
Falcarragh Community Hospital registration
inspection report, 31 May - 1 June 2011

Item Type Report

Authors Health Information and Quality Authority (HIQA), Social Services
Inspectorate (SSI)

Publisher Health Information and Quality Authority (HIQA), Social Services
Inspectorate (SSI)

Download date 26/05/2023 17:32:43

Link to Item http://hdl.handle.net/10147/223271

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/223271


 

Page 1 of 36 

 
 
 

 

 
Centre name: 

Falcarragh Community Hospital 
 

 
Centre ID: 

619 
 
Falcarragh 
 Centre address: 
Co. Donegal 
 

Telephone number: 
 

07491 35104 

Fax number: 07491 35133 
 

Email address: Geraldine.McLean@hse.ie 
 

Type of centre: 
 

 Private         Voluntary        Public 

Registered provider: Health Services Executive 
 

Person authorised to act on 
behalf of the provider: 

Kieran Doherty 

Person in charge: Geraldine McLean 
 

Date of inspection: 31 May and 1 June 2011 
 

Time inspection took place: Day 1 Start: 09:00 hrs  Completion: 17:45 hrs 
Day 2 Start: 09:00 hrs  Completion: 16:30 hrs 
 

Lead inspector: Geraldine Jolley 
 

Support inspector: Jude O’Neill 
 

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 
 

Falcarragh Community Hospital is located in the town of Falcarragh in north west 
Donegal. The centre is a purpose-built facility of single storey design situated 
adjacent to the town’s primary care centre. Up to 35 residents can be 
accommodated. There are 12 places designated for long term care, eight places for 
respite care, three places for assessment, 10 places for rehabilitation and 
convalescent care and two places for palliative care. The centre also accepts 
emergency admissions. At the time of inspection, occupancy level was being 
maintained at 30. There is also a day hospital on site that provides care for up to 25 
older people. The centre is in a Gaeltacht area and serves the population of the 
surrounding area and Tory Island.  

 
There is an accessible entrance that leads to the reception area, administration 
offices, day hospital and the designated centre. The communal facilities include a 
sitting room, a large dining room that residents share with day care clients, a 
smoking area, laundry, hairdressing room, kitchen and office areas for nursing staff 
and the person in charge. Residents are accommodated in 17 single and six three-
bedded areas. There are accessible toilets and showers near the communal and 
bedroom areas. The centre conveyed a warm and welcoming atmosphere and was 
maintained in a clean hygienic condition.  

 
There is an enclosed garden that has been cultivated and landscaped to provide 
interest for residents. Car parking spaces are available to the front and side of the 
building. 

 
 
Date centre was first established: 

1984 
 

 
Number of residents on the date of 
inspection: 

27 
 

 
Number of vacancies on the date of 
inspection: 

8 
 

Dependency level of current 
residents: 

Max High Medium Low 

 
Number of residents 

18 
 

7 
 

2 
 

0 

Male  
( ) 

Female ( )  
Gender of residents 

13 
 

14 
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Management structure 

 
The centre is operated by the Health Service Executive (HSE) Primary, Community 
and Continuing Care (PCCC) West region. The nominated person on behalf of the 
provider is Kieran Doherty, General Manager. The person in charge is Geraldine 
McLean, who leads a team of three clinical nurse managers (one of whom is 
responsible for the day care service), nurses, healthcare assistants and ancillary 
staff. She reports to the Service Manager for Older Persons, Gwen Mooney, who in 
turn reports to Kieran Doherty. The clinical nurse managers take responsibility for the 
service in the absence of the person in charge.  
 

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 sets 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. 
 
This was the second inspection of the centre undertaken by the Health Information 
and Quality Authority (the Authority). This was an announced registration 
inspection which took place over two days. A regulatory monitoring inspection had 
taken place on 18 August 2010. An action plan detailing areas which required 
attention was forwarded to the provider following this inspection. As part of the 
registration inspection, these actions were also reviewed by inspectors. The report 
contained five actions. Inspectors found that four actions had been completed and 
the outstanding item related to general decoration and furnishing of the building. 
The need for redecoration of parts of the building is repeated in the Action Plan of 
this report.  
 
