood the 
procedures to guide their practice. 
 
The communication process from day shift to night supervisor was not robust. A 
report called the “evening report” was put in a letter box of the night sisters office 
before 20.40 hrs by unit staff. It did not give a good picture of clinical or staffing 
issues to inform the decision making process for the night supervisor. There was no 
report completed by the assistant directors of nursing. One of the jobs for the night 
supervisor was to fax reports of deaths in the centre to the coroner. This process did 
not provide for timely reporting and consultation with the coroner. 
 
Minor issues to be addressed  
 
A significant majority of the resident group had problems associated with dementia 
or cognitive impairment. The inspectors noted there was poor signage to guide 
people around the building. The signage overall needed improvement including the 
use of pictorial diagrams, to provide effective and meaningful prompts, to help 
residents find their way to communal areas, bedrooms and remind them of where 
they were.  
 
The residents did not have access to independent advocate/advocacy service to 
assist then when making decisions relating to consent to treatment or care.  
There were no faxes, photocopier or computers on units which resulted in staff 
having to leave their work area. 
 
.
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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 
 
Staff were highly valued and praised for their dedication and commitment by 
residents and visitors. Several relatives said they had peace of mind knowing that 
their relatives were well cared for and “in good hands”. 

 
The inspectors found staff very well informed about the residents in their care. They 
had extensive knowledge about their personal likes and dislikes and the pattern of 
their days. They knew family members well and knew residents that did not have 
external support of friends or family. 
 
While staff were not directly recruited by the person in charge, a clear and 
transparent recruitment policy was available outlining the recruitment practices to 
employ staff. Job descriptions outlining the reporting relationships, the purpose of 
the post and the principal duties and responsibilities were available for staff. 
 
The person in charge maintained a record of An Bord Altranais PINs (professional 
identification numbers) for all registered nurses. This was reviewed by the inspector 
and was seen to be up to date. Twenty three care assistants had completed Further 
Education and Training Awards Council (FETAC) level five training or equivalent. 
 
Some improvements required  
 
There was a nurse manger rostered on duty for outside core hours. However, there 
was no formal nursing on call arrangement in place for out outside core hours. There 
was no senior person nominated on the duty roster to contact in the event of an 
emergency situation. 
 
Significant improvements required  
 
The inspector viewed the staff duty rota for a three week period. The rota showed 
the staff complement on duty over each 24 hour period. The staffing level and skill 
mix did not take into account fully the ability to manage unforeseen circumstances 
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and to meet the individual needs of residents. Many residents have a range of 
complex health care issues and the majority have more than one medical condition. 
While there was an evidence based tool (the Barthel dependency scale) in use to 
determine the dependency, this was not used to inform how staff were deployed 
during the working day and night.  Sixty three percent of the residents were rated as 
maximum dependency and 20% as highly dependent. 

 
The deployment of nursing staff required review. The inspector was not satisfied that 
sufficient nurses were available to meet the care needs of all the residents in the 
evening. There was an inequitable distribution of nurses across the working day and 
low staffing levels were noted from 17:00 hrs onwards in all four units. On average, 
there was there was five to six nurses on each unit in the morning time and between 
four and five in the afternoon. In the evening they was a decrease to two nurses on 
duty after 17:00hrs until 08:30hrs the following morning on all four units. 
Additionally, a higher average of nursing management staff was rostered over the 
weekend period than during the week, Monday to Friday when the units are most 
busy with other health care professionals involved in residents care.  
 
While some efforts had been made to recruit additional care assistants there 
was not sufficient number of whole time equivalents employed to meet the needs of 
residents during the day, at night time and to provide cover for staff absence due to 
sick leave and holidays. Two carers are rostered to each unit during the day and one 
carer on each unit during the night. Each unit had on average between 35 and 40 
residents and predominantly the majority of the residents required a high level of 
care and assistance. A care assistant rostered for duty each day was assigned to 
making beds for all four units from 09:00 to14:30 hrs, further depleting the care 
assistant resources. The inspector understood that was a common practice which 
occurred on a regular basis and was confirmed in conversation with staff members. 

 
There were permanent vacancies that had not been filled due to the Heath Service 
Executive embargo on staff recruitment. Shortfalls were covered by part-time staff 
working extra hours and by staff working additional hours. However, there were still 
many work shifts uncovered. The clinical nurse managers were included as part of 
the qualified nurse allocation which means that they have very little time to devote 
to supervision of staff, general management duties or risk assessments. 

 
Overall, the inspector formed the view that staffing levels and the roles of care staff 
required immediate review in line with the dependency needs of residents to ensure 
appropriate levels of supervision and care for residents.  
 
All of the documentation required by the regulation to be held in respect of persons 
employed was not available in staff files reviewed. For example, evidence that Garda 
vetting was being processed was not available in all files, only one file had the 
appropriate clearance returned. None of the sample of files examined had 3 written 
references for each employee and evidence of qualifications was not available in all 
files. The staff files required reorganisation so the information so the information 
required by the regulations is readily accessible. 
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Mandatory training required by the regulations in safe moving and handling of 
residents and fire safety had not been undertaken routinely by staff. Of the total 
complement of 175 staff between the four units, only 37 had been trained in fire 
safety in the past 12 months. Where staff had been trained, the practical and 
theoretical training was not reinforced by routine fire drill practices.  A number of 
staff spoken with were unaware of the location of the fire panel. Ninety one staff 
were identified as requiring training in the safe moving and handling of residents. 
Inspectors observed hoists being used inappropriately. Fifteen staff had not been 
trained in adult protection.  
 
A range of modular training was undertaken by accredited trainers and the inspector 
reviewed the certificates or evidence of attendance issued by the trainers. This 
included cardio pulmonary resuscitation techniques, end of life care, dementia care, 
wound care, safe hand washing procedures, risk assessment and food safety 
training.  The inspector viewed evidence of future training planned in dementia care. 
However, there was not an adequate level of staff trained in this area to meet the 
needs of the current resident profile presently. 
 
Not all training delivered was being implemented in practice. There was no review or 
analysis of the effectiveness of the training delivered to staff. There was no 
competency assessment completed to evaluate that training was being implemented 
in practice. While the majority of staff had been trained in risk assessment, the falls 
risk assessments completed did not have appropriate, meaningful controls to address 
the risks identified. While wound care training had been undertaken there were 
situations where residents did not have positioning charts. In addition all aspects of 
evidence based wound management were not followed for example wound 
measuring and photographing to monitor progress was not done. 
 
Minor issues to be addressed  

A training matrix had been developed by the person in charge which was viewed by 
the inspector. However, there was no system in place to provide a mechanism for 
staff to receive feedback on their performance or to identify their strengths, to 
ensure continuous professional development. 

There was limited secretarial support for units as results resident files were poorly 
maintained. On one of the units files of deceased residents remained unsecure for 
greater than 6 months. 

Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider, 
person in charge, general manager and assistant director of nursing 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: St John’s Community Hospital 
 

Centre ID: 0660 
 

Date of inspection: 5, 6 and 7 April 2011 
 

Date of response: 27 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: 
The provider was failing to meet and deliver the aims and objectives outlined in the 
statement of purpose. There was a deficit in clinical guidance to ensure resident focused 
outcomes. The provider did not keep the statement of purpose under review. 
 
Action required:  
Put in place an appropriate structures and systems to ensure the centre meets the 
stated purpose, aims and objectives of the residential care setting as set out in the 
statement of purpose. 
 
Action required:  
Keep the statement of purpose under review. 
 
 
 
 

                                                 
* 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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Reference:   
Health Act, 2007 

                   Regulation 5: Statement of Purpose 
                   Standard 29: Management Systems 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 

1. The statement of purpose will be fully reviewed  within the 
hospital to ensure that the stated aims and objectives are 
delivered for all residents, families, carers, and staff with St 
John’s Hospital. The full review will ensure that there is 
sufficient clinical guidance to ensure that outcomes are 
achieved for each individual resident within the hospital. A 
“values clarification” exercise will be introduced to assist all 
staff members in reaching the stated goals and objectives of 
the hospital in meeting the needs of the residents. 

 

2. All staff, working groups and committees will be made aware 
of the governance structure within the hospital through an 
improved communication process which will be based on a 
weekly communication forum. All staff will be educated as to 
their role in the delivery of a person centred approach 
thereby ensuring that all residents reach their maximum 
potential, accompanied by a good quality of life.  

 

3. In addition an accountability framework including an 
organisational chart will be documented with clear roles and 
responsibilities for the implementation of the aims and 
objectives of the statement of purpose. 

 

4. The statement of purpose will be reviewed on a quarterly 
basis to ensure its stated aims and objectives are relevant 
and being operationalised. Review report will be submitted to 
the Quality and Safety Governance Group Older Persons 
Services HSE West Sligo/Leitrim West Cavan. 

 

 
 
Completed by end 
July 2011 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
30 June 2011 and 
quarterly 
thereafter 
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2. The person in charge  has failed to comply with a regulatory requirement in 
the following respect: 
 
The staffing level, skill mix and deployment of nursing and care staff required review in 
line with the dependency level of residents to ensure appropriate supervision and care.  
There was no senior person nominated on the duty roster to contact in the event of an 
emergency situation. 
 
Residents did not receive sufficient care to meet their assessed needs. 
 
