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Health Information and Quality Authority
Social Services Inspectorate 
 
 
Registration Inspection report 
Designated Centres under Health Act 
2007 
 

 
 
 

 

Centre name: The Sheil Community Hospital 
 

Centre ID: 624 
 
College Street 
 
Ballyshannon 
 

Centre address: 

Co. Donegal. 
 

Telephone number: 071-985300 
 

Fax number: 071-9851291 
 

Email address: donnajreid@hse.ie  
 

Type of centre:  Private         Voluntary        Public 
 

Registered provider: Health Service Executive 
 

Person authorised to act on 
behalf of the provider: 

Kieran Doherty 

Person in charge: Donna Reid 
 

Date of inspection: 21 and 22 June 2011 
 

Time inspection took place: Day 1: Start: 09:30 hrs  Completion: 19:00 hrs 
Day 2: Start: 09:00 hrs  Completion: 17:45 hrs 
 

Lead inspector: Geraldine Jolley 
 

Support inspector: N/A 
 

Type of inspection:  Registration 
 Announced 
 Unannounced 

 

About registration 

Page 1 of 33  

mailto:donnajreid@hse.ie


 
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. 
 
About the centre 
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Location of centre and description of services and premises 
 

The Sheil Community Hospital is located on the outskirts of the town of 
Ballyshannon. The hospital provides a wide range of services to the local community. 
This includes accommodation for 34 residents who need long term continuing care or 
short term care for respite, assessment, convalescence or rehabilitation purposes. 
There is one place allocated for palliative care. The other services provided on site 
are community out patient services such as dentistry, physiotherapy, x-ray and a day 
hospital that accommodates up to 20 clients daily. 
 
The hospital building dates from 1894. It is a large two-storey over basement design 
that has been converted and modified over the years. It is set in spacious grounds 
with a garden area that has been developed for residents use. There is car parking 
space to the front and side of the building. 
 
Residents are accommodated on the ground and first floor. The ground floor 
accommodates 15 residents and the room layout comprises of one single room, a 
double room and two six bed areas. The first floor accommodates 19 residents in six 
single rooms, two double rooms, a three bed area and a six bed area. Both floors 
have communal sitting /dining areas. The remaining facilities consist of a reception 
area, an oratory, laundry, the day care area, office space and the out patient 
facilities. There is also a mortuary on site.  

 
Date centre was first established: 1894 

 
Number of residents on the date of inspection: 32 

 
Number of vacancies on the date of inspection: 2 

 
Dependency level of current 
residents: 

Max High Medium Low 

Number of residents 19 
 

9 
 

3 
 

1 
 

Male  
( ) 

Female 
( ) 

Gender of residents 

7 
 

25 
 

 
Management structure 

 
The Person in Charge Donna Reid reports to the service manager for older persons 
services in Donegal, Gwen Mooney. She in turn reports to the nominated provider 
Kieran Doherty. 
  
The Person in Charge is supported in her role by two clinical nurse managers 
responsible for each floor and who supervise the staff nurses, health care staff, 
support staff, cleaning and catering staff.    
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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. 

 
The inspector met with residents, relatives, and staff members over the two day 
inspection. The delivery of care, catering, cleaning and laundry practices were 
observed and documentation such as care plans, medical records, accident logs, 
policies and procedures and staff files was reviewed. A fit person interview was 
carried out with the person in charge. The interview with the provider is scheduled 
for a later date. The fit person self-assessment document had been completed in 
advance of the inspection. This was reviewed by the inspector together with all the 
information provided in the registration application and supporting documentation.  
 
The inspector found that the centre was well managed and organised with the needs 
of residents the priority for all staff. There was a shared vision that the comfort and 
wellbeing of residents was the focus of attention and staff devoted time to ensuring 
that residents’ preferred choices were accommodated. Staff had made considerable 
changes to the way care was delivered since the first inspection of the service 
conducted on 25 and 26 August 2009. At that time the inspectors outlined a number 
of action plans where improvements were needed to improve the quality of life for 
residents and where improvements were needed to care practice. In particular space 
and working arrangements had compromised the privacy of residents, care plans had 
not been completed or reviewed in a systematic manner and the system and 
environment for laundering residents clothing was inadequate.  A follow-up 
inspection conducted on 3 February 2010 found that the action plan had received a 
positive response and 10 of the 18 actions had been completed with the remaining 
items receiving attention. Staff had received training on person-centred care and 
specific aspects of care practice such as nutrition. There were improved 
arrangements for care delivery and protecting residents’ privacy. Since then, staff 
had continued to improve practice and introduce change that improved the service 
provided to residents.     
 
The centre was welcoming, warm and comfortable. The layout of this large building 
which had been converted and modified over the years presented enormous 
challenges as a care environment. The movement of equipment such as hoists and 
specialised chairs needed careful manoeuvring and there were equal challenges for 
residents who had to come to terms with communal living where space was at a 
premium, multiple occupancy rooms and limited communal space. The provider had 
reduced the number of residents being accommodated in the centre which had 
improved this situation significantly.  
Residents told the inspector that they really appreciated having more space in the 
bedrooms areas as they could move around more freely and have more space 
between them and the next resident.  
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The commitment of staff to providing care in an individualised and person centred 
way is  supported by the comments of residents interviewed during the inspection, 
observation of care practice and the way staff described how they organised their 
work to meet specific wishes and expectations of residents. Nursing care was based 
on good practice standards and was described well in care records. A more social 
model of care had been introduced into day to day practice. There was a regular 
activity programme and staff were designated to develop and carry out the 
programme in accordance with residents choices.   
 
