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Centre name: 

 
St Carthage’s 

 
Centre ID: 

 
0687 
 
Lismore Centre address:  
Co Waterford 

 
Telephone number: 

 
058-54309 

 
Fax number: 

 
058-54309 

 
Email: 

 
morrissey.maryfm@gmail.com 

 
Type of centre: 

 
 Private         Voluntary        Public 

 
Registered provider: 

 
Board of Management 

Person authorised to act on 
behalf of the provider: 

 
Mary Fenton Morrissey 

 
Person in charge: 

 
Mary Fenton 

 
Date of inspection: 

 
11 October 2011 and 12 October 2011 

 
Time inspection took place: 

Day-1 Start: 10:30hrs       Completion: 20:30hrs     
Day-2 Start: 10:00hrs       Completion: 17:00hrs 

 
Lead inspector: 

 
Íde Batan 

 
Support inspector(s): 

Day-1 Mary Moore 
Day-2 Breeda Desmond 

Type of inspection: 

 
 Registration 

 
 Announced 
 Unannounced 

 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Registration Inspection report 
Designated Centres under Health Act 
2007 
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About registration 
 
The purpose of regulation is to protect vulnerable people of any age who are 
receiving residential care services. Regulation gives confidence to the public that 
people receiving care and support in a designated centre are receiving a good, safe, 
service. This process also seeks to ensure that the health, wellbeing and quality of 
life of people in residential care is promoted and protected. 
 
The Health Information and Quality Authority has, among its functions under law, 
responsibility to regulate the quality of service provided in designated centres for 
children, dependent people and people with disabilities. 
 
Under section 46(1) of the Health Act 2007 any person carrying on the business of a 
designated centre can only do so if the centre is registered under this Act and the 
person is its registered provider. 
 
As part of the registration process, the provider must satisfy the Chief Inspector that 
s/he is fit to provide the service and that the service is in compliance with the Health 
Act 2007 (Care and Welfare of Residents in Designated Centre for Older People) 
Regulations 2009 (as amended). 
 
In regulating entry into service provision, the Authority is fulfilling an important duty 
under section 41 of the Health Act 2007. Part of this regulatory duty is a statutory 
discretion to refuse registration if the Authority 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 process confirms publicly and openly that 
registered providers are, in the terminology of the law, “fit persons” and are legally 
permitted to provide that service. 
 
Other elements of the process designed to assess the provider’s fitness include, but 
are not limited to: the information provided in the application to register, the Fit  
Person self-assessment, the Fit Person interviews, findings from previous inspections 
and the provider’s capacity to implement any actions as a result of inspection. 
 
Following the assessment of these elements, a recommendation will be made by 
inspectors to the Chief Inspector. Therefore, at the time of writing this report, a 
decision has not yet been made in relation to the registration of the named service. 
 
The findings of the registration inspection are set out under eighteen outcome 
statements. These outcomes set out what is expected in designated centres and are 
based on the requirements of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended); the National 
Quality Standards for Residential Care Settings for Older People in Ireland. Resident’s 
comments are found throughout the report. 
 
The registration inspection report is available to residents, relatives, providers and 
members of the public, and is published on www.hiqa.ie in keeping with the 
Authority’s values of openness and transparency. 
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About the centre 
 
Location of centre and description of services and premises 
 

St Carthage’s is a single-storey building which was built in 1990. The centre provides 
residential accommodation for 54 older adults, who are independent and require 
minimal assistance. It serves the local community of Lismore and surrounding areas. 
 
If a resident is deemed to require more advanced care, where their dependency 
levels/needs are beyond the scope of the conditions of residence, arrangements for a 
more appropriate placement is organised in consultation with the resident, relatives 
and relevant medical personnel. 
 
On the day of inspection there were 47 residents. The premises consist of a main 
building and eight twin-bedded residential units to the back of the building, linked by 
an internal corridor area. This corridor has seating and also doubles up as a smoking 
room. 
 
Residents’ bedrooms consist of 31 single rooms with one four-bedded room and one 
three-bedded room in the main building. There are two bathrooms, each with a 
shower, a bath and a toilet. There are also seven additional toilets. 
 
Other facilities include a large communal area, a dining room, two further lounge/ 
multifunction rooms, an oratory and a hairdressing area. 
 
The residential units to the rear of the main building are twin-bedded with en suite 
facilities such as shower, toilet and wash-hand basin. 
 
The building is set in large landscaped gardens and there is ample car parking 
available. 
 
St Carthage’s is located just outside the town of Lismore, County Waterford. 

 
 
Date centre was first established: 

 
1990 

 
Number of residents on the date of inspection: 

 
47 

 
Number of vacancies on the date of inspection: 

 
7 

Dependency level of current 
residents: 

Max High Medium Low 

 
Number of residents 

 
0 

 
0 

 
8 

 
39 

Male  
() 

Female 
() 

 
Gender of residents 

 
8 

 
39 
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Management structure 

 
The centre is operated by a voluntary board of management. The nominated 
Registered Provider is Mary Fenton Morrissey who is also the administrator. The 
Person in Charge is Mary Fenton. 
 
The Person in Charge reports to the nominated Registered Provider on a daily basis. 
The board of management meet on a bi-monthly basis. All staff, including multi-task 
attendants, catering and maintenance report to the Person in Charge. 
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Summary of compliance with 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. 
 

This report set out the findings of a registration inspection, which took place 
following an application to the Health Information and Quality Authority for 
registration under Section 48 of the Health Act 2007. 