Management hours were over 7 days, with gaps during the week when most of the 
business of the centre occurred. 
 
There was insufficient time allotted for Clinical Nurse Managers (CNM) to discharge their 
governance and management responsibilities. 
 
Action required:  
Ensure that the number, skill mix and deployment of staff is appropriate to the assessed 
needs of residents, to manage unforeseen circumstances and the size and layout of the 
designated centre. 
 
Action required : 
Put systems in place to enable CNMs to be sufficiently involved in the governance and 
operation of their units. 
 
Action required: 
Nominate a person on the duty roster to contact in the event of an emergency situation 
outside core hours. 
 
Reference:   

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

Timescale: 
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Provider’s response: 
 
Action 1: 

1.  Form Bs have been submitted to the regional director of 
operations (RDO) HSE West for 6 additional health care 
assistants, and support staff. To date we have received a 
verbal indication that we have permission to fill two 
additional health care assistant positions (June 2011). 
Application will be made to the national recruitment office to 
fill these two posts. We continue to try and improve the skill 
mix within the hospital, however this is governed by the 
public service moratorium and hence the ability of local 
management to provide additional health care assistants can 
be limited. 

2. The dependency levels are currently and will continue to be 
reviewed on a daily basis by director of nursing / nursing 
administration and skill mix is reviewed accordingly. Staff are 
re-deployed as per identified need to ensure a high quality 
care is delivered to all our residents. 

3. Roster arrangements will be reviewed taking into account the 
deployment of staff over the entire day taking into account 
the dependency and care needs of residents and levels of 
supervision 

4. Work processes will be reviewed and re-organised as part of 
a change management process to ensure person-centred 
high quality and safe care. This will be an ongoing process 
with an expected change to happen when the ward numbers 
are reduced and also in accordance with the specialisation of 
each individual ward and the required needs of each 
individual resident. The completion of the multidisciplinary 
team (MDT) review on each resident will provide the required 
information to assist with this process.  
 
Review report will be submitted  to the Quality and Safety 
Governance Group Older Persons Services HSE West 
Sligo/Leitrim West Cavan 

 
Action 2: 

1. An accountability framework for the governance and 
management of wards / units will be prepared and each CNM 
will be responsible to ensure this framework is implemented 
and adhered to in respect of their area of responsibility 

2. CNM will be involved in working groups in respect of quality 
improvement and practice development initiatives in the 
hospital. (see note Practice Development in providers 

 
 
 
 
Form Bs 
submitted to the 
RDO on 12 May 
2011. 
 
 
 
 
 
 
 
Dependency 
levels review-daily
 
 
 
 
 
 
 
 
Work process 
review to 
commence 
September 2011 
 
 
 
 
 
 
December 2011 
and quarterly 
thereafter 
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comment ) 

3. Weekly meetings will be scheduled involving director of 
nursing and CNMs to provide support and direction. 

4. Monthly meetings will be organised by CNM at ward levels 
involving all staff. 

 
Action 3: 
A person will be named on the duty roster whom can be contacted 
in the event of an emergency situation outside core hours. 
 

 
 
 
 
31 August 2011 
 
 
 
20 May 2011 
 

 
 
3. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The residents’ personal and communal space was not designed and laid out in a manner 
to ensure their safety, encourage and aid their independence and assure their comfort 
and privacy.  
 
A call bell system was not in place by each resident’s bedside to allow them summon 
assistance. 
 
Residents did not have space to store all their personal belongings in their shared room. 
There was no treatment room available for clinical examinations and the delivery of 
intimate care. 
 
Some windows were draughty and allowed water to enter. 
 
Action required:  
Review the maximum number of residents that can be accommodated to ensure the 
accommodation can suitably meet the individual needs of residents.  
 
Action required:  
Provide a call facility by residents’ beds to allow residents summon assistance. 
 
Action required: 
 
Review the accommodation available to facilitate the services of allied health 
professionals.  
 
Action required:  
Provide sufficient space for residents to store their personal belongings in secure space 
easily accessible to them. 
 
Action required:  
Ensure all windows are maintained in a good state of repair. 
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Reference:   
Health Act, 2007 

                   Regulation 19: Premises  
                   Standard 25: Physical Environment 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Action 1: 
A strategic plan for St Johns Hospital is currently under 
development to ensure compliance with the Health Act (Statutory 
Instrument No 236 of 2009). The plan will review the maximum 
number of residents that can be accommodated within the hospital 
in order to ensure that the individual needs of each resident is met, 
providing privacy, communal space, toilet facilities, treatment 
rooms, cleaning rooms, sluice rooms, office with safe file storage 
facilities.  
 
The maximum number of residents in each ward room will be three.  
In addition the plan allows for the creation of 3 / 4 individual single 
bedrooms on each ward which would allow for extra privacy for our 
residents at time of need.  
 
To facilitate this change within the hospital, the following will be 
introduced. 
 
Initial bed reduction within St John’s in 2011 will be 30 beds. This is 
fully dependent on ministerial order as all bed closures within the 
public system must have permission from the Minister of Health 
before any closures occur. Application to close 30 beds has been 
forwarded to the RDO who in turn will forward to the Department of 
Health and Children. 
  
The initial 30 bed reduction will include Cairde ward being totally 
refurbished (finished December 2011) and following refurbishment 
specialising in the treatment of the young residents. The remaining 
bed reduction (15) will occur in the remaining three wards with the 
reduction in beds based on the principle of providing as much 
privacy and dignity for the residents as is possible from this initial 
reduction. Further specialisation will also be introduced which will be 
finalised following the complete MDT review of all residents with the 
hospital.  
 
Bed refurbishment can be viewed on the accompanying tech 
services plans. 
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Phase One:  
Pending ministerial permission to reduce beds within the hospital, 
reorganisation of Curam, Rosses and Hazelwood wards will 
commence in order to accept both male and female residents, 
taking into account the privacy and dignity for all residents 
especially with regard to toilet facilities and vulnerable residents.  
 
Cairde Unit will have to be closed during refurbishment for 
approximately 3 months. Following the completion of this project, 
phase two will be introduced. 
 
Phase Two (2012):   
All remaining wards will move towards specialisation and gender 
mix which due to the complexity involved will need to take place 
over a number of months. Provisional plans for ward specialisation 
would include: 
short term admission (respite, convalescence, assessment); 
high dependent residents; 
mobile confused ward. 
 
This phase will also result in a second ward total refurbishment 
accompanied by a further 17 bed reduction in order to comply with 
standards. The ward due to be refurbished will be closed during 
refurbishment. 
 
Phase Three (2013):  
Will include a third ward refurbishment and a further 17 bed 
reduction. The ward due to be refurbished will be closed during 
refurbishment. 
 
Phase  Four (2014):  
Fourth ward refurbishment and a further16 bed reduction. The ward 
due to be refurbished will be closed during refurbishment. 
 
Please note: All phases are budget dependent and will also require 
further ministerial permission to reduce beds. 
 
Technical drawings currently being prepared. 
 
Summary: 
All wards will be mixed wards catering for both male and female 
residents. Activity programmes will be designed to cater for the 
needs of the individual residents and ensuring that all residents 
achieve their potential and enjoy their quality of life whilst a 
resident within St John’s. 
 
Staffing levels of nursing, health care assistants, housekeeping, 
catering will be adjusted according to the requirements / 
dependency of the residents in each ward.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Ongoing 
 
 
Ongoing from 
December 2011 
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Due to financial restrictions, it is only possible to refurbish one ward 
per year. By allocating a large proportion of our minor capital 
allocation, it is planned to have one ward completed as per attached 
plan before year end. 
 
Further bed closures will occur in 2012 pending further ministerial 
order. 
 
Initial plans have been drawn for one ward which are attached. As 
is clear from the plan, all residents will have the required amount of 
space 
 
It must also be noted, that although closures and ward 
specialisation are documented above, the final changes in the 
hospital can only be achieved following a full multi disciplinary 
review and therefore the specialisations are indicative only at this 
stage. AUTHORITY inspectors will be kept fully informed of changes 
within the hospital. 
 
Action 2: 
The provision of call bell facility will be introduced dependent on 
budgetary allocation in 2011. Funding has been applied for this 
project. 
  
An interim arrangement of portable individual call bells will be 
introduced for residents who require and can use a call system. 
These will be included within the individual risk assessments 
currently being introduced within the hospital. 
 
Action 3: 
The provision of treatment rooms for clinical examinations and 
intimate care provided by allied health professionals will be included 
with each individual ward refurbishment.  
 
Action 4: 
Storage facilities for our Residents will increase with each ward 
refurbishment, allowing for more privacy and comfort for each 
resident. The proposed bed reduction, pending ministerial 
permission will also allow for more storage facilities for our 
residents. 
 
Action 5: 
Windows will be maintained and kept in good state of repair. 
 

 
 
 
 
 
 
Ongoing from 
December 2011 
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4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
The fire certification did not clearly indicate the qualifications and experience of the 
person citing compliance and when the inspection occurred. 
There was no documented records maintained indicating fire escape routes were 
checked daily to ensure they were unobstructed and fire equipment was in place and 
intact. 
 
A fire exit door on the corridor leading to the staff canteen did not have a key located in 
the case holder.  
 
A door had exit signage however, it was not lit and it was unclear to inspectors whether 
this door was a designated means of escape.  
 