The healthcare needs of residents were met through good access to general 
practitioner (GP) services and to allied health professionals. Residents were able to 
practice their religious beliefs freely. There was a good choice of food and the 
standard of catering received many positive comments.  
 
The person in charge was familiar with the resident group, the staff team and their 
development needs and the problems presented by the premises. She demonstrated 
that she had a comprehensive overview of clinical matters relevant to residents’ and 
her legal responsibilities. She was working energetically with the staff team to ensure 
that care and environmental standards were appropriate for residents. There were 
design plans in place to improve the layout of the premises and this work was 
scheduled to commence later in the summer. 
 
The inspector found some aspects of the service that needed improvement. This 
included the fire safety arrangements, reports in accordance with regulation 35, 
records of residents’ property kept for safe keeping and aspects of the premises such 
as the provision of adequate sitting and dining space to enable all residents to sit and 
dine together in comfort.  
  
The Action Plan at the end of this report identifies improvements that must be made 
to meet 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. 
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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 statement of purpose accurately described the service that is provided in the 
centre and met all of the requirements of Schedule 1 of the (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended).  
 
The statement of purpose had been revised as the services and facilities provided in 
the designated centre had been altered. The number of residents accommodated 
had been reduced from 42 to 34 to improve the private and communal space 
available to residents. The profile of residents reflected the statement of purpose. 
There are 17 places designated for long term care with the remaining places 
allocated to respite, convalescence, rehabilitation or assessment care needs. The 
remaining two places are designated for palliative care. The inspector found from the 
information provided and from observation of care practice and discussion with staff 
that the centre had the capacity to meet the diverse needs of residents as outlined in 
the statement of purpose. Staff could outline residents’ needs well, knew their 
individual likes and dislikes and could describe the arrangements in place where 
residents were particularly vulnerable. The inspector was told by residents that the 
centre had a “good atmosphere” and that staff “ cared for them very well” and were 
“kind and attentive” to them.  
 
The statement is kept under review by the provider and is made available to 
residents on admission, and following review.  

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

 
Inspection findings 
 

There was evidence of a quality assurance and continuous improvement system in 
place. The inspector reviewed several audits completed by the person in charge and 
clinical nurse managers. Audits of areas such as falls by residents, medication 
practices, care planning and complaints were reviewed and results analysed to 
determine patterns and areas for improvement and development. The audit of 
medication management resulted in improved practices. The drugs prescribed are 
now printed on the administration sheet by doctors as problems with legibility had 
been identified. The views of residents had resulted in changes to the activity 
programme to make it more appealing and appropriate for all residents.   
 
Clinical data was collected on significant matters such as the use of sedation, weight 
loss, use of restraint, accidents and incidents and residents who spent a significant 
amount of time in bed. The data was audited by the person in charge on a monthly 
basis. This allowed trends to be monitored. The inspector noted that the use of bed 
rails had significantly reduced since the last inspection. On the top floor the inspector 
was told that bed rail use had reduced by 50% as staff were now taking care to 
ensure that the restraint was in the best interest of the resident and also exploring 
other options before selecting the use of bed rails.  
 
The information from quality improvement initiatives was not formulated into a 
report in accordance with regulation 35 –Review of the Quality and Safety of Care 
and Quality of Life. The person in charge had discussed this with the provider and 
the format that this report would take had not been finalised.  

 
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 
 

The person in charge and clinical nurse managers demonstrated a positive attitude 
towards complaints and said that complaints could help them review their work and 
was useful means to improve the service. Complaints were dealt with through the 
Health Service Executive “Your Service, Your Say” procedures. The complaints 
procedure was displayed and described in the residents’ guide and the statement of 
purpose.  
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The inspector was told that complaints are dealt with by the person in charge and 
minor matters were dealt with by staff on each floor.  
The local consumer services officer for the HSE provided guidance if the complaint 
was complex and was the nominated person to provide an overview of complaints 
management in accordance with regulation 39 – Complaints.  
 
There was a system for recording complaints but there had been no complaints to 
record.  Residents and relatives told inspectors they felt comfortable raising their 
views and concerns with the person in charge or members of staff should the need 
arise. Many residents and relatives said they never felt the need to complain. Staff 
said that they are aware that residents and relatives worry about many areas of care. 
They said they are vigilant about concerns and address them quickly to avoid 
anxiety. Relatives are often asked for their views on aspects of care so that they 
become accustomed to discussing issues and can feel more at ease about bringing 
concerns into the open.   
 
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 
 
 
Inspection findings 
 

The inspector found that measures were in place to protect residents from being 
harmed or suffering abuse. All staff had received training on identifying and 
responding to elder abuse. A new DVD had been introduced which was being used 
as the basis for training on protecting residents from abuse and the inspector was 
told that some staff were awaiting fresher training using the new format. Staff could 
describe the different types of abuse and the reporting procedures in place. There 
was a detailed elder abuse policy in place. Contact details of the designated elder 
abuse officer for the area were available.  
 
Residents said that they felt safe in the centre and felt that there were adequate 
measures such as sufficient staff in place to protect them from harm. Questionnaires 
completed by residents and their relatives confirmed that residents felt safe. There 
were no reports or allegations of abuse received by the Authority from the centre.  
 