 
Inspectors met with residents, relatives, and staff members over the two day 
inspection. Inspectors observed practices and reviewed documentation such as care 
plans, medical records, accident logs, policies and procedures and staff files. 
Separate fit person interviews were carried out with the provider and the person in 
charge, both of whom had completed the Fit Person self-assessment document in 
advance of the inspection. This was reviewed by inspectors, along with all the 
information provided in the registration application form and supporting 
documentation. 
 
Prior to the inspection questionnaires were forwarded to the centre for completion by 
both residents and relatives. Sixteen completed questionnaires were returned and 
these were also reviewed by the inspector. Responses predominately portrayed a 
positive experience of life in the centre and the standard of care delivered. 
 
The findings of this inspection are presented under 18 outcome statements. These 
statements set out what is expected in a designated centre and are based on the 
requirements of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended) and the National Quality 
Standards for Residential Care Settings for Older People in Ireland. 
 
The commitment of the board and staff to the maintenance of this community 
service, providing supported accommodation in a homely environment was evident. 
Residents articulated to inspectors that they experienced a high quality of life in the 
centre. Staff demonstrated good knowledge of the residents’ needs, preferences, 
likes and dislikes. There was evidence of communication between residents, staff and 
family members. Overall, inspectors found that residents’ wellbeing was central to 
service provision. 
 
Daily life in the centre aimed to maximise residents’ capacity to exercise choice and 
autonomy as inspectors saw many residents going out to day centres or with their 
families during inspection. 
 
The required improvements primarily centred on fostering and implementing a 
culture of review and learning and care that had a sound basis in evidence based 
practice. Improvement was required not only to prevent a reoccurrence of negative 
incidents but also to enhance the many findings of good practice and enhance clinical 
outcomes for residents. 
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However the board of management did not demonstrate an adequate understanding 
of their responsibilities as set out in 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 and other relevant enactments and applicable legislation in relation to the 
provision of residential services of older people. 
 
The board’s commitment to ongoing review, continuous improvement and quality 
assurance as evidenced at the time of the previous inspection was not evidenced on 
this inspection. There were no reviews or audits completed and this was 
demonstrated in the inspection findings particularly in relation to medication 
management, fire safety procedures, response to emergencies, restraint and the 
proactive management of falls. 
 
While inspectors found an apparent willingness on behalf of the nominated provider 
and person in charge and other staff to comply, no clear rationale was provided to 
account for the lack of progress evidenced. The findings from this inspection 
consolidated that there was a lack of understanding of the process of regulation, 
inspection and registration. 
 
Notwithstanding the improvements noted and the general good standard to which 
the health care needs of residents were met, given that this was a registration 
inspection inspectors had  concerns in relation to the level of understanding and 
familiarity with the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). 
 
Further significant improvements were still necessary in order to fully comply with 
the Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended) and the National Quality Standards for 
Residential Care Settings for Older People in Ireland.  

 
These improvements included:  
 the availability of 24-hour nursing cover 
 the skill-mix of staff available at weekends and overnight 
 training for staff in moving and handling of residents 
 complaint management systems and recoding practices 
 medication management procedures 
 recruitment practices  
 risk management procedures  
 fire safety management procedures  
 procedures to review the quality and safety of care  
 residents’ medical and other records 
 documentation of treatment plans in relation to specific health care issues 

identified  
 completion and implementation of all policies. 
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Section 50 (1) (b) of the Health Act 2007  
Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older 
People in Ireland. 
 

1. Statement of purpose and quality management 
 
Outcome 1 
There is a written statement of purpose that accurately describes the service that is 
provided in the centre. The services and facilities outlined in the statement of 
purpose, and the manner in which care is provided, reflect the diverse needs of 
residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 
 

Inspection findings 
 
The centre did have a statement of purpose and function; however, significant 
amendments were required to accurately reflect the care model and services to be 
provided. 
 
It did not describe the categories of care provided and level of needs that can be 
accommodated. It did not outline the criteria used for emergency admissions which 
could result in residents being inappropriately placed.  
 
It did not specify that if residents were deemed to require more advanced care which 
is beyond the scope of the centre that a more appropriate care setting which meets 
the needs of the resident maybe required in consultation with the resident/ relative 
and relevant medical personnel. 
 
Further omissions included type of nursing care to be provided and the name and 
position of any other person participating in the management of the centre. 

 
Outcome 2 
The quality of care and experience of the residents are monitored and developed on 
an ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 
 

 
 



 

Page 8 of 37 

Inspection findings 
 
The person in charge and the nominated registered provider said that the system of 
review that was in place included consultation with residents on a daily basis.  
 
There was no formal mechanism in place or evidence to substantiate that the 
residents were consulted or informed as to the organisation of the centre, that their 
views were sought either collectively or individually and used to influence and 
improve upon the delivery of services. 
 
There was no evidence of the collection and use of data on significant issues 
evidenced by inspectors such as wound management, falls or nutrition for the 
purposes of ongoing quality monitoring and continuous improvement, or an 
understanding that its collection and review could improve on clinical and safety 
outcomes for residents. 
 
A residents’ forum, as outlined in legislation, was not in operation for residents to 
enable them to have their say in the running of the nursing home. 

 
Outcome 3 
The complaints of each resident, his/her family, advocate or representative, and 
visitors are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
 
 

Inspection findings 
 
Residents and relatives reported to inspectors that they had easy access to the 
person in charge, nominated provider and they could openly report any concerns to 
her or other members of staff. 
 
While there was now a complaints procedure in place it was not displayed in a 
prominent position and the person referred to in Article 39 (10) was not identified. 
There were no complaints logged in the complaints book. 
 