Not all staff were trained in fire safety and evacuation. 
 
Action required:  
Provide written confirmation form a competent person all requirements of the statutory 
fire authority have been complied with including the qualifications of the person 
submitting verification and when the inspection occurred. 
 
Action required:  
Maintain records of inspection of escape routes and checks on equipment to ensure they 
are in place and intact. 
 
Action required:  
Ensure all fire exit doors are clearly designated and readily accessible. 
 
Action required:  
Train all staff in fire safety and evacuation. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Action 1: 
The HSE have procured fire consultants to commence the process of 
Fire Risk Assessments for our premises. The fire consultant is due to 
carry out the risk assessment on 29 June. The fire consultants will 
be accompanied by HSE fire prevention officers to assist with the 
completion of the fire risk assessments. 
 
All works will be signed off by a competent person. 

 
 
 
29 June 2011 
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Action 2: 
 
All fire escape routes will be checked for access and egress at 
change of each shift and this will be documented. Escape routes will 
be checked at each change of shift. 

Fire register will be maintained. Equipment checks will be carried 
out on a monthly basis as per fire register. 

Maintenance supervisor or his nominee will be a member of the 
health and safety group. 

 

Action 3: 

1. Fire safety training is ongoing 

2. Annual mandatory training register will be maintained and 
reviewed regularly 

3. Reports on fire safety training completed will be submitted to 
the Quality and Safety Governance Group Older Persons 
Services HSE West Sligo/Leitrim West Cavan on an annual 
basis. 

 

 
 
 
Current 
 
 
Current 
 
 
Current 
 
 
 
 
 
 
 
 
Ongoing 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
There was an insufficient number of toilets and bathing facilities to meet the individual 
needs of the residents. 
 
The doorway to bathing facilities and toilets were not of sufficient width to 
accommodate those requiring the use of a hoist or specialist custom chairs. 
 
There was an insufficient number of wash hand basin provided in shared bedrooms to 
meet the needs of residents. Many existing basins were inaccessible to residents. 
 
There was lack of suitable storage space throughout the centre. 
 
Action required:  
Provide a sufficient number of toilets and bathing facilities to meet the individual needs 
of the residents. 
 
Action required:  
Provide a sufficient number of accessible wash hand basins in shared rooms to meet the 
needs of residents.  
 
Action required:  
Ensure a sufficient number of accessible toilets and bathing facilities for wheelchairs 
user and those requiring use of a hoist.  
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Action required: 
Make arrangements to provide suitable storage space throughout the centre. 
 
Reference:  

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

Timescale: 
 

Provider’s response: 
 
Action 1: 
The provision of sufficient number of toilets and bathing facilities to 
meet the individual needs of residents will be catered for under 
each ward refurbishment. Advice sought from the Authority in 
relation to this particular standard. 
 
Action 2: 
The provision of wash hand basins in shared rooms will commence 
in 2011 and will continue on a rolling basis to ensure that residents 
have access to wash hand basins. 
 
Action 3: 
Accessible toilets and bathing facilities for wheelchairs user and 
those requiring use of a hoist will be provided for in each ward 
refurbishment. Advice sought from the Authority re this standard 
 
Action 4: 
Ward refurbishments will assist with providing additional storage 
space throughout the centre. 

 
 
         
Ongoing from  
December 2011   
 
 
 
 
Ongoing from 
December 2011 
 
 
 
Ongoing from 
December 2011   
 
 
 
Ongoing from 
December 2011    
 

 
6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
Residents on the two units did not have access to a private space separate from their 
own bedroom. 
 
There was no hand washing facilities provided in the sluice rooms in each unit. 
 
Mechanical ventilation in some bathrooms and smoking rooms was very poor. 
 
The walls of one smoking room were heavily stained and wooden painted surfaces in 
some bathrooms were unhygienic. 
 
Hot water was not stored according to best practice to reduce the risk of Legionalla 
contamination. 
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Action required:  
Provide hand washing facilities in sluice rooms. 
 
Action required:  
Ensure suitable ventilation in all parts of the building. 
 
Action required:  
Ensure all residents have access to a private area which is separate from their bedroom 
area. 
 
Action required:  
Ensure all parts of the centre are kept suitably clean. 
 
Action required:  
Ensure best practice is implemented to reduce risks from Legionella contamination. 
 
Reference:   

Health Act, 2007 
                   Regulation 19:Premises  
                   Regulation 12: Visits 
                   Standard 25:Physical environment  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Action 1: 

Hand washing facilities in sluice rooms will be provided before year 
end  

 
Alcohol gels will be provided in the sluice areas for use by staff 
 
 
Action 2: 
Ventilation systems will be reviewed and corrected if required before 
year end. 
 
Action 3: 
Individual ward refurbishments will ensure that private areas will be 
made available for residents which are separate to their bedroom 
area. The proposed phased bed reduction will also ensure that each 
resident has more individual space thereby improving their privacy 
and dignity. The planned garden room project due to commence in 
2011 will also assist with providing a private area for our residents 
and families. 
 
 

 
 
 
Before December 
2011 
 
 
30 May 2011-
Alcohol Gels. 
 
 
December 2011 
 
 
 
Ongoing from 
December 2011. 
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Action 4: 

1. Cleaning schedules and frequencies are in place 

2. Environmental audits are ongoing and corrective actions 
implemented 

3. The smoking rooms will be painted. 

 

Action : 

1. A risk assessment on Legionella will be undertaken and 
control measures will be identified including checks of water 
temperatures to ensure that the recommended temperature 
of 60˚˚C is maintained. 

2. Routine sampling will be carried out as per National 
Guidelines for the Control of Legionellosis 2009 

 
Ongoing. 
 
 
 
Painted by 30 
September 2011 
 
 
 
Legionella risk 
assessment will 
be completed by 
30 June 2011. 
Temperature 
Checks July 2011. 
 

 
7. The provider and person in charge  has failed to comply with a regulatory 
requirement in the following respect: 
Each resident was not supported to achieve the best possible health. A number of 
residents under 65 may not be appropriately placed and a number who require 
additional supports such as personal assistants were not facilitated to do so. 
 
Action required:  
Conduct a multidisciplinary review of all residents living in the centre to ensure that all 
appropriate health care is facilitated on an individual basis. 
 
Action required:  
Provide dietetic ,physiotherapy service to those residents who require it  
 
Action required:  
Update all care plans following in consultation with the residents’ following   
multidisciplinary review.  
 
Reference:   

Health Act, 2007 
                   Regulation 9: Health Care  
                   Standard 13: Healthcare 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
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Provider’s response: 
 
Action 1: 
A full multi disciplinary review will be completed on all residents 
within the hospital. It is planned that this should commence on all 
younger persons to ensure that they have been afforded every 
opportunity to lead as independent a life as possible for their 
particular condition. Every effort will be made to ensure their quality 
of life is the best possible respecting each individual’s needs and 
abilities. If indicated following full review, that an alternative facility 
would be more appropriate in providing care for a resident, they will 
receive full support from the team within the hospital to transfer to 
this facility. It must also be noted that due to the planned 
specialisation within the hospital, (which may include an area 
specially designated for the care of the younger person), that the 
most suitable place of care is actually within St John’s. A full care 
plan review to be carried out on each resident will also assist with 
the ward specialisation and this will include participation from the 
resident, family and carers. Our aim is to provide appropriate health 
care for all individuals. The person in charge has requested the 
assistance of the physical and sensory care group to assist with this 
process. 
 
Action 2: 
Arising from the multi-disciplinary review of residents, identify who 
require access to dietetic and/or physiotherapy services and make 
referral to these services requesting input. 
 
Action 3: 
Details of the multidisciplinary review will be documented in each 
residents plan of care. 
 

 
 
 
Commence the 
process by 30 
June 2011. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Ongoing following 
full MDT review. 
 
 
 
 

 
 
8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
There was no evidence of regular review by the GP in the sample of case files reviewed. 
 
There was no system in place to ensure that the contracted hours provided by the 
medical officer were commensurate with meeting the complex medical needs of the 
residents. 
 
Action required:  
Ensure each resident receives a high standard of service from his/her GP with whom 
he/she is registered including regular and timely consultations that are responsive to 
each resident’s needs. 
 
Action required:  
Ensure sufficient access to the medical officer to meet the medical needs of residents. 



 

Page 47 of 80 

Reference:   
Health Act, 2007 

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

Timescale: 
 

Provider’s response: 
 
Action 1: 
All residents transferring into residential care are given choice of GP 
on admission and this is documented in the resident’s records. GPs 
are fully informed of the residents’ wishes. Records from a previous 
audit carried out indicate that a very low proportion (1 resident ) 
requested to receive a service from their individual GP. The 
remaining residents were satisfied with receiving care from the 
medical officer at the hospital. We will continue to facilitate 
residents’ requests. 
 
Action 2: 
Recruitment is currently underway to secure the provision of an 
additional 0.4 whole time equivalent medical officer input. This post 
had to be re-advertised due to a poor response to our initial 
competition. Closing date for latest competition is 1 July. 
 

 
 
 
Ongoing 
 
 
 
 
 
 
 
 
 
Expected 30 
September 2011 

 
9. The provider has failed to comply with a regulatory requirement in the 
following respect: 
Risk assessments had not identified all the hazards in the centre.  
 