The inspector examined the arrangements for managing residents’ finances with an 
administrative officer. There were detailed records maintained in accordance with the 
HSE policy for managing residents’ finances. The centre has responsibility for the 
finances of six residents and their monies are managed through a central accounts 
system off site. The administrator manages smaller amounts of money for other 
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residents. An individual record was maintained, all transactions were described and 
an ongoing balance was recorded.  
 
While the system was transparent and well organised the inspector was concerned 
that receipts were not issued to residents for money or valuable items placed in the 
safe for safekeeping. A record of the items brought in to the centre was maintained 
but it was not clear which items had been retained by residents or which had been 
placed in the safe.  

 
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 
 

The inspector found that some systems and practices that promoted health and 
safety were in place and that a more comprehensive system of risk management was 
being developed. There was a health and safety committee for the centre that met 
on a monthly basis and included ward managers, maintenance staff, support staff 
from the kitchen and laundry and allied health professionals such as physiotherapy 
and occupational therapy. A member of the support staff had a lead role for 
managing health and safety and he told the inspector that he had been part of this 
group since 2006. He had a recognised qualification in health and safety 
management. He told the inspector that checks of equipment including bed rails, 
cables and fire blankets were undertaken three times a week to ensure that they 
were in appropriate positions and in good condition. Safety throughout the centre 
had improved according to staff as a result of the reduction in residents numbers. 
There was more space to use equipment and less furniture in bedroom areas in 
particular making the environment safer for staff and residents. Staff were observed 
to carry out duties such as cleaning, handling laundry and using equipment safely. 
Cleaning trolleys were kept in close proximity to where staff were working and were 
not left unattended and laundry was segregated appropriately. Staff used protective 
clothing and changed this frequently as they moved from one area to another.   
 
A risk register specific to the centre was being developed. This covered hazards in 
the environment such as trip and fall hazards, risk created by cleaning/washing of 
floors and safe use of equipment. Training had been provided for the person in 
charge and clinical nurse managers on the implementation of the risk register and 10 
staff had received training to inform them of their responsibilities in relation to 
managing health and safety in their day to day work.  One of the clinical nurse 
managers was scheduled to attend a four day training course on health and safety. 
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The inspector found that health and safety throughout the centre was generally 
managed effectively.  
 
Risk factors for areas such as falls were identified and factors to reduce the risk put 
in place, for example, where a resident was at increased risk of falls the environment 
in her room had been altered to reduce the hazards created by furniture and other 
items and the situation was being kept under review according to staff.    
 
There was an emergency plan in place. It described the actions to be taken in the 
event of fire, adverse weather, infectious illness and power failure. A local venue to 
evacuate residents to had been identified. Essential information such as emergency 
numbers for personnel and the statutory services that staff would need to relay 
information to in such situation was available. Inspectors were informed that a 
generator was available as a backup in the event of a power failure.  
 
The centre had a missing person’s procedure to guide staff through the actions to 
take in this situation. This was described by the person in charge and was found to 
be appropriate.   
 
The inspector was concerned that the layout of the residential area on the ground 
floor did not provide adequate safety for residents. There was a visitors’ record but 
this was not always completed by people entering the building. The security of the 
setting for residents was compromised by the open layout and by the arrangements 
for outpatient facilities which were in the middle of the residential facility meaning 
that members of the public had free access to most areas on the ground floor. 
    
The fire safety arrangements were reviewed. Smoke detectors were located in all 
bedrooms and general purpose areas. Emergency lighting was provided throughout 
the building. The inspector viewed contracts of the servicing of fire alarms, smoke 
and heat detectors.  Fire extinguishers were serviced annually. Routine inspection of 
the fire door closers and fire panel were undertaken weekly to ensure they were 
operational and these checks were recorded. Fire fighting equipment was inspected 
frequently to ensure it was in place and intact. Fire escape plans indicating the route 
to the nearest fire exit were displayed around the building. The centre had three 
external fire escape staircases. These were found to be in good condition and 
unobstructed. The inspector viewed records of fire drills which took place on a 
routine basis and included simulated evacuation techniques. An unannounced fire 
drill had taken place the previous week and two beds had been evacuated to the fire 
assembly point. The exercise had been managed effectively according to the person 
in charge. The inspector found that the fire safety measures did not fully support 
staff to tackle a fire situation effectively and needed improvement in the following 
areas: 
 

 training sessions did not identify clearly the actions staff should take in a 
fire situation when the alarm was activated. For example it was not clear 
at what stage the fire brigade was to be called 

 in some areas, there were no fire action signs near the fire exits for 
example on the first floor exit near the nurses’ office 

 The fire brigade had not been to the centre for a familiarisation visit. In 
view of the complexity of this building, the external fire escapes and the 
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dependency level of residents the inspector formed the view that such a 
visit should be arranged as part of the fire training programme  

 the fire safety risk assessment had not been completed and the required 
written evidence from a suitably qualified person confirming the building 
meets all the statutory requirements of the fire authority in relation to the 
use of the building as a residential centre for dependent people was not 
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 
 

The inspector found that the centre had a good medication system that was well 
managed. The inspector observed nurses undertaking the medication rounds and 
found that medication was administered in accordance with professional guidelines. 
Staff interviewed were knowledgeable about the medication in use and residents’ 
responses to prescribed medication. A detailed policy on medication management 
was available to guide practice. There were appropriate procedures for the disposal 
of unused and out of date medicines. Controlled drugs were secured in a locked 
cabinet. An inspector viewed the controlled drugs register. Controlled drugs were 
checked by two nurses at the beginning and end of each shift to ensure all drugs 
were accounted for. 
 