2. Safeguarding and safety 
 
Outcome 4 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
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Inspection findings 
 
Measures had been put in place to protect residents from being harmed or suffering 
abuse. The person in charge said that all staff had received training in the protection 
of vulnerable adults; however, there was documentary evidence on site available to 
inspectors for some staff only. 
 
Residents spoken to confirmed that they felt safe in the centre. They primarily 
attributed this to staff being available to them and their experience of receiving a 
high standard of care. 
 
A centre specific policy was available. The person in charge and staff displayed 
adequate knowledge of the different forms of elder abuse and all were clear on 
reporting procedures. However staff interviewed by inspectors were not aware that a 
centre-specific policy was available. 
 
Inspectors examined the details of the transactions and records in relation to 
residents’ money and other residents’ fee payments. Documentation maintained and 
receipting practices were transparent and comprehensive. 

 
Outcome 5 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems 
 
 

Inspection findings 
 
Practice in relation to the health and safety of residents and the management of risk 
did not sufficiently promote or ensure the safety of residents, staff and visitors. 
 
The provider had developed a risk management policy; however, there was no 
implementation or review date and it had not been signed off by the management 
team. The policy consisted of a generic outline of the process of risk management. 
For example if a resident was absent without leave the policy stated that a 
mechanical/electrical access system was used; however, inspectors saw that this 
system was not in operation during inspection. 
 
The policy on missing residents did not take account the nature of the service and 
the residents’ rights to leave the centre freely. It required more specific details of 
actions to be taken and timeframes for these actions to adequately guide staff in the 
event of a resident being missing and at risk. 
 



 

Page 10 of 37 

Inspectors’ found that the risks identified for residents as opposed to staff had not 
been clearly differentiated in this policy and it did not fully comply with the 
requirements of the regulations. In addition, staff working alone was not factored 
into the risk assessment. 
 
There was no system for auditing risks identified and strategies implemented to 
address them. Accident and incident records reviewed demonstrated that 16 
incidents were recorded since January 2011. Inspectors were satisfied that the 
incidence of accidents and incidents as recorded were proportionate to the 
dependency levels, cognitive status and levels of mobility observed.  
 
Notifications forwarded to the authority which corresponded with the accident and 
incident records demonstrated that the numbers of falls or minor incidents were not 
of a significant level and the actions taken were appropriate.  
However, a review of the premises and incidents would support the identification of 
risks and other strategies to prevent incidents. 
 
Inspectors found that significant improvements were necessary in the consistent 
application of fire safety and fire management systems. Inspectors examined the fire 
register and saw that it had been signed as read by 12 staff.  Fire training for 25 
staff had taken place in October 2010. There was only one record of fire training and 
a documented entry in the staff training records between two night staff and the 
person in charge in relation to fire safety. 
 
Fire equipment had been serviced in March 2011. Fire drills were not undertaken on 
a six-monthly basis and there were no certificates available for quarterly testing of 
the fire alarm. There was no evidence that fire exits and the alarm panel was 
checked on a daily basis. There was a fire consultants report commissioned in August 
2011 available which indicated that there was immediate works to be completed. 
 
The centre did not have written documentation from a suitably qualified person that 
all the requirements of the statutory fire authority had been complied with.  
 
Staff could not articulate to inspectors the procedure for the safe transfer of 
residents within the fire compartments nor identify which residents would require 
most assistance. There was a fire action notice at the main entrance. 
 
The health and safety statement was undated and referred to responsibilities of the 
previous person in charge who had retired three years prior to inspection. The 
current person in charge said that she was not taking responsibility for health and 
safety as she knew nothing about it. 
 
The person in charge confirmed that there was no designated clinical waste contract. 
She informed inspectors that she takes the clinical waste to the general practitioner 
(GP) for removal. 
 
A food safety management system was in place and staff had recently received food 
safety training as observed by inspectors. The person in charge said that the 



 

Page 11 of 37 

Environmental Health Officer (EHO) had inspected the premises; however, there was 
no report available.  
 
Outcome 6 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 
 

Inspection findings 
 
There was evidence of unsafe medication management practices. Inspectors 
observed that medicines were not checked against prescriptions and were informed 
that nursing staff knew what tablets that residents were on therefore would know if 
there was an error in the blister pack. This system and method of administering 
medication does not conform with An Bord Altranais best practice guidelines in 
medication management. 
 
Medications were administered by non nursing staff and administration was recorded 
on the administration sheet by nursing staff. However when a registered nurse is not 
on duty, care staff do not sign for administering medication therefore there is no 
accountability or traceability of medicines administered to residents. 
 
One medication error was recorded and inspectors found that the cause of this error 
was identified by the person in charge and the appropriate actions taken. There was 
no evidence of medication management audits being carried out to inform best 
practice and to enhance quality and safety of care delivered to residents. 
 
There were some residents who were self administering medication and there was 
good practice found in relation to this. Inspectors saw evidence of assessment of 
capacity to undertake this self administration and signed agreements by the 
residents to do so. 
 
There was no centre-specific procedure for disposal of medications. 
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3. Health and social care needs 
 
Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied healthcare. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set 
out in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
 
 

Inspection findings 
 
The care planning process had commenced since the previous inspection. Inspectors 
examined five care plans and found that each care plan commenced with a basic 
comprehensive assessment augmented by a suite of validated assessment tools for 
dependency, risk of falls and mini mental test score. 
 
Most admissions were initiated when the resident became unable to manage at home 
on their own, or when a resident sought the security of having access to staff during 
the day and night”. 
In the majority of cases the need for admission was initially identified by the 
resident’s GP or the Public Health Nurse (PHN).  
 