The risk assessments had not been collectively collated by each department into a single 
document with meaningful controls to mitigate risks and minimise the impact to 
residents. 
 
The external grounds were unsafe. 
 
Action required:  
Undertake a comprehensive identification and assessment of risks throughout the 
centre, and implement meaningful controls to mitigate risks and minimise the impact to 
residents. 
 
Action required:  
Undertake a comprehensive identification and assessment of risks on the external 
environment and the garden. Implement meaningful controls to mitigate risks and 
minimise the impact to residents. 
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Action required:  
Collate all risk assessments and control measures into a single risk management policy. 
 
Action required:  
Make arrangements for investigation and learning from serious or untoward incidents. 
 
Action required:  
Undertake an assessment of risk of the accessibility to and from the care environment 
and the main entrance and implement safeguards to ensure the safety of residents 
throughout the centre whilst not impinging on their autonomy and independence. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Action 1: 

1. Implement the Integrated Risk Management Policy and 
Procedure (2010)  

 

 

 

2. Identify risks within the service, assess these risks, and 
compile a risk register for each unit /ward /department as 
specified in the HSE Integrated Risk Management Policy. 

3. Unit / ward / department  risk registers will be copied to the 
Person in Charge who will ensure these are collated onto a 
single hospital risk register. 

4. Each unit will review its risk register on a quarterly basis and 
will submit updated risk assessments to the person in charge. 

5. Auditing systems will be utilised so that learning occurs and 
that improved outcomes occur as a result. 

6. The quality and safety group review the hospital risk register 
on a 3-monthly basis 

7. Where a serious incident occurs a risk assessment will be 
undertaken and appropriate action taken in order to reduce 
the possibility of the serious incident re-occurring. 

 
 

 
 
 
Each 
unit/ward/dept to 
complete its risk 
register by 15 
June 2011. 
 
 
The hospital risk 
register to be 
compiled and 
reviewed by 30 
June 2011 
New risks to be 
assessed as they 
emerge /a re 
identified. 
The risk register 
to be reviewed at 
minimum on a 
three monthly 
basis. 
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New risks to be assessed as they emerge 
 
The following risks will be documented on the hospital risk 
register: 
 resident absent without leave; 
 assault/aggression and violence; 
 accidental injury to residents or staff; 
 verbal communication; 
 written communication; 
 fraud; 
 resident privacy; 
 medical equipment-beds; 
 patient safety at night time; 
 staffing levels; 
 appropriateness of placement; 
 trust in care/elder abuse; 
 drug administration errors; 
 slips, trips and falls; 
 health care associated infections  
 information and consent 

 
Each resident will have a risk assessment and safety 
management plan completed and reviewed with the introduction 
of My Risk Assessment and Safety Plan as part of the new care 
plan. 

 
Action 2: 
External fence has been fixed. 
 
Environmental risk assessment to be undertaken including 
gardening area and control measure identified and implemented to 
ensure the safety of residents, visitors and staff. 
 
Action 3: 
The Integrated Risk Management Policy (2010) will be implemented 
 
A hospital register of risks that exist in the hospital will be collated 
and reviewed by the quality and safety group on a 3 monthly basis. 
 
Action 4: 

1. The HSE incident management policy and procedure and the 
HSE serious incident management policy will be disseminated 
to all staff and will be adhered to. 

2. All incidents are recorded at the time of occurrence and 
entered on the STARS web database. 

3. Incident forms will be reviewed when received in the nursing 
office and appropriate action will be undertaken to optimise 
safety and prevent recurrence 

 
 
30 June 2011 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Commence July 
2011. 
 
 
 
 
 
30 June 2011 
 
 
 
Risk register be 
completed by 30 
September 2011. 
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4. A risk assessment will be completed where a serious 
incident/near miss has occurred with a view to preventing a 
similar incident from occurring in the future. 

Action 5: 

A risk assessment will be completed and control measures to ensure 
the safety of residents whilst maintaining  their autonomy will be 
identified and implemented. This will be populated onto hospital risk 
register. 
 
All deliveries are directed to the rear of the hospital. No deliveries at 
the main entrance. 
 
Parking restrictions to be introduced in the front car park to ensure 
that residents are not put at risk at the front entrance.  
 

 
Ongoing 
 
 
 
30 June 2011 
 
 
 
 
Current 
 
 
August 2011 

 
10. The person in charge  has failed to comply with a regulatory requirement 
in the following respect: 
Residents on a modified consistency diet did not have a choice for their main meal. 
Residents were served Liga which is an infantilizing food option for vulnerable older 
people and does not have an appropriate nutritional value.  
Some residents had to wait for a prolonged period to be assisted.  
The times of meals required review. 
 
Action required:  
Provide residents with a choice at each meal time which is varied and takes account of 
special dietary requirements and is consistent with each resident’s individual needs.   
 
Action required:  
Provide each resident with food and drink which is wholesome and nutritious and takes 
account of special dietary requirements and is consistent with each resident’s individual 
needs.   
 
Action required:  
Ensure appropriate assistance is given to residents who due to infirmity require such 
assistance.  
 
Action required:  
Review mealtimes to ensure optimum calorie intake for residents. 
 
Reference:   

Health Act, 2007 
                   Regulation 20: Food and Nutrition 
                   Regulation 6: General Welfare and Protection. 
                   Standard 19: Meals and Mealtimes 
 
Please state the actions you have taken or are planning to 
take with timescales: 

Timescale: 
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Provider’s response: 
 
Action 1: 
Nutrition committee has been established with input from a service 
user and dietician. 
 
 
Residents’ dietary needs will be reviewed taking into account their 
expressed choices. 
 
 
Action 2: 
Meals will be provided in accordance with assessed needs and will 
be regularly reviewed. 
 
Action 3: 
A full review of how mealtimes are scheduled, organised and 
catered for will be undertaken to ensure mealtimes is a relaxing, 
non hurried and enjoyable time for residents. Protected meal times 
will be introduced to ensure that residents enjoy their meal times. 
 
Residents will receive whatever assistance they require at mealtimes 
in a timely manner. 
 
Action 4: 
Nutrition committee has been established with input from a service 
user and dietician. 
 
 
Residents’ dietary needs will be reviewed taking into account their 
expressed choices. 
 
 

 
 
 
May 2011-
nutrition 
committee 
 
October 2011-
dietary review 
 
 
 
Ongoing 
 
 
 
To commence 
immediately 
 
 
 
 
 
 
 
May 2011-
nutrition 
committee 
 
October 2011-
dietary review 
 

 
 
 
 
11.The provider is failing to comply with a regulatory requirement in the 
following respect:  
There were few opportunities for creative or recreational fulfilment available to 
residents, particularly to those with a cognitive impairment who were unable to 
participate in the group activities. All residents did not have an opportunity for 
meaningful engagement each day appropriate to their interests and capacities. 
Meals were not a social occasion and they were not viewed as an opportunity to 
communicate, engage and interact with residents. Staff did not promote residents’ 
independence at all times, for example bread was served buttered or with marmalade. 
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Action required:  
Provide opportunities for participation in purposeful and meaningful activities for 
residents of all levels of dependency, appropriate to their interests and capacities each 
day. 
 
Action required:  
Promote meal times as a social occasion and an opportunity to communicate, engage 
and interact with residents. 
 
Action required:  
Promote residents independence and choice at mealtimes. 
 
Reference:  
                   Health Act, 2007  
                   Regulation 6: General Welfare and Protection 
                   Regulation 10: Residents’ Rights, Dignity and Consultation  
                   Standard 18: Routines and Expectations 
                   Standard 19: Meals and Mealtimes 
 
Please state the actions you have taken or are planning to 
take  with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Action 1: 
As part of the MDT review residents will be asked what leisure 
activities they would like to participate in. Every effort will be made 
to facilitate such activities to optimise the quality of life of residents 
This will be documented in ‘My Plan of Care’ 
 
Action 2: 
A full review of how mealtimes are scheduled, organised and 
catered for will be undertaken to ensure mealtimes is a relaxing, 
non hurried and enjoyable time for residents. The hospital will 
introduce Protected Meal Times to ensure this happens. 
 
Action 3: 
Residents will continue to be offered food choices at mealtimes and 
this will be extended to pureed food 
 
Staff will promote resident independence at meal time and will 
ensure mealtimes are not hurried. 
 
The practice development process will assist with resident choice 
and promote the importance of meal times for residents. 6 CNM’s 
are to commence full individualised training from the Nursing 
Midwifery Planning and Development Unit (NMPD) to assist with the 
introduction of this process. 
 

 
 
 
Commence the 
process by 30 
June 2011 
 
 
 
Commence 
immediately 
 
 
 
 
Commence 
immediately 



 

Page 53 of 80 

 
12. The provider has failed to comply with a regulatory requirement in the 
following respect:  
Residents did not have adequate review of bowel care which was affected by high use of 
aperients. 
 
Wound management programmes for residents did not meet contemporary evidenced 
based practice and was not reflective of their centre specific policy. 
 
Action required:  
Review bowel care management of residents on aperients and medications and put 
programmes in place to address deficits. 
 
Action required:  
Individual comprehensive multidisciplinary plans of care to be devised for all residents 
with wounds to ensure sufficient care to maintain each resident’s welfare and wellbeing. 
 