Medication was noted to be reviewed by the prescribing doctors every three months 
or more frequently when changes in residents’ health occur.  
 
Audits of the medication management system had been completed regularly since 
November 2010. Changes to practice had been made as a result of audit information. 
As an example, legibility of prescriptions had been identified as an area for 
improvement and medication administration charts were now typed by the doctors to 
eliminate this problem. The medication charts are now on a computer system that 
can be accessed by all doctors from the centre.  
 
While the charts clearly identified each medication a doctor’s signature was not in 
place for each prescribed medication in accordance with best practice guidance for 
medication administration.  
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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 inspector found that there was a high standard of evidence-based nursing care 
in place and appropriate access to medical and allied health care professionals. The 
arrangements to meet residents’ assessed needs were set out in individual care plans 
which were maintained on a computerised record system. Recognised assessment 
tools were used to determine care needs, evaluate progress and to assess levels of 
risk in areas such as vulnerability to falls, nutrition, the potential to develop pressure 
sores and mobility problems. Information from the aassessment tools was used 
effectively to inform care plans and to direct the actions of staff. Care plans were 
reviewed at the required three month intervals and there was information available 
that conveyed that residents or their representatives had been consulted as part of 
the review. Dependency levels were determined using a recognised assessment tool 
and almost 90% of residents were in the maximum to high dependency categories.   
 
There were good standards of practice for residents with dementia care needs. An 
example of this was the management of wandering behaviour and the 
encouragement of extra nutrition to compensate for the higher level of activity when 
wandering was a problem. There was a commitment from staff to keep residents 
independent as long as possible and this was demonstrated by staff having 
knowledge about what residents could do for them selves and what assistance they 
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really needed. Expert advice and support is provided by the team for old age 
psychiatry for the Sligo/Leitrim area.  
This service was accessible, residents were regularly reviewed and the community 
psychiatric nurse visited the centre to review residents and provide guidance to staff.  
 
There was a centre-specific policy on the use of restraint. The inspector viewed the 
records for restraint and found that concerns for safety and falls risks were the main 
reasons for restraint measures. There was a risk assessment completed prior tor the 
use of the restraint and there was information that conveyed that other alternatives 
had been explored before this intervention was selected.  On the top floor, the 
clinical nurse manager said that restraint use had reduced by 50% as there is now 
more thought and more comprehensive assessments applied to restraint use and 
measures are only put in place as an option of last resort.  
 
The inspector saw how wound care problems were managed and discussed this with 
the clinical nurse manager on the ground floor. One leg ulcer wound needed dressing 
and this was found to be completed in accordance with best practice standards for 
wound care management. There were photographs and measurements that recorded 
progress and change. There were no pressure sores receiving treatment. The 
inspector examined the record of a pressure sore that had healed and saw that the 
standards in place were also consistent with good practice. There had been a clear 
treatment plan, recorded wound measurements, photographs and observations on 
progress maintained systematically. Two nurses had specialist tissue viability training 
and there was access to a specialist tissue viability nurse in Sligo general hospital if 
needed.  
 
Residents who had specific problems such as challenging behaviour or weight loss 
were monitored closely and there was documentation that provided details on the 
measures in place to ensure their safety and well being. Training on challenging 
behaviour had been provided by the community psychiatric nurse and 10 staff had 
attended this. There were two residents who were being closely monitored for 
weight loss. Both had treatment plans in place based on advice from the dietician 
and nursing knowledge. Supplements were noted to be given at the required 
intervals. The centre had a lead nurse system in place for topics such as continence 
management, cardiopulmonary resuscitation and moving and handling. 
 
Residents had access to a variety of scheduled activities. The programme was 
facilitated by a designated member of staff and included a daily exercise group, 
baking and recently residents had helped plant out window boxes and hanging 
baskets. The activity coordinator is a member of the activity nurses and carers 
network in Ireland and had completed training on a range of topics associated with 
the provision of activities. This included training on the introduction of “talking mats” 
as a method of communication, the serenity programme and the butterfly project. 
She hoped to procure supplies of talking mats in the near future. The inspector saw 
that staff took time to include residents with cognitive impairment and other 
communication difficulties and encouraged them to participate according to their 
abilities. Questionnaires returned to the inspector confirmed that there were regular 
activities provided.    
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The inspector was satisfied from the documents examined and the observations of 
care practice that residents had a good standard of care that was well informed and 
based on evidence-based practice.     
    
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 
 
 
Inspection findings 
 

While no resident was receiving end of life care at the time of inspection, staff 
described the philosophy of care that would be put in place.There was a designated 
room for end of life care. Families are encouraged to be involved and to spend as 
much time as they wish with residents at this time according to information supplied 
by nursing staff.   
 
Training on end of life care was scheduled to take place in July and five staff 
including occupational therapy staff were due to attend. Two staff nurses were 
taking a lead on promoting quality standards for end of life care and were 
undertaking train the trainer courses on this topic to enable them to provide training 
in house for all staff. There was a detailed policy that described good practice in 
palliative care. This outlined the accommodation to be provided, the equipment and 
medication to be available and the admission procedures. The inspector found that 
the information provided indicated that appropriate safe care would be available for 
residents at end of life.  