Residents informed inspectors that they felt safer and had an improved quality of life 
and company as a result of the admission, despite their initial reluctance to leave 
their homes. Some residents had initially come to the centre for respite and stayed 
there as they enjoyed the security offered. 
 
In accordance with the centre’s ethos of maintaining independence, many residents 
attended their own GP or the local GP surgery. Where necessary, centre staff 
accompanied residents or provided transport for them to the surgery and then to the 
local pharmacy to collect any medications prescribed. Inspectors saw that there were 
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out patient appointment clinics booked for residents. There was evidence of optical 
assessments being carried out and chiropody was available. 
 
Nursing records are not completed daily or in any consistent manner. However, 
inspectors noted that significant events or changes were outlined as they occurred by 
the person in charge and these records were consistent with corresponding medical 
records. 
 
There were some residents whose dependency levels were assessed as medium 
living in the centre. In some cases the resident’s healthcare needs had altered over 
time and the person in charge recognised that the placement was not, at this time, 
best equipped to meet the resident’s needs and was seeking other options through 
the age related clinic in the acute services. However, as stated previously this ethos 
was not outlined in the purpose and function of the centre. Inspectors observed that 
some residents required special diets; however, there were no nutritional 
assessments done.  
 
An inspector observed one resident receiving pressure ulcer care; however, there 
was no reference to this in the resident’s care plan. 
 
Residents had significant choice in how they spent their time, in their daily routines, 
and had freedom to exercise choice in all aspects of their lives. They were able to 
leave and visit the local village, visit their relatives or homes as and when they 
wished. 
 
This was observed by inspectors and confirmed by the residents. Their individual 
preferences and personal wishes were respected. Activities provided were meaningful 
and included art, bingo, cards, music sessions, regular contact with the local 
community via regular and open visiting times, access to local and national 
newspapers, and other media to ensure they kept in touch with news and events.  
 
Residents confirmed that they could rest in their rooms when they wished and watch 
television in private in their rooms. 
 
Of note to the inspectors was the ease of communication and concern observed 
between residents, the respectful communication between staff and residents and 
the general freedom of movement and independence of the residents. 

  
Outcome 8 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
 
References: 
Regulation 14: End of Life Care 
Standard 16: End of Life Care 
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Inspection findings 
 
There was no resident receiving end of life care at the time of inspection. A staff 
member informed inspectors if there was a sudden deterioration in a resident’s 
condition they would be transferred to the acute services. 
 
Mass was provided on a weekly basis and arrangements were in place to 
accommodate other religious denominations as told to inspectors by residents.  

 
Outcome 9 
Each resident is provided with food and drink at times and in quantities adequate for 
his/her needs. Food is properly prepared, cooked and served, and is wholesome and 
nutritious. Assistance is offered to residents in a discrete and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes 
 
 

Inspection findings 
 
Inspectors found that residents received a nutritious and varied diet that offered 
choice each day. The meals were social and enjoyable occasions, residents could eat 
in their room if they wished or come to the dining room. Inspectors observed that 
the dining room was supervised during mealtimes. 
 
The tables were nicely set, the general atmosphere was pleasant and the meals 
unhurried. Inspectors observed a resident helping to set tables for meals. Residents 
had access to regular nutritious and appetising snacks, including soup and home 
baking. Residents confirmed that what was observed by inspectors during the 
inspection was the normal procedure and inspectors also observed snacks, tea and 
toast available to residents in the late evening. 
 
There was a policy on monitoring and documentation of nutritional intake. Inspectors 
did not see any menus displayed and noted that many residents wore bibs which are 
not conducive to person-centred care. 

 
4. Respecting and involving residents 
 
Outcome 10 
Each resident has an agreed written contract which includes details of the services to 
be provided for that resident and the fees to be charged. 
 
References: 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
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Inspection findings 
 
There were no contracts of care as outlined by the regulations. 

 
Outcome 11 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. 
He/she is facilitated to communicate and enabled to exercise choice and control over 
his/her life and to maximise his/her independence.  
 
References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
Standard 5: Civil, Political, Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts 
 
 

Inspection findings 
 
Given the informal visiting policy of the centre, there were opportunities for relatives 
to give feedback to staff on a regular basis and relatives confirmed that they felt 
reassured and comfortable in doing this. 
 
Family and social relationships were encouraged through the open visiting policy. 
Relatives who spoke with inspectors had a well rounded view of how the centre 
operated at different times of the day, as they were free to call at any time. 
 
Inspectors observed good interactions between staff and residents. Inspectors 
observed staff knocking before entering residents’ rooms. There was a high visibility 
of staff in communal areas observed chatting freely with residents. Residents stated 
that they could talk to staff at any time. Residents confirmed that they could make 
individual choices and these were respected. 
 
There was no residents’ forum in operation which would enhance consultation and 
improvement on all matters affecting the residents. Inspectors did not see any 
evidence that residents contributed ideas to and participated in the day-to-day 
activities of the centre. 
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Outcome 12 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
 
 

Inspection findings 
 
Not all the residents had lockable storage space, thus compromising their ability to 
retain control over their possessions. There was adequate space provided for 
residents’ personal possessions. Bedrooms were seen to contain significant amounts 
of mementoes and personal possessions. 
 
Some residents said that their relatives took their laundry home. One resident told an 
inspector that he was happy with the way his clothes were managed. Staff told 
inspectors that it was very rare for clothes to get lost as there were all labelled which 
does not reflect person-centred care. 
 
The laundry area was completely inadequate as there were two industrial washing 
machines located adjacent to a sluicing sink where commode pans were washed as 
told to inspectors. Inspectors also saw that urine samples were checked here as the 
equipment used for these samples was stored on the shelf. 
 