Action required:  
Develop a contemporary evidence-based wound care policy to inform wound 
management in the centre. 
 
Reference:  

Health Act, 2007  
Regulation 6: General Welfare and Protection  
Regulation 31: Risk Management Procedures 
Standard 8: Protection 

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

Timescale: 

Provider’s response: 
 
Action 1: 

1. A bowel management pilot programme is underway in one 
ward 

2. Undertake a review of each resident’s elimination needs and 
current bowel care. This should include a full dietary review 
and a review of medications and aperients prescribed and 
administered including frequency of PRN laxatives. 

3. Develop a plan of care that addresses dietary support to 
enhance and improve transit time and elimination, adequate 
hydration, exercise and mobilising where possible should be 
addressed in the plan. 

4. Review the continence care policy and monitor its 
implementation. 

 

 
 
 
Review to be 
completed for all 
residents by 30 
October 2011 and 
plan of care agreed 
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5. The continence specialist / pharmacist / medical officer and 
nursing staff will assist with this review. 

 

Action 2: 

Ensure full compliance with wound care policy 
 
Ensure a multidisciplinary plan of care for all residents with wounds 
is documented and reviewed. 
 
The plan of care should address nutrition support, exercise, skin 
care and the prevention of infection. 
 
Action 3: 
 An evidence-based wound care policy has been developed  
 Undertake audit/monitoring of compliance with this policy  

 

Continence policy 
to be reviewed by 
30 July 2011 
 
 
 
 
Current and 
ongoing. 

 
 
 
 

 
 
Audit will be 
completed on a 
monthly basis 
commencing June 
2011. 
 
 

 
13. The provider has failed to comply with a regulatory requirement in the 
following respect:  
Where a resident sustained a fall un-witnessed or when observed to hit their head on 
falling, neurological observations were not recorded to determine if a head injury had 
been sustained and/or the level of consciousness affected.  
 
Accident and incident records in relation to falls in care were poorly completed. They 
did not give a clear account of the event or of the subsequent management of the falls 
incident to ensue quality safe care was provided to residents.  
 
Action required:  
Ensure a high standard of evidenced-based nursing practice is met with regard to 
residents who have sustained a fall. 
 
Action required:  
 
Ensure safe quality care based on contemporary evidence based practice is available to 
residents at all times. 
 
Action required:  
 
Complete an audit of all accident/incidents to determine any causative factors or 
trends which may have contributed in order to try and prevent reoccurrences. 
Implement recommendations from this audit. 
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Reference: : 
                    Health Act 2007 
                   Regulation 6: General Welfare and Protection 
                   Regulation 31: Risk Management Procedures  
                   Regulation 35: Review of Quality and Safety of Care and Quality of Life 
                   Regulation 31: Risk Management Procedures  
                   Standard 26: Health and Safety 
                   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: 
 
Action 1: 
 Finalise the policy on the prevention and management of falls  

 
 Ensure the Falls Risk Assessment Scale for the Elderly (FRASE) 

Assessment is completed as part ‘My Risk Assessment and My 
Safety Plan’ with all residents on admission, on a 3 monthly basis 
thereafter and again on discharge 
 

 Ensure a safety plan is completed for each resident deemed at risk 
of falling and ensure that follow up actions are documented in the 
residents plan of care 
 

 Where a resident does sustain a fall the plan of care will identify 
immediate medical/nursing interventions/actions undertaken to 
support the resident and to address any injuries sustained during 
the fall and to prevent recurrence.  

Action 2: 

An annual audit plan will be agreed and may include but will not be 
restricted to the following audits: 
 medication; 
 falls; 
 wound care; 
 use of physical restraints; 
 care plans 

 
Reports from audits will be submitted to the person in charge who will 
review these in consultation with the quality and safety group.  
 
Corrective actions and an implementation plan will be agreed and 
responsibility will be assigned to ensure practice is evidence based. 

Reports from these audits will be submitted the Quality and Safety 
Governance Group Older Persons Services HSE West Sligo/Leitrim 
West Cavan 

 
 
 
 
 
 
 
Current and 
Ongoing 
 
 
 
 
 
 
 
 
 
 
 
Audit plan to 
be prepared 
by 15 July 
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The following data will be collected and reviewed: 
 residents who received influenza vaccination during the flu season; 
 residents who have been assessed for and given pneumococcal 

vaccination; 
 residents who have had moderate to severe pain within the 

previous week; 
 residents who have pressure sores; 
 residents who have been physically restrained within the previous 

week; 
 residents who have received psychotropic drugs (including sleeping 

tablets) within the last week; 
 residents who have an indwelling catheter; 
 residents who spent most of their time in bed or in a chair within 

the last week; 
 residents who have fallen within the last month; 
 residents who experienced significant weight loss over the last 

three months 
 
Action 3: 
 
 The HSE Incident Management Policy and Procedure will be 

implemented. 

1. Each incident will be reviewed at the time of occurrence and 
the root cause / contributory factors will be examined. 

2. Corrective action will be taken to minimise/prevent 
recurrence. 

An audit of all incidents will be undertaken to determine 
 if hse incident management policy and procedure has been 

adhered to; 
 if all incident report from have been correctly completed; 
 if root causes/contributory factors have been identified; 
 if follow up actions have been documented and completed; 
 if risk assessments have been completed post incident. 

  

 
Weekly and 
monthly 
 
 
 
 
 
 
 
 
Incident audit 
to be 
completed by 
30 October 
2011 and 
annually 
thereafter. 

 

 
14. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The use of restraint was not reflective contemporary evidenced based practice and 
no evidence was available to confirm that other measures had been considered prior 
to the use of restraint. 
 
Action required:  
Implement the centre-specific policy on restraint. 
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Action required:  
In compliance with contemporary evidence based-practice, ensure that the use of a 
restraint measure is only ever considered as a measure of last resort and is the least 
restrictive option for the shortest period of time to maintain the care and welfare of 
the resident. 
 
Action required:  
Where residents lack capacity to give informed consent to the use of the restraint 
measure, a consensus view should be reached between all healthcare staff involved 
in the residents care and the residents’ next of kin/significant other. This decision 
should be documented clearly in the notes in narrative format. 
 
Reference:   
                  Health Act, 2007  
                  Regulation 31: Risk Management Procedures  
                  Standard 26: Health and Safety  
                  Standard 21: Responding to Behaviour that is Challenging  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response:  
 
Action 1: 
Localise the HSE national policy on the use of physical restraint 
for residential centres. 
 
 
Identify staff to attend the train the trainers workshop on this 
policy. 
 
Ensure all staff receive briefing on the policy on the use of 
physical restraint  
 
 
Participate in the pilot of the new physical restraint assessment 
tool and provide feedback to the working group on physical 
restraint and participate in finalising this assessment tool. 
 
 
 
 
Ensure this new  physical restraint assessment is completed for 
all residents where the use of physical restraint is being 
considered or requested 
 
 
 
 

 
 
 
Policy to be 
localised by 30 
June 2011 
 
Train the trainers 
workshop to take 
place June 2011 
Staff briefings to be 
completed by 
September 2011 
 
Physical restraint 
assessment pilot to 
be completed and 
evaluations 
returned by 15  
June 2011 
 
Final evidence-
based physical 
restraint 
assessment tool to 
be issued by 30 
June 2011 
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Ensure restraint review and release chart is maintained. 
 
 
 
Ensure restraint register is reviewed. 
 
Ensure audit of physical restraint is undertaken as per the 
national policy. 
 
Action 2: 
A physical restraint assessment will be completed as per the 
policy and a safety plan will be documented. 
 
A safety plan and plan of care will be completed as per the 
policy. 
 
Maintain a restraint register as per policy. 
 
Action 3: 
The physical restraint assessment to be completed and consent 
documented as per policy. 
 
Where consent is not possible clinical decisions will be 
documented in the notes in narrative format 
 

Audit to be 
undertaken 15 
November 2011. 
 
 
 
As per policy. 
 
 
 
Each time a risk 
assessment is 
completed 
 

 
 
15. The person in charge  has failed to comply with a regulatory requirement 
in the following respect:  
Mandatory training in adult protection had not been completed by all staff. 
 
Action required:  
Ensure all staff are trained in adult protection. 
 
Reference:   
                 Health Act, 2007 
                 Regulation 6: General Welfare and Protection 
                 Regulation 31: Risk Management Procedures 
                 Standard 26: Health and Safety 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All staff will be trained in adult protection 
 

 
 
30 June 2011 
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16. The provider has failed to comply with a regulatory requirement in the 
following respect: 
Mandatory training in the safe moving and handling of residents had not been 
completed by all staff. There was inappropriate use of hoist. 
 
Action required:  
Ensure all staff are trained in the safe moving and handling of residents. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
All staff have received manual handling training. Updates are 
currently being arranged to ensure that best practice with regard to 
manual handling is in place. 
 

 
 
Ongoing 

 
17. The person in charge has failed to comply with a regulatory 
requirement in the following respect:  
Residents or their representative were not consistently involved in the care planning 
process.  
 
Care plans were not updated to reflect the changing needs of residents in a timely 
manner. 
 
The wishes of residents and their representatives as to how they wanted care 
delivered at end of life had not been documented in many instances. 
 