 
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 
 

Residents’ were provided with a varied diet and meals were prepared fresh on site 
with an emphasis on home cooking.  Bread, cakes and apple pies were baked 
regularly. Jams were made with seasonal fruits and a resident told the inspector that 
they had enjoyed some rhubarb jam at tea time. The lunch and tea time meals were 
prepared according to the menu of the day with choices available.  
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Residents’ confirmed that meals were hot, well presented and that they received 
their choice of main meal and dessert. Special diets were provided for residents who 
had particular requirements due to health problems or who had swallowing 
difficulties. The catering staff said they were informed about specialist diets by 
nursing staff.  Residents who required assistance at meal times received help in an 
appropriate and timely manner. Two residents interviewed by the inspector said that 
food was “very good and tasty” and also said that food was hot and well presented.  
 
The clinical nurse manager told the inspector that all residents’ weights were 
monitored routinely and that dietary and fluid intake is monitored when residents are 
vulnerable. A formal nutritional risk assessment – the Malnutrition Universal 
Screening Tool (MUST) was completed for al residents within 24 hours of admission. 
Where the assessment identified a risk, the resident was highlighted for more 
intensive supervision and appropriate intervention, such as a referral to a dietician.  
There were two residents whose nutrition needs were being supplied through 
Percutaneous Endoscopic Gastrostomy (PEG) feeding systems which were being 
appropriately managed and monitored.  
 
Communal space on both floors is limited and residents do not have adequate dining 
and living room space. There was insufficient dining space for all residents to sit 
together at mealtimes. Staff were noted to ensure that the dining space that was 
available was fully utilised. 
 
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 
 
 
Inspection findings 
 
Contracts had been issued to residents or their representatives. Signed copies of 
contracts were not available for all residents as some had not been returned to the 
person in charge. The services not included in the fee were identified in the 
contract. 
 

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.  
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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 
 

The inspector found that residents’ views were valued and that residents’ privacy and 
dignity was preserved and promoted. Residents could influence change in the centre 
through their contributions at the rresidents’ forum or through private conversations 
with staff. The forum had been established several years ago and meetings took 
place approximately every two months. An average of 50% of residents attended 
according to staff. Recent discussions had focused on the development of the garden 
area, the timing of doctors’ visits and entertainment. The inspector was told that 
suggestions from residents had been implemented and that others were being 
considered. These included the provision of more newspapers, a wider range of 
DVDs and equipment. The inspector saw several examples where the privacy and 
dignity of residents was respected by staff. For example: 
 

 doors to bedrooms and shower rooms were kept shut while staff were 
assisting residents  

 notices were places on doors to indicate care was in progress 
 curtains were fully pulled around beds in shared bedrooms when personal 

care was in progress  
 staff interactions were positive and there was a high level of engagement 

with residents during the day  
 staff took time to communicate with residents who had impaired 

communication such as confusion or speech difficulties.  
 

Residents were able to maintain good social relationships. Many residents said they 
were from the town or the local area and friends and family were able to visit 
regularly. The inspector saw that visitors were warmly welcomed at various times of 
the day. Residents and their relatives confirmed that flexible visiting was usual and 
that visits home and outings were facilitated when requested. There was a room 
available on the first floor where residents could see visitors in private. The centre 
had well established links with the local community. Many people attending the day 
service visited their friends and neighbours who were residents.  
 
There was evidence of open communication between the person in charge, staff and 
relatives, as inspectors observed relatives talking freely with staff.  Inspectors 
observed good interactions between staff and residents and it was obvious that they 
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knew each other well and staff were observed spending time talking to residents 
and relatives confirmed that this was usual practice. 
  
Residents could practice their religious beliefs. A large oratory was provided and a 
religious service was available four times a week. Residents told an inspector they 
were able to practise their faith and worship according to their wishes. 
Questionnaires completed by relatives confirmed they were satisfied with information 
provided by staff about their family members’ healthcare and general wellbeing. 

 
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 
 

The arrangements for residents to maintain control over their belongings had 
improved significantly from the findings of previous inspections. Wardrobes had been 
provided for residents and bedside lockers had a lockable area to secure items 
residents wished to retain. There were some belongings stored in labelled boxes in 
the laundry area that could not be accommodated in wardrobes and lockers. 
Personal clothing was laundered and managed well. Considerable improvements had 
been made to the laundry area which had been completely refurbished. When 
inspected it was clean, well organised and appropriately equipped for purpose. The 
inspector spoke with the staff who worked in the laundry. She explained the 
procedures she follows to ensure that clothing is laundered appropriately and 
returned to residents. All clothes were individually marked and there were no 
problems with garments being mislaid or going missing.  
  
Residents’ were being encouraged to personalize the space around their beds and 
their bedrooms. Many residents had photographs and personal items on display.  

 
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 worked full time. She had taken over the post of person in 
charge in March 2011 having previously spent 14 months as the person in charge of 
another designated centre. She has the required three years experience in the last 
six caring for older people. She demonstrated that she had strong clinical leadership 
skills and good governance arrangements in place to ensure the provision of 
evidence based clinical care and to protect the welfare residents. She was supported 
in her role by two clinical nurse managers who also work worked on a full time basis 
and who were familiar with the operation of the centre. 
 