The domestic waste and clinical waste were also stored in this area. Inspectors 
observed that the shelving area for clean clothes also contained brushes and 
dustpans. There was not adequate space for segregation of clean and dirty linen. 
 
5. Suitable staffing 
 
Outcome 13 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management 
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Inspection findings 
 
The person in charge demonstrated clinical knowledge to ensure suitable and safe 
care both during inspection and during the fit person interview. There was a named 
nurse available to deputise for the person in charge. 

 
Collectively, governance structures were not adequate. There was a registered 
general nurse on duty during the day but there was no definitive sustainable 
arrangement in place to ensure that this person was also the designated person in 
charge with overall clinical and organisational responsibility for all staff, residents and 
services. 
 
The person in charge said she worked full time Monday to Friday. Staff and residents 
confirmed this to inspectors. However, the planned and actual staff rota did not 
indicate this working arrangement. 

 
Outcome 14 
There are appropriate staff numbers and skill-mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff has up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision 
 
 

Inspection findings 
 
The staffing arrangements did not satisfy the criteria as laid down in the regulations. 
There was no qualified nurse on duty at all times in the centre. Rosters examined by 
inspectors confirmed that from 20:00hrs until 08:00hrs there were two care 
assistants on duty. 
 
All personal identification numbers (PIN) for nursing staff were available. 
 
There was a policy for the recruitment, selection and Garda Síochána vetting of staff. 
However, it was not reflected in practice. A sample of personnel files found that 
omissions included the required Garda Síochána vetting and evidence of mental and 
physical fitness. Volunteers who had direct access to residents were not vetted 
appropriate to their role. 
 



 

Page 18 of 37 

There was no planned staff training and development programme. Records of 
education and training undertaken by staff were held in individual staff files.  
Education and training specific to the needs of residents as observed and assessed 
and specific to the findings of this and the previous inspections lacked in areas such 
as wound management, medication management, infection control, nutrition, 
person-centred care and clinical audit. 
 
Mandatory training in manual handling was not complete presenting a risk to the 
safety of both staff and residents. 
 
6. Safe and suitable premises 
 
Outcome 15 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
 
References: 
Regulation 19: Premises 
Standard 25: Physical Environment 
 
 

Inspection findings 
 
Inspectors found that the design and layout of the main building was suitable for 
dependent older adults. The main circulation areas were spacious and well equipped 
with hand rails. The environment was homely, well decorated and in a style which 
was comfortable. There are adequate communal areas which were bright and 
spacious and easily accommodated the number of residents.  
 
The single bedrooms had adequate personal storage space and each had a wash 
hand basin. The shared bedrooms had limited storage space. The premises 
contained the required number of toilets and bathrooms for the number of residents. 
 
The residential units to the rear of the building were suited to independent living or 
low dependency. The bed space was limited in some units depending on the layout. 
There is a small enclosed patio area in the centre of the units with adequate seating. 
There are landscaped gardens to the front of the building which are easily accessible 
to all residents. 
 
There was no assistive equipment used; however, walking aids were used to support 
residents’ independence. 
  
Staff facilities required upgrading; there were no separate washing facilities for 
kitchen staff. Inspectors observed that all staff had their meals in the main kitchen 
area which does not support best practice in infection control. 
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7. Records and documentation to kept at a designated centre 

 
Outcome 16 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained 
in a manner so as to ensure completeness, accuracy and ease of retrieval. The 
designated centre is adequately insured against accidents or injury to residents, staff 
and visitors. The designated centre has all of the written operational policies as 
required by Schedule 5 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). 
 

References: 
Regulation 21: Provision of Information to Residents 
Regulation 22: Maintenance of Records 
Regulation 23: Directory of Residents 
Regulation 24: Staffing Records 
Regulation 25: Medical Records 
Regulation 26: Insurance Cover  
Regulation 27: Operating Policies and Procedures  
Standard 1: Information 
Standard 29: Management Systems 
Standard 32: Register and Residents’ Records 
 
 

Inspection findings 
* Where “Improvements required” is indicated, full details of actions required are in 
the Action Plan at the end of the report.  
 
Resident’s guide  
 
Substantial compliance                                          Improvements required  
 
There was no Residents’ Guide 
 
Records in relation to residents (Schedule 3) 
 
Substantial compliance                                          Improvements required  
 
General records (Schedule 4) 
 
Substantial compliance                                          Improvements required  
 
A copy of the last inspection reports was not available. Staff files did not contain all 
the information as required by the regulations. There were no contracts of care. 
There were no records of fire drills. 
 
Operating policies and procedures (Schedule 5) 
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Substantial compliance                                          Improvements required  
 
Omissions of policies pertaining to Schedule 5 included: 
 creation of , access to, retention of and destruction of records 
 provision of information 
 handling and disposal of unused or out of date medicines. 

 
Directory of residents 
 
Substantial compliance                                          Improvements required  
 
Staffing records 
 
Substantial compliance                                          Improvements required  
 
All personnel files did not have evidence of Garda Síochána vetting and evidence of 
mental and physical fitness. 
 
Medical records 
 
Substantial compliance                                          Improvements required  
 
Some medical records were absent and nursing notes were not completed on a daily 
basis.  
 
Insurance cover 
 
Substantial compliance                                          Improvements required  

 
Outcome 17 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 

 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 
 

Inspection findings 
 
Examination of the accident and incident logs demonstrated that notifications of 
incidents as required by the regulations had been issued to the Authority. 
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Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designed centre and the arrangements in place for the management of the 
designated centre during his/her absence.  