There was poor evidence available to support that an assessment of social care 
needs had been undertaken. There was limited consideration given to social care 
planning  
 
There was no rehabilitative care plan to support residents who did not get up daily or 
only for a very limited period of time  
 
There was insufficient equipment available to care for residents with assessed high 
dependencies requirements for example high support mattresses, profile beds and 
suction machines. 
 
Action required:  
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
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Action required:  
Ensure care plans are updated to reflect the changing needs of residents and are 
used to plan care delivery in a timely manner. 
 
Action required:  
Document the wishes of residents and their representatives as to how they wanted 
care delivered at end of life. 
 
Action required:  
Undertake an assessment of social care needs to ensure a holistic approach in the 
delivery of care. 
 
Action required:  
Implement a rehabilitative care plan for residents with who do not get up each day 
or only for limited periods of time. 
 
Action required:  
Provide suitable and a sufficient range of equipment to meet the needs of residents. 
  
Reference:   
                 Health Act, 2007  
                 Regulation 8: Assessment and Care Plan  
                 Regulation 14: End of Life Care 
                 Regulation 6: General Welfare and Protection 
                 Standard 10: Assessment  
                 Standard 11: The Resident’s Care Plan 
 
Please state the actions you have taken or are planning to 
take following the inspection with timescales: 
 

Timescale: 

Provider’s response: 
 
Action 1: 
The care planning needs of residents will be addressed in the short 
term through the MDT review. 
 
 
The new ‘My Plan of Care’ will be introduced for all residents and 
will be completed in consultation with residents which will identify 
the resident’s individual needs, including their social care needs. 
 
 
The ‘My Risk Assessment and Safety Plan be introduced for all 
residents 
 
Action 2: 
Plans of care will be reviewed and updated to reflect the changing 
needs of residents 
 

 
 
 
MDT review will 
commence in 
June 2011. 
 
My Plan of Care 
will be rolled 
out from July 
2011 
 
Ongoing 
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A 3 monthly review of the plan of care will be undertaken. 
 
Action 3: 
An end of life plan of care will be developed in consultation with 
the resident and their family/carer as appropriate. 
 
Action 4: 
The care planning process will include the assessment of social 
care needs of our residents ensuring the individual views of each 
resident is taken into consideration and their plan of care including 
their social care needs is available to them and is kept under 
formal review.  
 
Action 5: 
MDT review will be completed and rehabilitative care plan will be 
introduced where indicated. 
 
Action 6: 
The assessed needs as to the requirements of each resident in 
relation to suitable equipment will be identified by the MDT review, 
and facilitated within available resources. 
 

Current 
 
 
Commenced in 
conjunction 
with the MDT/ 
residents’ 
review of 
residents’ 
needs. 
Completed end 
September 
2011 
 
Ongoing with 
3-month 
review. 
 
Ongoing review

 
18. The  Provider has failed to comply with a regulatory requirement in the 
following respect:  
 
 There was no evidence of comprehensive assessment prior to respite admission to 

determine each residents needs and whether the centre was able to meet their needs 
 The admission policy in place was inadequate. 
 There was no process in place to ensure safe discharge of residents back into the 

community in a planned and safe manner. 
 

Action required:   
 
Assess residents’ health, personal and social care needs prior to respite admission.  
 
Action required:   
 
Revise and implement the admission policy to reflect respite admission and discharge 
procedures. 
Reference:   
                   Health Act 2007 
                   Regulation 6: General welfare and Protection  
                   Regulation 8: Assessment and Care Planning 
                   Standard 10: Assessment  
                   Standard 11: The Resident’s Care Plan 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Action 1: 
A Common Summary Assessment Record (CSAR) from the public 
health nurse (PHN) on all new respite admission and a GP’s letter to 
assist in identifying the needs of the resident before admission. The 
resident and family member must contribute to this process. Letter 
sent to all PHNs and GPs re our respite requirements at St John’s. 
 
Action 2: 
The admission and discharge policy will be revised to reflect respite 
admission and discharge. 
 

 
 
 
June 2011 
 
 
 
 
 
 
June 2011 

 
19. The person in charge  has failed to comply with a regulatory requirement 
in the following respect: 
There was not an adequate level of staff trained in dementia care to meet the needs of 
the current resident profile presently. 
 
Action required:  
Provide staff with training in dementia care to meet the needs of the residents. 
 
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: 
 
Staff who have received training from St James’s hospital dementia 
care unit will roll out a programme within the hospital to meet the 
needs of the residents. Further training will be available from the 
Centre for Nursing and Midwifery Education (CNME) and the 
Psychiatry of Old Age Team. MDT review will support the 
development of person centred programme for dementia care. 
 

 
 
Commence 
August 2011 

 
20. The person in charge  has failed to comply with a regulatory requirement 
in the following respect: 
 
There was no review or analysis of the effectiveness of the training delivered to staff. 
There was no competency assessments completed to evaluate that training was being 
implemented in practice. 
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Action required:  
Review the effectiveness of training delivered to staff and assess competency to ensure 
training is reflected in practice. 
 
Reference:   

Health Act, 2007 
                   Regulation 17: Training and Development 
                   Standard 24: Training and Supervision 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A training needs analysis is currently being finalised in conjunction 
with the CNME and the Performance and Development Unit. A 
practice development co-ordinator is being allocated to assist the 
person in charge to ensure that training is put into practice and 
evidenced in best practice. 
 

 
 
Commence in 
June 2011 and 
will be ongoing. 

 
21. The provider has failed to comply with a regulatory requirement in the 
following respect:  
There was a lack of focused direction around the implementation of clear auditing 
systems to manage high risk areas, inform continuous improvement and enhance 
outcomes for residents. There was limited use of information collated through audits to 
manage high risk areas such as accidents and incidents, wound care, falls and 
medication management. 
  
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. 
  
Action required:  
Utilise data collated to manage risk and improve resident care outcomes.  
 
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 following the inspection with timescales: 
 

Timescale: 
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Provider’s response: 
 
Action 1: 
Implementation of the procedure for reviewing the quality and 
safety of care provided to residents including their and quality of life 
(2010) 
 
Action 2: 
Implement the Integrated Risk Management Policy(2010) and the 
HSE Incident Management Policy and Procedure 
 
 
Electronic audit currently being developed to assist in data collection 
and providing ongoing comparison between different monthly 
audits. This will assist staff at ward level to indicate any progress to 
date as well as showing where improvement needs to occur. The 
person in charge and provider will also have access to this material. 
 

 
 
 
Commence June 
2011 
 
 
 
Commence June 
2011 
 
 
September 2011 

 
22. The provider has failed to comply with a regulatory requirement in the 
following respect: 
All of the documentation required by the regulation to be held in respect of persons 
employed was not available in staff files reviewed. 
 
Action required:  
Provide for all staff the information as required in Schedule 2 of the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) 2009 (as 
amended). 
 
Reference:  

Health Act, 2007  
Regulation 18: Recruitment  
Standard 22: Recruitment  

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

Timescale: 
 

Provider’s response: 
 
Information required under schedule two will be included in all staff 
personnel files. 
 

 
 
30 September 
2011 
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23. The provider has failed to comply with a regulatory requirement in the 
following respect:  
Residents were not actively facilitated to contribute their ideas to the running of the 
centre.  
 
There was no opportunity to communicate, engage and interact with residents at meal 
time. Bread was served buttered or with marmalade. 
 
Action required:  
Provide and promote an active forum for consultation and participation by residents and 
relatives in the running of the centre. 
 
Action required: 
Consult with residents and make arrangements’ that meal times are a social occasion. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Action 1: 
A consumer group inclusive of residents / relatives and advocate will 
provide a forum for residents to consult and participate in the 
organisation of the centre on a regular basis. Following a complete 
MDT review, the younger residents will be offered to have a 
younger resident consumer group which may be more meaningful 
for this age group. 
 
Action 2: 
Consultation with residents will take place to ensure that meal times 
are a social occasion. The practice development process will also 
assist with making meal times a social occasion. 
 

 
 
 
July 2011 
 
 
 
 
July 2011 
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24. The provider has failed to comply with a regulatory requirement in the 
following respect:  
Residents had not been provided with a written contract by the registered provider. 
 
Action required:  
All residents are to be provided with a written contract outlining the details of their care, 
provision of services and fees.   
 
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: 
We await national direction on the provision of a contract of care. 
 

 

 
 

25. The provider has failed to comply with a regulatory requirement in the 
following respect:  
No non verbal communication system was in place. It was not possible to facilitate and 
encourage communication with residents who could not express themselves verbally. 
There were no plans for nursing or care staff who were present on a 24 hour basis to be 
trained in the communication aids to be introduced.   
 
Action required:  
Devise an alternative communication system that ensures that all residents are facilitated 
and encouraged to communicate enabling them to participate in the activities and running 
of the centre. 
 
Action required:  
Conduct a multidisciplinary review of residents with severe physical disability to provide 
assistance and to promote independent living. 
 
Action required: 
Train staff in the use of communication aids. 
 
Reference:   

Health Act 2007 
                   Regulation 11: Communication 
                   Regulation 17: Training and staff Development 
                   Standard 2: Consultation and Participation 
                   Standard 21: Responding to Behaviour that is Challenging 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale 



 

Page 67 of 80 

Provider’s response: 
 
Action 1: 
Plans are being developed to give nursing and health care assistants 
training in the use of non verbal communication aids. Policies and 
procedures will be developed to support this initiative 
 
Action 2: 
An MDT review will be carried out on all residents including people 
those with severe physical disabilities. The physical and sensory 
services will assist with this process. 
 