The inspectors interviewed the person in charge and were satisfied she had the 
qualifications, skills and experience to ensure the centre meets its stated purpose, 
aims and objectives. She had relevant experience and clinical knowledge to provide 
strong leadership for the team.There was evidence that she had a commitment to 
her own continued professional development. Throughout the two days of inspection 
she demonstrated very good knowledge of the regulations and Standards. She had 
kept her clinical knowledge and management skills up to date and had completed the 
diploma in gerontology as well as having a ward manager post and being the person 
in charge in other HSE centres. She demonstrated excellent knowledge of clinical 
audit and business management systems and had processes in place for auditing 
information to identify trends and improve the quality of service and safety of 
residents.  
 
All members of the team that the inspector talked to during the inspection were clear 
about their areas of responsibility and the management reporting systems. The 
structure ensured sufficient monitoring of and accountability for care practice and 
administration of the service. 

 
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 have 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 
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The provider employs 55 staff in total which includes a whole-time equivalent of 23 
registered nurses and 22 multi-task staff including catering staff. In addition, there 
are three administration staff, a cook and maintenance staff. The inspector examined 
the staff duty rota for a two week period. The rota showed the staff complement on 
duty over each 24-hour period. The inspector noted that the planned staff rota 
matched the staffing levels on duty and was satisfied that the number and skill mix 
of staff available was appropriate to meet the needs of residents during the day and 
at night.  
 
Staff were observed to promptly respond to call bells during the day. The rota 
indicated the person in charge had sufficient time for management and governance 
tasks and to support and supervise staff. There was a formal nursing on call 
arrangement in place for outside of core hours. In the questionnaires returned to the 
inspector relatives and residents said they found there was adequate staff on duty. 
  
Staff informed the inspectors that copies of both the regulations and the Standards 
had been made available to them and they expressed knowledge of their content to 
the inspectors. The person in charge maintained a record of An Bord Altranais PINs 
(professional identification numbers) for all registered nurses. This was reviewed and 
found to be up to date and include all nurses employed.   
 
The HSE corporate recruitment policy described the recruitment procedures to be 
followed when staff are employed. A sample of three staff files were examined to 
assess that the required documentation was available, in respect of persons 
employed.  All the required documents were available in the files viewed.  
 
A training record was maintained and there was a recorded professional 
development plan completed for staff that identified their skills, abilities and areas of 
interest as well as their development needs. The inspector noted that staff had been 
provided with a range of training opportunities. 10 staff had completed Further 
Education and Training Awards Certification (FETAC) and others were scheduled to 
do this in September. Other training provided had included depression in older 
people, challenging behaviour and cardiopulmonary resuscitation. Nine nursing staff 
had attended medication management training. Training in the statutory topics of 
elder abuse and fire safety had been completed by all staff. However, some staff had 
not had refresher training on moving and handling within the required timescale. 

 
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 
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Inspection findings 
 

The centre is a very old building that has been converted and modified over the 
years for present use as a nursing home. The building is two-storeys over basement 
and is approached by a tarmac driveway. There is parking to the front and to the 
side of the building. A garden area was being cultivated adjacent to the car park. 
This was being landscaped at the time of the inspection and was due to have a 
surrounding fence erected to make it secure for residents’ use. 
 
The centre was welcoming and all internal areas viewed were found to be in a clean 
hygienic condition. There were systems in place for the repair and maintenance of 
the building and equipment. There was assistive equipment such as call bells in 
place. Other equipment such as hoists, wheelchairs and specialist beds and chairs 
were available according to residents needs.  
   
Residents were accommodated on the ground and first floors. The provider and 
person in charge had made adaptations to promote privacy and dignity in multiple 
occupancy by reducing the number of residents accommodated from 46 to 34. On 
the ground floor the layout comprised of one single room, two six bed areas and one 
double room. On the top floor there were six single rooms, one six bed area two 
double rooms and one three bed area.     
 
Bedrooms were adequately furnished to meet the comfort and privacy needs of 
residents. Many rooms had been personalised with photographs and residents own 
belongings. The shared rooms that accommodate two residents or more measured 
between 20 and 62 square metres and provide the appropriate space for each 
person in accordance with the standards. However, the occupancy level will need 
reviewed as the standards outline a provision to have communal rooms reduced to 
double occupancy with six years of implementation except where high levels of 
dependency are accommodated. Bedrooms and communal areas were found to be 
comfortably warm. There was a call bell system in place at each resident’s bed. 
There was computer access for residents on the top floor that enabled residents to 
access the internet and Skype. The provider and person in charge were aware of the 
premises deficits and had plans in place to remedy the shortfalls within the required 
timescales.  
  
The following areas were found to need attention: 

 
 there was limited storage space for equipment and assistive devices. These 

were routinely stored along the corridor 
 there were inadequate toilet and shower layouts. Many toilets were not 

suitable to meet the needs of residents. They were not accessible by residents 
using wheelchairs and were not of sufficient size to accommodate those 
requiring the use of a hoist. Some were also inappropriately located near 
sluice and storage areas for commodes 

 
 shared bedrooms accommodating three and more residents had one wash 

hand basin which is below the recommended ratio of one hand-basin for every 
two residents 
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 residents on the ground floor had to travel past the out patient area to reach 
the communal sitting/ dining area. This arrangement compromised their 
privacy 

 the communal sitting and dining space available did not allow all residents to 
sit in a communal area in comfort. Many had specialised chairs and 
equipment. The space available was not appropriate to manoeuvre such 
equipment 

 The paintwork in several areas was damaged through wear and rear and use 
of equipment 

 
Staff facilities were provided and included a dining area, toilets and showers. 
Separate facilities were provided for catering and care staff in accordance with good 
practice for infection prevention. 
 