 
References: 
Regulation 37: Notification of periods when the Person in Charge is absent from a 
Designated Centre 
Regulation 38: Notification of the procedures and arrangements for periods when the 
person in charge is absent from a Designated Centre 
Standard 27: Operational Management 
 
 

Inspection findings 
 
There were arrangements in place for the absence of the person in charge.  
 
There have been no absences of the person in charge for such a length that required 
notification to the Chief Inspector. 
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Closing the visit  

 
At the close of the inspection visit a feedback meeting was held with the nominated 
provider, person in charge, staff nurse and six members of the board of 
management to report on the inspectors’ findings, which highlighted both good 
practice and where improvements were needed.  
 
Acknowledgements 
 
The inspectors wish to acknowledge the cooperation and assistance of the residents, 
relatives, provider and staff during the inspection. 
 
Report compiled by:  
 
Íde Batan 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
18 October 2011 
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Provider’s response to inspection report 
 

 
Centre: 

 
St Carthage’s 

 
Centre ID: 

 
0687 

 
Date of inspection: 

 
11 October 2011 and 12 October 2011 

 
Date of response: 

 
2 November 2011 

 
Requirements 
 
These requirements set out the actions that must be taken to meet 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. 
 
Outcome 1: Statement of purpose and quality management 

1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The statement of purpose and function did not contain all the information required as 
outlined in the Health Act 2007 (Care and Welfare of Residents in Designated Centres for 
Older People) Regulations 2009 (as amended). 
 
Action required:  
 
Compile a statement of purpose that consists of all matters listed in Article 5 and 
Schedule 1 of the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 (as amended). 
 
 
 
 

                                                 
  The Authority reserves the right to edit responses received for reasons including: clarity; completeness; 
and, compliance with legal norms. 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 
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Action required:  
 
Ensure that any criteria used for admission and discharge to and from the designated 
centre, including the designated centre’s policy and procedures for admissions is clearly 
outlined. 
 
Reference: 

Health Act 2007 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 

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

Timescale: 
 

Provider’s response: 
 
Statement of purpose will be finalised by 8 November 2011. 

 
 
8 November 2011 
 
 

 
Outcome 2: Reviewing and improving the quality and safety of care  

2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was no system for reviewing on an ongoing basis the quality and safety of care 
and services provided to residents, staff and visitors.  
 
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. 
Improvements are clearly demonstrated and corrective action plans implemented. 
 
Action required: 
 
Consult with residents and their representatives in relation to the system for reviewing 
and improving the quality and safety of care, and the quality of life of residents. Provide 
appropriate evidence of their input that demonstrates respect for and belief in their input.
 
Reference: 

Health Act 2007 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 

                   Standard 30: Quality Assurance and Continuous Improvement 
 
 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
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Provider’s response:  
 
Consultative forum appointed under Dr. O' Donovan in consultation 
with all GPs attending residents in St. Carthage's House. 
 
Forum set up for residents and family. Meetings to be held 
quarterly with meetings minuted. 
 

 
 
 
20 October 2011 

 
Outcome 3: Complaints procedures 

3. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The complaints procedure was not in accordance with the regulations. 
 
Action required:  
 
Ensure that complaints procedures are displayed in a prominent location. 
 
Action required:  
 
Ensure the complaints procedure contains an appropriate independent appeals process 
that facilitates fair internal review/appeal, the operation of which is included in the 
designated centre’s policies and procedures 
 
Action required: 
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint, whether or not the complainant was satisfied and any learning and measures 
identified for improvement to prevent reoccurrence. 
 
Reference: 

Health Act 2007 
Regulation 39: Complaints Procedures 

                   Standard 6: Complaints  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Complaints procedure displayed on notice board. 
An independent appeals process is in place. 
 
Complaints record available in main office. 
 
 

 
 
9 November 2011 
 
 

 
 



 

Page 26 of 37 

Outcome 4: Safeguarding and safety 
4. The provider/person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
There were no fire drill training records available. 
 
All elder abuse training records were not available to inspectors.  
 
Action required: 
 
Maintain records of all such training and make them available for inspection. 
 
 
Reference: 

Health Act 2007 
Regulation 6: General Welfare and Protection 
Regulation 22: Maintenance of Records 
Standard 8: Protection 
Standard 32: Register and Residents’ Records 

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

Timescale: 
 

Provider’s response: 
 
Fire drill training took place on 20 October 2011 
All staff have received elder abuse training and records are in 
place. 
 
All records maintained and in place. 

 
 
20 October 2011 
 
 

 
Outcome 5: Health and safety and risk management  

5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Collectively, the health and safety and risk management documentation did not meet the 
requirements of legislation. 
 
Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the identification 
and assessment of risks throughout the designated centre and the precautions in place to 
control the risks identified.   
 
Action required:  
 
Put in place written operational policies and procedures relating to the health and safety, 
including food safety, of residents, staff and visitors. 
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Action required: 
 
Ensure that the risk management policy covers the arrangements for the identification, 
recording, investigation and learning from serious or untoward incidents or adverse 
events involving residents. 
 
Action required: 
 
Provide training for staff in the moving and handling of residents. 
 
Action required: 
 
Make adequate arrangements for detecting, containing and extinguishing fires; giving 
warnings of fires; the evacuation of all people in the designated centre and safe 
placement of residents; the maintenance of all fire equipment; reviewing fire precautions, 
and testing fire equipment, at suitable intervals. 
 
Action required: 
 
Ensure, by means of fire drills and fire practices at suitable intervals, that the staff and, 
as far as is reasonably practicable, residents, are aware of the procedure to be followed 
in the case of fire, including the procedure for saving life. 
 