Inspectors met with residents and staff members over the two-day inspection. 
Inspectors observed practices and reviewed documentation such as care plans, 
medical records, accident logs, policies, procedures and staff files. A fit person 
interview was carried out with the person in charge. An interview with the provider 
was scheduled for a later date. The fit person self-assessment document had been 
completed by the provider and person in charge in advance of the inspection. This 
was reviewed by inspectors, along with the information provided in the registration 
application form and supporting documentation. Since completing the fit person 
entry programme, a number of changes had been introduced including an update 
of the statement of purpose and improvements to the facilities. The person in 
charge gave an informed account of her responsibilities in accordance with 
legislation and had made arrangements to ensure that all staff were aware of the 
legislative process by ensuring that information on the standards and regulations 
was provided and discussed with staff.  
 
Overall, inspectors found evidence of good practice and a commitment by the 
centre’s management team to continually work to improve the quality of service 
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that residents received. The health needs of residents were met and care practice 
was documented well in care records. Residents had access to general practitioner 
(GP) services and to a range of other allied health professional services. Evidence-
based nursing care was provided. Inspectors observed staff providing care for the 
residents in a knowledgeable, competent and respectful manner. Interactions 
between residents and staff were very positive with staff taking time to talk and 
listen to residents when providing personal care and more informally when in 
communal areas. The provider and person in charge had made a decision to 
restrict the number of residents accommodated to 30 instead of 35 to enable staff 
to provide safe care in the context of the numbers of staff available. There was a 
shortfall in the number of staff available consequent to maternity leave and 
retirements and the moratorium in place.  
 
Daily routines and care practices provided residents with opportunities to exercise 
control and choice over how they spent their time. Inspectors found that residents’ 
views had a high priority and that relatives’ opinions were listened to and included 
in care plans and daily records. Residents could practice their religious beliefs 
freely. There was a good variety of high quality food provided and residents told 
inspectors there was always choice for the lunch and evening meals.  
 
Inspectors found some aspects of the service that needed improvement. There was 
improvement needed in some aspects of risk management such as fire safety and 
several policies such as nutrition and risk management needed to be reviewed and 
finalised. Other areas identified for improvement included the provision and 
organisation of activities and some improvements to the premises such as the 
provision of a better hairdressing area. 
 
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. 

 
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. 
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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 
 
Inspectors found that the statement of purpose described the range of required 
matters as outlined in Schedule 1 of the (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended).  
  
Inspectors observed that the centre had capacity to meet the needs of residents 
currently accommodated. Nursing staff have a range of qualifications and 
experience to ensure residents’ needs are met appropriately. This was confirmed by 
residents and relatives who talked to inspectors and was also reflected in the 
comments made in the resident and relative questionnaires.  
 
The person in charge was aware that the statement should be kept under review 
and made available to residents on admission and following any review. An Irish 
language version was also available as this centre is located in the Donegal 
Gaeltacht area. 
 

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  
 
 
Inspection findings 
 
Inspectors found that aspects of care practice were reviewed and monitored on an 
ongoing basis. The person in charge demonstrated a commitment to the regular 
auditing of care practices and had a lead role in gathering and analysing data in 
areas such as falls, the use of bed rails, the number of residents who had weight 
loss or gain and other significant events. The information from quality improvement 
initiatives were 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 
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had discussed this with the provider and the format that this report would take had 
not been finalised.  
 
The experiences and views of residents were used to improve care practice and 
quality of life. There was a residents’ focus group that met every quarter. This was 
a continuation from the hospital’s participation in the national person-centred care 
programme. The inspector was told that changes that had been made as a result of 
residents’ comments. These included better facilities for visitors, menu changes and 
more music sessions included in the activity programme.  
 