There was one room designated for end of life/palliative care. This had a bathroom 
and visitors area and facilitated relatives/friends remaining in the centre for 
prolonged periods. 

 
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  
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Records in relation to residents (Schedule 3) 
 
Substantial compliance                                          Improvements required*  
 
 
General records (Schedule 4) 
 
Substantial compliance                                          Improvements required*  
 
 
Operating policies and procedures (Schedule 5) 
 
Substantial compliance                                          Improvements required*  
 
 
Directory of residents 
 
Substantial compliance                                          Improvements required*  
 
The directory of residents is maintained on the computer record system. Some 
essential information is not maintained as part of the directory. This included the 
date, time and cause of death, next of kin details and the details of any officer of 
the Executive whose duty it is to supervise the welfare of the residents. The 
inspector was told that it was difficult to establish the cause of death when a 
resident died in the acute hospital as the staff were not given this information as 
they were not next of kin.   
 
Staffing records 
 
Substantial compliance                                          Improvements required  
 
 
Medical records 
 
Substantial compliance                                          Improvements required*  
 
 
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:  
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Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 
 
Inspection findings 
 

Practice in relation to notifications of incidents was satisfactory. The inspector 
reviewed the accident/incident record and cross referenced these with the 
notifications received from the centre. 
 
The person in charge was aware of the legal requirement to notify the Chief 
Inspector of Social Services regarding incidents and accidents. To date all relevant 
incidents had been notified to the Chief Inspector as required.  

 
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 
 

The provider was aware of his responsibility to notify the Authority of the absence of 
the person in charge and had made two notifications regarding the absence of the 
previous post holder. The arrangements in place to cover these absences had been 
outlined. 

 
There were appropriate arrangements in place for the absence of the person in 
charge. One of the two the clinical nurse managers took charge. Both were well 
informed about their roles and duties and could describe their responsibility including 
a duty to ensure appropriate staff were available to care for residents, that the 
appropriate notifications if necessary were made to the Authority and that the 
welfare of residents was protected.  
 
 

Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the person in 
charge and the clinical nurse managers for both floors to report on the inspectors’ 
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findings, which highlighted both good practice and where improvements were 
needed.  
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Health Information and Quality Authority
Social Services Inspectorate 
 
 

Action Plan 
 

Provider’s response to inspection report∗ 
 
 
Centre: 

The Sheil Community Hospital 
 

 
Centre ID: 

624 
 

 
Date of inspection: 

21 and 22 June 2011 

 
Date of response: 

4 August 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 2: Reviewing and improving the quality and safety of care  
1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The information from quality improvement initiatives was not formulated into a report in 
accordance with regulation 35 – Review of the Quality and Safety of Care and Quality of 
Life.  
 
Action required: 
 
Make a report in respect of any review conducted by the registered provider for the 
purposes of Regulation 35(1), and make a copy of the report available to residents and, 
if requested, to the Chief Inspector. 
 
Reference: 

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

                   Standard 30: Quality Assurance and Continuous Improvement 

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

Timescale: 
 

Provider’s response: 
 
A report will be provided on quality initiatives to the Health 
Information and Quality Authority (the Authority). 
 

 
 
December 2011 
 

 
Outcome 4: Safeguarding and safety 
2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The system for the safe keeping of residents’ monies and valuables did not include the 
issue of receipts to residents for the items placed in the safe.  
 
Action required: 
 
Maintain an up to date record of each resident’s personal property that is signed by the 
resident. Provide residents with a receipt for items placed in the safe.  
 
Reference: 

Health Act, 2007 
Regulation 7: Residents’ Personal Property and Possessions 
Standard 9: The Residents’ Finances 

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

Timescale: 
 

Provider’s response: 
 
A receipt system has been put in place. 
 

 
 
Completed 
 

 
Outcome 5: Health and safety and risk management  
3. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The fire procedures and training did not adequately inform staff of the actions to take in 
a fire situation and the fire brigade had not been to the centre for a familiarisation visit. 
    
Confirmation from a competent person that all the requirements of the statutory fire 
authority had been complied with was not available.  
 
Action required: 
  
Make adequate arrangements for detecting, containing and extinguishing fires and 
provide clear instructions for staff on when to alert the fire service as part of regular fire 
training sessions. 
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Action required: 
  
Make adequate arrangements for the evacuation, in the event of fire, of all people in the 
designated centre and the safe placement of residents.  
 
Action required: 
 
Provide to the Chief Inspector written confirmation from a competent person that all the 
requirements of the statutory fire authority have been complied with. 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
Fire training for the staff has been scheduled with fire safety 
officer. 
 
 
Following a review from the fire safety officer a second assembly 
point is to established and evacuation drills to be conducted. 

 
Written confirmation will be provided to the Chief Inspector of 
Social Services that the requirements of the statutory fire authority 
will be complied once they have been communicated to the 
hospital in the written report from the fire officer. 
 

 
 
1 Scheduled Date 
30 August 
 
 
TBC – December 
 
 
30 August 2011 
 
 
 
 

 
4. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The open access to facilities on the ground floor did not adequately protect residents.  
 