Action required: 
 
Provide to the Chief Inspector, together with the application for registration or renewal of 
registration, written confirmation from a competent person that all the requirements of 
the statutory fire authority have been complied with. 
 
Reference: 

 Health Act 2007 
 Regulation 30: Health and Safety 

                    Regulation 31: Risk Management Procedures 
                    Standard 26: Health and Safety  
                    Standard 29: Management Systems 
                    Regulation 32: Fire Precautions and Records 

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

Timescale: 
 

Provider’s response: 
 
Revised risk management policy is being reviewed. 
 
Written operational policies and procedures relating to the health 
and safety including food safety to residents, staff and visitors are 
being put in place. 
 
Risk management policy will cover identification, recording and 

 
 
31 January 2012 
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investigation for serious incidents. 
 
Manual Handling training being given to staff on 25 November 
2011. 
 
Recommendations made by fire consultant are being implemented. 
Evacuation and fire drill will take place week commencing 21 
November 2011. 
 
Equipment is tested and reviewed on a six-monthly basis. Fire drills 
will also take place on a six-monthly basis. 
 
Written confirmation from a competent person will be issued on 
completing of recommendations. 
 
 
 
Outcome 6: Medication management 

6. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Practice in relation to the ordering, prescribing administration of medicines was not in 
accordance with legislation and best practice. 
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies relating to 
the handling and disposal of unused or out of date medicines and ensure that staff are 
familiar with such policies and procedures. 
 
Reference: 

Health Act 2007 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 

                   Standard 14: Medication Management   
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Written operational policies relating to the handling and disposal of 
unused and out of date medicines are now in place in our medication 
and administration policy. 
 
 
Initial Services are now providing a service to St. Carthage's House 
in liaison with our serving pharmacist. All staff aware of procedure. 
  
 

 
 
27 October 2011 
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Outcome 7: Health and social care needs 

7. The provider person in charge  is failing to comply with a regulatory 
requirement in the following respect:  
 
The care planning system, documentation and records did not adequately outline    
assessment, treatment and review of specific healthcare needs identified for some 
residents.  
 
Action required: 
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
 
Action required:  
 
Ensure that nursing assessment tools are specific and valid to the resident and care 
setting and ensure a high standard of evidence-based nursing care. 
 
Action required: 
 
Ensure that a nursing record of the person’s health and condition is completed on a daily 
basis. 
 
Action required: 
 
The person in charge shall ensure that the care plan is accurately completed in line with 
professional standards and best practice, accurately reflects the assessment findings and 
sets out in detail the action to be taken by staff to ensure that all aspects of the 
resident’s health, welfare, personal and social needs are appropriately managed and met.
 
Reference: 

Health Act 2007 
Regulation 8: Assessment and Care Plan 

                   Standard 3: Consent  
                   Standard 10: Assessment 
                   Standard 11: The Resident’s Care Plan 

Standard 17: Autonomy and Independence 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The tools of assessment that are used is MTS. When this is 
deemed to be less that 7 out of 10 then the folstein mini mental 
state examination (mmse) is recommended as the more 
appropriate test. 

 
 
Completed 
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The Barthel index is the tool used to monitor the level of 
independence. Both recommended by the Health Information and 
Quality Authority in the SS11 briefing 20 March 2010. 
The tool used for falls assessment in St. Carthage's House is the 
SAFE score. 
An overarching policy on residents self-medicating has been put in 
place.  
We are in the process of compiling a daily record/flowsheet. In the 
interim period we document any clinical changes as required for 
each resident. This will be completed by 31 January 2012. 
 

 
 
 
 
 
 
 
 
31 January 2012 

 
Outcome 10: Contract for the provision of services 

10. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There were no contracts of care. 
 
Action required:  
 
Ensure that a contract is provided to each resident within one month of admission of that 
resident to the designated centre. 
 
Action required:  
 
Such contract shall deal with the care and welfare of the resident in the designated 
centre and shall include details of the services to be provided and the fees to be charged.
 
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: 
 
The sub committee to review the financial outlook of St. Carthage's 
House going forward will not report to the Board until mid January. 
Contract of care will be in place by 31 January 2012. 

 
 
31 January 2012 
 
 

 
Outcome 11: Residents’ rights, dignity and consultation 

11. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was no evidence of any arrangements to facilitate, insofar as is reasonably 
practicable, consultation and participation in the organisation of the designated centre. 
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Action required:  
 
Each resident’s rights to consultation and participation in the organisation of the service 
must be respected and facilitated. Residents and/or their families, insofar as is 
reasonably practicable, must be facilitated to be consulted about and facilitated to 
participate in the operation of the centre. Actions and decisions taken at residents 
meetings must be recorded and circulated to other residents and/or their families. 
 
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: 
 
Next meeting of resident’s forum will be attended by residents and 
family. Minutes of first meeting will be circulated prior to meeting. 
 
 

 
 
7 December 2011 
 
 

 
Outcome 12: Residents’ clothing and personal property and possessions 

12. The provider  is failing to comply with a regulatory requirement in the 
following respect:  
 
There was inadequate space available to some residents for personal possessions, such 
as adequate clothes storage space and adequate locked storage space. 
 
Action required: 
 
Adequate space must be provided for a reasonable number of personal possessions and 
that each resident is facilitated to retain control over their personal possessions. 
 
Reference: 

Health Act 2007 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 19: Premises 
Standard 4: Privacy and Dignity 
Standard 25: Physical Environment 

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

Timescale: 
 

Provider’s response: 
 
Individual keyed space will be provided to each resident. 