Action 3: 
Plans are being developed to give nursing and health care assistants 
training in the use of non verbal communication aids. policies and 
procedures will be developed to support this initiative 
 

 
 
 
October 2011 
 
 
 
 
30 September 2011 
 
 
 
 
October 2011 

 
 
26. The provider has failed to comply with a regulatory requirement in the 
following respect: 
The organisational governance did not provide and support for a robust, transparent 
process of communicating. 
The night supervisor faxed reports of deaths in the centre to the coroner. This process 
did not provide for timely reporting and consultation with the coroner. 
 
Action required:  
Implement a robust communication system which supports the provider, person in 
charge and management team 
 
Action required:  
Implement a timely process for reporting deaths and consulting with the coroner. 
 
Reference:   

Health Act, 2007 
                   Regulation 11: Communiction 
                   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: 
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Provider’s response: 
 
Action 1: 
The management team will document the governance structure for 
the hospital which clearly identifies the lines of authority, 
accountability, roles and responsibilities including support services 
and maintenance structures, thereby supporting the provider, 
person in charge and management team with a transparent 
communication system within the hospital. The communication 
process within the hospital will be improved upon by having regular 
planned meeting with staff to ensure the flow of information occurs 
in both directions. Minutes will be available from these meetings. 
 
Action 2: 
Deaths will be reported to the coroner in a timely fashion. 
 

 
 
 
30 June 2011 
 
 
 
 
 
 
 
 
 
 
Current 

 
27. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
There was no review of all complaints to identify patterns and to ensure individual 
complaints were fully resolved to the satisfaction of the complainant. 
The complaint investigation process outlined in diagram format did not include the 
names of person responsible to investigate at each stage of the process. 
 
Action required:  
Ensure all complaints both verbal and written are fully resolved to the satisfaction of the 
complainant.  
 
Action required:  
Review all complaints to identify patterns and trends and ensure the complaints 
procedures are transparent to the complainant.  
 
Reference:   

Health Act, 2007 
                   Regulation 39: Complaints Procedures 
                   Standard 6 :Complaints 
                   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: 
 
Action 1: 
All complaints will be recorded and will be reviewed on receipt and 
corrective action where appropriate will be agreed and responsibility 
assigned. The name of the person responsible to investigate the 
complaint will be included in the complaint investigation process.  

 
 
 
Commencing 20 
May 2011 and at 
time of receipt 
thereafter. 
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Action 2: 
All complaints will be reviewed on a quarterly basis to identify 
patterns and trends and to establish root causes/contributory 
factors. 
 
 

 
 
First review to be 
completed by 30 
September 
2011and quarterly 
thereafter 
 

 
 
28. The provider has failed to comply with a regulatory requirement in the 
following respect: 
The residents’ guide did not contain all the details required by the regulations. 
 
Action required:  
Revise the residents guide to contain all the information required by the regulations. 
 
Reference:   

Health Act, 2007 
                   Regulation 21: Provision of Information to Residents  
                   Standard 1: Information 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Residents guide will contain all the information required by the 
regulations when the National Contract of Care becomes available. 
 

 
 
August 2011 

 
29. The provider has failed to comply with a regulatory requirement in the 
following respect:  
It was not evident that insurance cover for residents’ property to the value of €1000 
was in place. 
 
Action required:  
Confirm to the Authority that appropriate insurance is in place reflective of the 
regulations. 
 
Reference:   
                     Health Act, 2007 
                    Regulation 26: Insurance Cover 
                    Standard 9: The Resident’s Finances 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
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Provider’s response: 
 
We await confirmation from the state claims agency regarding this 
documentation.  
 

 
 
15 June 2011 

 
 30. The person in charge  has failed to comply with a regulatory requirement 
in the following respect: 
The directory of residents did not contain all information required by the regulations.  
 
The time and cause of death was not recorded in the directory of residents. 
 
Action required:  
Update the directory of residents to contain al the information specified in Schedule 3. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Register will include the time and cause of death. 
 

 
 
30 June 2011 

 
 

31. The provider has failed to comply with a regulatory requirement in the 
following respect:  
The provider failed to put a comprehensive medication management policy in place to 
inform all staff in the centre on all aspects of contemporary evidence based medication 
management procedures in the centre. 
 
Action required:  
Develop and implement a comprehensive medication management policy to reference all 
aspects of medication management in the centre. 
 
Action required:  
Review the use of long term benzodiazepines for residents in the centre. 
 
Action required:  
Review long term prescription and administration of multiple bowel preparations. 
 
Action required:  
Revise prescribing procedures for ‘as required’ (PRN) medication to include maximum 
dose in 24hours. 
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Action required:  
Ensure by providing education and any other means that all medication practices and 
procedures are compliant with current legislation and An Bord Altranais guidelines. 
 
Reference:   

Health Act, 2007 
                   Regulation 33: Ordering, Prescribing, Storing and administration of  
                                        medications 
                   Standard 14: Medication management 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Action 1: 
Medication management policy is in place but will be reviewed with 
the assistance of the hospital pharmacist, the medical officer and the 
regional drugs and therapeutics committee. 
 
Action 2: 
The hospital pharmacist and medical officer will carry out a review of 
the long term use of benzodiazepines for our residents 
 
Action 3: 
The hospital pharmacist and medical officer and continence advisor 
will carry out a review of the use of multiple bowel preparations. 
 
Action 4: 
Medical officer will revise prescribing procedures for PRN medication 
to include the max dose within a 24 hours period 
 
Action 5: 
On line medication management updates will be promoted with all 
nursing staff in the hospital. Clinical facilitation will also be provided 
within the hospital. Links have been developed with the CNME to 
promote education on medication management. 
 

 
 
 
30 July 2011 
 
 
 
 
30 September 
2011 
 
 
 
30 September 
2011 
 
 
 
 
 
September 2011 
 
 
 
 
September 2011 
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32. The provider and person in charge has failed to comply with a regulatory 
requirement in the following respect: 
The end of life policy did not adequately inform end of life care of residents in multiple 
occupancy rooms and it did not reference the need to document residents’ end of life 
wishes. 
 
Action required:  
Revise the centre’s end of life policy to reflect procedures to meet the end of life needs of 
residents in multi occupancy rooms. 
 
Action Required: 
Revise the centre’s policy in accordance with current legislation in relation to end of life 
care and obtaining residents wishes regarding this stage of their lives. 
 
Reference:   

Health Act, 2007 
                   Regulation 14: End of Life 
                   Standard 16: End of Life Care 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Action 1: 
The end of life policy in operation within the hospital will be revised 
to cater for the needs of the residents’ end of life within a multi-
room environment. Full advice will be sought from the palliative 
team in Sligo hospice to assist with its development. The 
introduction of practice development facilitated by the local NMPDU 
will assist staff in catering for the needs of residents including those 
at end of life.  
 
Action 2: 
The end of life policy will be reviewed paying particular attention to 
obtaining the wishes of residents regarding this stage in their lives. 
Links will also be made with the consultant geriatrician to seek 
advice on addressing the residents wishes especially in relation to 
advanced care planning. 
 

 
 
 
 
 
 
16 June 2011 
 
 
 
 
 
 
 
31 August 2011 
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33. The provider and person in charge has failed to comply with a regulatory 
requirement in the following respect: 
The risk management policy did not include procedures to guide staff in the event of 
aggression, violence and assault and did not outline procedures for investigation and 
learning from serious or untoward incidents. 
 
The falls prevention and bowel management in care of the older person policy was in 
draft format. 
 
Staff had not been allocated protected time to familiarize themselves with relevant 
policies to guide their actions and interventions. 
 
Action required:  
Ensure policies and procedures are relevant and applicable to the centre, reviewed and 
updated in light of changing legalisation, quality monitoring and best practice.  
 
Action required:  
Ensure staff are aware of the policies relevant to their roles to guide their practice. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Action 1: 
All new policies and procedures due for revision will be populated 
onto HSE policy, procedure, protocol and guideline template and will 
be evidence based. Monitoring / audit tools will be developed for 
each policy and an audit / monitoring time frame will be specified. 
 
Action 2: 
All staff will be reminded of their responsibility in respect of 
compliance with the Integrated Risk Management Policy, the HSE 
incident management policy and all relevant clinical and non clinical 
polices and guidelines 
 
All staff will be briefed on the procedure for reviewing quality and 
safety of care provided to residents including their quality of life and 
their responsibilities clearly stated 
 

 
 
 
Commencing May 
2011 and ongoing 
thereafter 
 
 
 
 
 
Commence May 
2011 and ongoing 
thereafter 
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34. The provider has failed to comply with a regulatory requirement in the 
following respect:  
The staff files required reorganisation so the information so the information required by 
the regulations is readily accessible. 
 
The inspectors formed the opinion that the layout of care plans and the difficulty 
accessing information critical for care interventions could present a risk. Files of 
deceased residents were not secure. 
 
Residents’ medical files were not maintained securely to ensure that information 
pertaining to their health record was not lost. 
 
Action required:  
Maintain staff files in a manner to ensure information is accessible, kept up to date and 
in good order 
Action required:  
Revise the layout of care plans so as to ensure completeness, accuracy and ease of 
retrieval.  
 