Action required: 
 
Ensure the physical design and layout of the premises meets the needs of each resident, 
having regard to the number and needs of the residents.   
 
Action required: 
  
Review the arrangements for access to the premises and have in place arrangements 
that appropriately protect residents.  
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Reference: 
Health Act, 2007 
Regulation 19: Premises 
Standard 24: Physical Environment  

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

Timescale: 
 

Provider’s response: 
 
A review of the premises with the registered provider and estates 
department is underway to access this and manage the risk.  

 
A visitors’ book will be introduced and all visitors will be required to 
sign in and sign out. 
 

 
 
Ongoing 
 
 
August 2011 
 

 
Outcome 6: Medication management 
5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The medication administration charts identified each medication however a doctor’s 
signature was not in place for each prescribed medication in accordance with best 
practice guidance for medication management.  
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies relating to 
the ordering, prescribing, storing and administration of medicines to residents and ensure 
that staff are familiar with such policies and procedures. 
 
Reference: 

Health Act 2007 
Regulation 33: Ordering, Prescribing, Storage 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: 
 
GP’s are now required to sign for each medication prescribed. 

 
 
August 2011 
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Outcome 10: Contract for the provision of services 
6. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Contracts for the provision of services were not available for all residents. 
 
Action required: 
  
Agree a contract with each resident within one month of admission to the designated 
centre.  
 
Reference: 

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

Timescale: 
 

Provider’s response: 
 
Each resident whose is in the hospital for more than 30 days has a 
contract of care given to them. 
 

 
 
August 2011 

 
Outcome 14: Suitable staffing 
7. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Some staff did not have up to date moving and handling training.  
 
Action required:  
 
Provide training for staff in the moving and handling of residents. 
 
Reference: 

Health Act, 2007 
Regulation 31:Risk Management Procedures 
Regulation 17: Training and Staff Development 
Standard 26: Health and Safety 

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

Timescale: 
 

Provider’s response: 
 
Planned schedule of training has been put in place. 10 staff have 
already had training since the inspection and the training for the 
remaining staff has been scheduled. 
 

 
 
TBC December 
2011 
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Outcome 15: Safe and suitable premises 
8. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The following premises matters were found to need attention: 

 there was inadequate storage space for equipment 
 there were inadequate and inappropriately located toilet and shower facilities   
 shared bedrooms for more than two residents had only one wash-hand basin 
 residents on the ground floor had to travel through the outpatient area to get to 

their communal sitting /dining room 
 many bedrooms accommodated more than two residents. 

 
There was insufficient sitting and dining space to accommodate all residents in comfort. 
 
There were several areas where paintwork was damaged. 
  
Action required:  
 
Provide suitable premises for the purpose of achieving the aims and objectives set out in 
the statement of purpose, and ensure the location of the premises is appropriate to the 
needs of residents. 
 
Action required:  
 
Provide adequate communal accommodation for residents. 
 
Action required:  
 
Ensure the size and layout of rooms occupied or used by residents are suitable for their 
needs. 
 
Action required:  
Provide sufficient numbers of toilets, and wash-basins, baths and showers fitted with a 
hot and cold water supply, which incorporates thermostatic control valves or other 
suitable anti-scalding protection, at appropriate places in the premises.  
 
Action required:  
 
Keep all parts of the designated centre clean and suitably decorated. 
 
Reference: 

Health Act 2007 
Regulation 19: Premises 
Standard 24: Physical Environment 
Standard 28: Purpose and Function. 

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

Timescale: 
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Provider’s response: 
 
The Estates department has as a medium term strategy to make 
renovations to the building as per the needs of residents. 

 
The hospital proposed plans includes an additional dining room and 
communal area. These plans have already been drawn up and 
forwarded to the inspector.  
 
Each resident needs will be accessed and adequately met with 
respect to the size and layout of the room they are offered.  
 
The Estates department has been informed and will seek to 
address the issue of number of toilets, wash hand basins, baths etc 
as per the regulatory requirements.  
 
The hospital will continue to decorate and ensure all areas are kept 
clean. 
 

 
 
2015 
 

 
Outcome 16: Records and documentation to be kept at a designated centre 
9. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The directory of residents did not contain all the required information including date time 
and cause of death and other required information. 
 
Action required:  
 
Ensure that the directory of residents includes the information specified in Schedule 3 
paragraph (3) of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 as amended. 
 
Action required:  
 
Establish and maintain an up-to-date directory of residents in relation to every resident in 
the designated centre in an electronic or manual format and make this information 
available to inspectors as and when requested. 
 
Reference: 

Health Act, 2007 
Regulation 23:Directory of Residents 
Standard 32: Register and Resident’s Records 

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

Timescale: 
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Provider’s response: 
 
A directory if residents under section 3 will be maintained. 
 

 
 
This has been 
commenced and is 
ongoing. 
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Any comments the provider may wish to make: 
 

 
 
Provider’s response:   
 
The provider would like to acknowledge the positive approach to the inspection from 
Authority. The staff found this most recent inspection a more engaging experience 
and felt they were able to actively engage in the inspection process. This positive 
experience has provided further motivation and determination amongst management 
and staff to address outstanding issues and ensure the high level of care and 
commitment provided is maintained. 
 
 
 
 
 
Provider’s name: Kieran Doherty       
Date: 4 August 2011 
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