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 
 
Inspectors found evidence that complaints were viewed seriously, recorded and 
investigated. The service uses the Health Service Executive (HSE) procedure ‘Your 
Service Your Say’ to manage complaints. The person in charge held responsibility 
for managing complaints and for maintaining the complaints record. An inspector 
found that two complaints had been documented since January 2011. The process 
of managing complaints needed review to comply with Regulation 39 (Complaints 
Procedures). The investigations and actions undertaken to resolve the complaint 
were recorded however the outcome was not clearly described and it could not be 
determined if the complainant was satisfied or not with the outcome. An appeals 
process was outlined together with details of how to access the customer services 
officer in the area and the head of consumer affairs at HSE headquarters. There 
were no timescales outlined for the acknowledgement, investigation or conclusion 
of complaints. The role of the Authority needed to be clarified as it does not have a 
role in the appeals process.  
 
The complaints policy was displayed in a prominent place and was summarised in 
the residents’ guide and the statement of purpose.  
 
Residents and relatives told inspectors they felt comfortable raising any concerns 
with the person in charge or any member of staff should the need arise. Many 
residents and relatives said they never felt the need to complain. 

 
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. 
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References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 
 
 
Inspection findings 
 
Inspectors 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. The service uses the HSE policy to guide staff on the 
assessment, reporting and investigation of any allegation of abuse. The person in 
charge had notified the Authority of an allegation of abuse in April 2011. This was 
found to have been investigated appropriately and in accordance with the centre’s 
policy. 
 
Staff were able to tell inspectors about the prevention of elder abuse policy, explain 
the different categories of abuse and state what they would do if they suspected 
abuse. They were also aware of measures to prevent abuse and described being 
vigilant, having sufficient staff on duty and staff training as preventative factors. 
 
Protective measures were identified to reduce risks and to protect residents. These 
included the use of low beds and the use of bed rails as a last resort. Inspectors 
found a very proactive and informed approach to the use of restraint. Rigorous 
assessments were undertaken and a range of measures employed before any 
restraint measure was used. The documentation completed to underpin the 
assessments was found to be rigorous and took into account the potential hazards 
associated with restraint measures. There were comprehensive assessments in 
place when bed rails were in use and the factors that increased risk when such 
equipment was in use had been identified. These factors included conditions such 
as dementia, confusion and intellectual disability, excessive gaps between the rail 
and the top or bottom of the bed and lack of maintenance of equipment. The 
inspector noted that staff had completed full risk assessments for all bed rails in 
use. There was also a review system to ensure that restraint was only used when 
there was an identified need and where other alternatives had not provided 
adequate levels of safety.  

 
The person in charge and the clinical nurse manager were involved in providing the 
training on the new national policy on restraint for staff in centres throughout the 
county. The policy on restraint was available for staff and staff described to 
inspectors the measures they took when restraint was being considered. 
 
Residents’ finances were found to have been managed appropriately. The centre 
manages the finances of a small number of long term residents. There is a 
procedure that guides practice and an annual external audit of the system is in 
place. An inspector found that all transactions were recorded and were signed by 
two staff or the resident and a member of staff where possible.  
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Questionnaires completed by residents and their relatives confirmed to inspectors 
that residents felt safe. They said that staff were readily available to them at all 
times and that they checked on them frequently particularly during the night. One 
resident commented that “staff are always around to lend a listening ear”. 
 

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 
 
Inspectors found that overall, systems and practices in place promoted the health 
and safety of residents, visitors and staff. There were measures in place for the 
management of a range of risk situations. There was draft risk management policy 
that was awaiting formal approval. The person in charge was a member of the local 
quality and risk management group that had representatives from all the 
community hospitals in Donegal. This group discussed risk management issues 
across the residential sector and shared good practice.  
 
A risk register had been completed that identified risk and hazards throughout the 
centre. The risks identified included risks of burns and scalds due to the absence of 
thermostatic mixer valves on hot water outlets, the risk of injury due to 
inappropriate restraint and the lack of security as the front door was open during 
the day. Precautions to control or minimise risk were specified. For example, audits 
were undertaken to identify potential risks, to include a check on the temperature 
of hot water and safety checks where bed rails were in use. The possibility of not 
been able to fulfil training obligations due to staff shortages was another risk 
outlined.  
 
The environment was noted to be clean and there were measures in place to 
control and prevent infection. This included appropriate arrangements for the 
management of waste including clinical waste. All staff had training in infection 
control and had supplies of personal protective equipment which they were 
observed to use frequently. They were also observed to use the hand gels available 
throughout the centre as they moved from one area to another.   
 