 
 
31 January 2012 
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Outcome 13: Suitable person in charge  

13. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Existing governance arrangements allow for a nurse on duty at all times but not in 
charge of the designated centre. 
 
Action required:  
 
Ensure that there is an appropriately qualified registered nurse on duty and in charge of 
the designated centre at all times and a record thereof maintained.  
 
Action required:  
 
Ensure that there is a planned and actual rota showing staff on duty which includes the 
person in charge. 
 
Reference: 

Health Act 2007 
Regulation 15: Person in Charge 

                   Regulation 16: Staffing 
                   Standard 27: Operational Management  
                   Standard 29: Management Systems 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
As we are a residential home for the elderly we do not require nor 
do we provide 24 hour nursing care, as stated in our statement of 
purpose and will also be stated in our contract of care. 
 
There is a planned and actual rota showing all staff on duty at all 
times. This is completed. 

 
 
 
 
 
 
Completed 

 
Outcome 14: Suitable staffing 

14. The person in charge  is failing to comply with a regulatory requirement in 
the following respect:  
 
There was not a qualified nurse on duty and in charge of the centre at all times. 
 
There was no evidence to support the verification of staff references. 
 
The staff training and development programme did not encompass the care requirements 
of residents as they presented on a daily basis to ensure that all staff had the required 
knowledge to enable them to provide care in accordance with contemporary evidence 
based practice.   
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Action required:  
 
Ensure that an appropriately qualified registered nurse is on duty and in charge of the 
designated centre at all times, and maintain a record to this effect. 
 
Action required:  
 
Ensure that the numbers and skill-mix of staff are appropriate to the assessed needs of 
residents at all times.  
 
Action required: 
 
Put in place recruitment procedures to ensure no staff member is employed unless the 
person is fit to work at the designated centre and full and satisfactory information and 
documents specified in Schedule 2 have been obtained in respect of each person. 
 
Action required: 
 
Put in place recruitment procedures to ensure the authenticity of the staff references 
referred to in Schedule 2. 
 
Action required: 
 
Ensure that volunteers have their roles and responsibilities set out in a written agreement 
and are vetted appropriate to their role. 
 
Action required: 
 
Provide all staff members with access to education and training based on an assessment 
of the needs of the residents to enable them to provide care in accordance with 
contemporary evidence-based practice. 
 
Action required: 
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
Reference: 

Health Act 2007 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Standard 22: Recruitment  
Standard 24: Training and Supervision 

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

Timescale: 
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Provider’s response: 
 
All Staff in St. Carthage's House are given ongoing training to 
ensure that the assessed needs of the residents are met. 
Recruitment procedures will be put in place to ensure that all staff 
are fit and have the necessary documentation. 
 
The section dealing with volunteers is not applicable to St. 
Carthage's House. 
 
All staff members are supervised on a daily basis. 

 
 
30 November 2011 
 
 

 
Outcome 15: Safe and suitable premises 

15. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Minor improvements were required to reduce risk and promote the health and safety of 
residents, staff and visitors. 
 
Action required:  
 
The physical design and layout of the premises must meet the needs of each resident 
and ensure the safety of each resident. 
 
Action required:  
 
Ensure that laundry systems and work practices are in line with local policy, best practice 
or national guidelines on infection prevention and control. 
 
Action required: 
 
Suitable storage facilities must be provided for residents’ use. 
 
Reference: 

Health Act 2007 
Regulation 19: Premises 

                   Standard 25: Physical Environment  
                   Standard 27: Operational Management 
                   Standard 29: Management Systems 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The physical design and layout of the premises meets the needs of 
the residents as it is a purpose-built unit. 
 
Any defects in the laundry system and work practices have been 
corrected. 

 
 
31 January 2012 
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Storage facilities will be provided for residents' use. 
 
 
 
Outcome 16: Records and documentation to be kept at a designated centre 

16. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
All required records were not maintained and some were not maintained in a manner so 
as to ensure completeness, ease of retrieval of information. 
 
Policies and procedures were undated, did not have a review date and were not 
referenced to best practice literature, relevant legislation and national guidelines. 
 
Action required:  
 
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) in a manner so to ensure completeness, accuracy and ease 
of retrieval. 
 
Action required:  
 
Review all the written operational policies and procedures of the designated centre on 
the recommendation of the findings of this inspection. Policies are dated, have a clear 
review date and are appropriately referenced to support a high standard of evidence 
based nursing practice. 
 
Action required: 
 
Ensure that records are made available at all times for inspection and monitoring 
purposes under the Act. 
 
Action required: 
 
Medical records are maintained so as to ensure completeness, accuracy and ease of 
retrieval. 
 
Action required: 
 
Ensure that there is a written guide which is referred to as the Residents’ Guide and that 
it includes: 
 a summary of the statement of purpose 
 terms and conditions in respect of accommodation to be provided for residents 
 the most recent inspection report 
 a summary of the complaints procedure provided for in Article 39 
 address and telephone number of the Chief Inspector. 
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Reference: 
Health Act 2007 
Regulation 25: Medical Records 

                   Regulation 22: Maintenance of Records 
                   Standard 29: Management Systems 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All records will be maintained in a manner to ensure completeness, 
accuracy and ease of retrieval. 
 
All policies and procedures will be dated and reviewed annually by 
management and person in charge. 
 
Medical records accompany resident care plans and are signed by 
GP on every visit. 
 
 

 
 
31 December 2012 
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Any comments the provider may wish to make: 
 
 
Provider’s response:   
 
None received. 
 
 
 
 
 
Provider’s name: St. Carthage's House Ltd. 
   
     
Date: 2 November 2011 
       
 
 
 
 
 
 
 
 
 
 
 
 