Action required: 
Maintain medical files in good order to ensure accuracy and completeness. 
 
Reference:   

Health Act, 2007 
                   Regulation 22: Maintenance of Records 
                   Standard 32: Register and Records  
                    
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Action 1: 
Staff files will be maintained in a manner to ensure that information 
is accessible, kept up to date and in good order 
 
Action 2: 
The care planning needs of residents will be addressed in the short 
term through the MDT review. 
 
The new ‘My Plan of Care’ will be introduced for all residents and 
will be completed in consultation with residents which will identify 
the resident’s individual needs, including their social care needs. 
 
The ‘My Risk Assessment and Safety Plan be introduced for all 
residents 
 
 
 

 
 
 
30 September 
2011 
 
 
MDT review will 
commence in 
June 2011. 
 
 
My Plan of Care 
will be rolled out 
from July 2011 
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Action 3: 
Medical files will be maintained in good order to ensure accuracy 
and completeness. They will be maintained securely to ensure that 
information pertaining to their health record are not lost. Medical 
files will be fully reviewed 
 

 
30 September 
2011 

 
35. The provider has failed to comply with a regulatory requirement in the 
following respect: 
A record of medication errors or adverse reactions in relation to each resident was not 
kept. 
 
Action required:  
Maintain in a safe and accessible place of record of any medication errors or adverse 
reactions in relation to each resident. 
 
Reference:   

Health Act, 2007 
                   Regulation 25: Medical Records  
                   Standard 15: Medication monitoring and review 
 
Please state the actions you have taken or are planning to 
take with timescales: 

Timescale: 

Provider’s response: 
 
As part of the risk management process, all wards will be issued 
with medication error / adverse reaction forms which will be 
completed if such an occurrence happens. These will be kept in a 
safe and accessible place.        
 

 
 
30 June 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 20: 
Social 
Contacts 
 

Review seating arrangements in the dining room to create a more 
domestic-style environment.  
Consider a second sitting to ensure appropriate assistance is given to 
residents with eating and drinking. 
 
Provider Response: 
Seating arrangements in the dining rooms will be discussed with the 
Consumer Group within the hospital. This will ensure resident choice. 
Residents will also be consulted in relation to the strategic plan for the 
hospital and their individual needs considered at all times. The provision 
of a second sitting room will be considered as part of this process 
 
 

Standard 25:  
Physical 
environment. 

Residents did not have access to suitable seating in the garden so that 
they could sit and relax if they wished. 
 
Provider Response: 
Suitable seating / garden furniture will be sourced following consultation 
with the Resident Group, within allocated resources to the hospital. The 
Garden Room will continue to be progressed which has the full support 
of both resident and family members 
 

Standard 20: 
Social 
Contacts 

Review the furniture in the visitors’ room to provide a more homely like 
aspect. 
 
Provider Response: 
A review of the furniture in the visitors’ room will take place. The 
provision of new furniture will be considered within existing financial 
resources. 
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Standard 2: 
Consultation 
and 
Participation 

Undertake resident and relative surveys to provide information to 
ensure ongoing improvement and development of the service. 
 
Provider Response: 
The consumer group will provide for consultation and feedback in 
relation to all matters affecting the residents. Both residents and their 
families will continue to be consulted prior to any developments within 
the service to ensure their views and experience are considered as part 
of overall project. Any issues / suggestions will be documented as well 
as actions taken. 
 

Standard26: 
Health and 
Safety 
 

Conduct a missing person’s drill at regular intervals to ensure staff will 
be competent to respond should a resident go missing.  
 
Provider Response: 
Missing person’s drill will be carried out at regular intervals to ensure 
that staff are competent to respond if required to do so. 
 

Standard 26: 
Health and 
Safety 

Undertake fire drill practices at least twice annually to reinforce the 
practical and theoretical fire safety training and evacuation procedure. 
 
Provider Response: 
All staff will attend mandatory fire safety training on an annual basis. 
Fires drills will be undertaken twice annually. Records will be maintained 
 

Standard 24: 
Training and 
Supervision 

Ensure staff meetings occur at regular intervals.  
 
Provider Response: 
Staff meetings will occur at regular intervals and will be minuted. 
 

Standard 24: 
Training and 
Supervision 

Complete a personal development plan with all staff to identify their 
strengths, to ensure continuous professional development. 

Provider Response: 
We will continue to roll out the personal development planning process 
that has already commenced within the hospital. The ultimate goal is to 
ensure that staff have the opportunity to develop their strengths and 
capabilities and to promote continuous professional development. 
Learning and Development unit, CNME, NMPDU will assist with this 
process. 
 

Standard 25: 
Physical 
Environment 

Provide seating at regular intervals to allow residents rest during walks. 
 
Provider Response: 
Suitable seating will be provided. 
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Standard 4: 
Privacy and 
Dignity 

Ensure the use of language and terminology reflects adulthood. 
 
Provider Response: 
We will continue to show dignity and respect for our residents by using 
language and terminology that reflects adulthood 
 

Standard 29: 
Management 
Systems 

Review the handover report procedure to ensure a full picture of clinical 
and social care of each resident is communicated to incoming staff. 
 
Provider Response: 
Handover reports will be carried out in such a way to assure all 
incoming staff will receive a full clinical / social picture for each resident. 
 

Standard 29: 
Management 
Systems 

Ensure all information concerning each resident is documented in his or 
her care plan. A common book was used to record when each resident 
had his or her shower or was weighed. 
 
Provider Response: 
Common books have been removed. Individual records are maintained 
in individual care plans. 
 

Standard 8: 
Protection  

Put monitoring procedures in place to ensure that the visitor’s log is 
completed on entry to and exit from the units on all occasions. 
 
Provider Response: 
Monitoring procedures will be put in place. Visitors who “forget” to 
complete the visitors book upon entry / leaving the ward will be 
reminded of the requirements. 
 

Standard 16: 
End of Life 
Care 
 

Develop a documented procedure for staff to follow in relation to the 
verification of death ensuring best practice standards were adhered to. 
 
Provider Response: 
Verification of death form will be introduced. 
 

Standard 26: 
Health and 
Safety. 

Provide each resident with a lockable facility to allow them secure 
personal items ensuring their privacy.  
 
Provider Response: 
Residents will be provided with a lockable facility within allocated 
financial resources. Residents will be surveyed as to their requirements 
under this standard. Results of this survey will be documented. Action 
plan will produced. 
 

Standard 25: 
Physical 
Environment 

Provide locks to bathrooms to ensure privacy for residents 
 
Provider Response: 
Locks will be provided. 
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Standard 2: 
Consultation 
and 
Participation 
 

Complete a life history/life story for each resident and use the 
information gathered to plan and personalise the activity programme. 
 
Provider Response: 
The introduction of the new care plan will ensure that the life story of 
each resident will be recorded to fully inform staff of their likes and 
dislikes which will assist staff in meeting their individual needs 
 

Standard 25: 
Physical 
Environment 

Signage overall needed improvement to provide effective and 
meaningful prompts, to help residents find their way to communal 
areas, bedrooms and remind them of where they are. 
 
Provider Response: 
Signage will be provided following consultation with the Consumer 
Group and relatives. 
 

Standard 3: 
Consent 
 

Provide residents with access to an independent advocate/advocacy 
service.  
 
Provider Response: 
Residents have access to Citizen’s Advice which is an independent 
advocacy service. 
 

Standard 29: 
Management 
Systems 

Ensure adequate secretarial support to each unit to assist in maintaining 
file completeness and security. 
 
Provider Response: 
Due to the public service moratorium, clerical administration staff have 
not been replaced since March 2009. The service overall is currently 
experiencing a severe shortage of clerical support. However all efforts 
will be made to try and ensure that adequate clerical support is 
available. 
 

Standard 25: 
Physical 
Environment  

Ensure that there is a dedicated treatment room with facilities in place 
for clinical examinations and therapy. 
 
Provider Response: 
The strategic plan for St Johns hospital will address the provision of 
treatment rooms for clinical examination 
 

Standard 29: 
Management 
Systems 

Provide for appropriate equipment such a computer, fax, and 
photocopier to enable unit staff to manage effectively. 
 
Provider Response: 
Computers will be made available to the individual units. Central fax 
machine and photocopier is available within the facility 
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
Re Practice Development: 
 
St Johns hospital will identify six practice development champions, preferably at 
clinical nurse manager level who will focus on improvements of care for residents. 
NMPD staff will meet with the six champions on 16 June 2011 to outline the plan of 
PD work and to develop the collaboration 
 
The six champions will have direct support from NMPD. The facilitator will meet with 
the PD champions for 2 half days per month. The facilitator will guide them on 
practice development, assist them to identify areas that require improvement and 
identify the tools and process for working through improvements with them. This 
time has been secured for each of the PD champions. 
 
The NMPD officer will assist the PD champions to bring together and facilitate a 
multi-disciplinary practice development/improvement team. This team will meet 
approx one half day/month or every 6 weeks. 
 
The 6 champions will also have protected time to attend a practice development 
introduction programme for 2 days. This programme will either be delivered 
specifically for them by the NMPD staff officers or via a recognised university 
programme. 
 
Provider’s name: Frank Morrison 
Date: 27 June 2011 