There was a missing person policy in place which included clear procedures to 
guide staff should a resident be reported as missing. Photographic identification 
was available for each resident.  
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There was a food safety system in place and the inspector viewed records 
indicating staff involved in food handling had been trained in food safety. The local 
environmental health officers inspect the premises regularly. 
 
The inspector viewed records in staff files which indicated all staff had been trained 
in the safe moving and handling of residents. There were arrangements in place for 
recording and investigating untoward incidents and accidents. An accident record 
outlining all falls and near misses sustained by residents was maintained. However, 
the record was maintained on a poor photocopy which made it difficult to decipher 
essential information. An analysis of accidents had been completed under the 
headings of time, location and nature of incident. There was a system to ensure 
learning for all staff from accidents and serious or untoward incidents.  
 
A comprehensive emergency plan was in place to guide staff in responding to 
untoward events. A designated senior person was nominated to be the contact 
point in the event of an emergency. The plan outlined a clear procedure to follow in 
the event of fire, flooding and loss of essential services. Contingency arrangements 
were provided should it be necessary to evacuate residents from the building. The 
contact numbers for personnel to contact in an emergency were contained within 
the plan. However, the inspector noted that the plan did not have guidance on how 
to manage critical elements such as the transfer or movement of medication or 
essential equipment should evacuation be required. There was a visitors log in 
place to monitor the movement of persons in and out of the building to ensure the 
safety and security of residents however, this system was not fully effective as not 
everyone entering and leaving signed the book making it difficult to determine who 
was in the building. There were no controls in place to ensure the temperature of 
hot water was restricted to 43°C at outlets and inspectors found hot water very hot 
to touch. This had been highlighted as a risk factor in the centre’s risk register.  
 
The required fire certificate 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 older people was not available. The 
inspector was told that the centre was scheduled to have a fire inspection prior to 
this document being issued. Smoke detectors were located in all bedrooms and 
general purpose areas. Emergency lighting was provided throughout the building. 
An inspector viewed contracts of the servicing of fire alarms, smoke and heat 
detectors. These were serviced on a contract basis. Routine inspection of the fire 
door closures and fire panel were undertaken by a member of maintenance staff to 
ensure they were operational. Inspectors found that some improvements to the fire 
safety arrangements were needed. During the absence of the staff member 
responsible for the routine checks of the fire alert system there was no formal 
arrangement to ensure this essential check was undertaken. Floor plans that 
indicated escape routes to the nearest fire exit were displayed throughout the 
building however, inspectors noted that the assembly point in the car park was only 
identified in the reception area. Some paths leading from fire exit doors were 
covered in moss which could make them hazardous during an emergency 
evacuation. There was a lack of signs outside the building to direct staff and 
residents to the assembly point. This could cause confusion in an emergency as the 
distance from some exits to the assembly point was significant. There was a fire 
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exit sign that led to the enclosed garden which could lead to entrapment and there 
was no sign indicating the oxygen storage area. 
 
The inspector viewed records of fire drills which took place on a routine basis and 
refresher fire training was underway during the inspection days bringing all staff up 
to date on fire training.  
 

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 
 
Inspectors found evidence of good medication management procedures. An 
inspector observed nurses during the medication rounds and found that medication 
was administered in accordance with good practice standards and professional 
guidelines. Medication was supplied by the pharmacy in Letterkenny General Hospital 
for long-term residents of the centre. Medication for short-term residents was 
dispensed by a local pharmacy.  

 
There was a policy and procedure for the management and administration of 
medication. Some medication management policies were outlined in draft format. 
These included the policy on the management of “as required” PRN medication which 
had been highlighted for attention at the last inspection and the policy outlining the 
arrangements for the disposal of medication. The inspector was told that final 
approval before implementation was awaited. The inspector found that medication 
administration charts lacked some essential information. In instances where PRN 
medication was prescribed the maximum dose to be administered in a 24 hour period 
was not outlined and there were some instances where medications were not 
individually prescribed. There was a process for audit of the medication 
administration system. This was done by the clinical nurse managers every two 
months. Errors were highlighted for remedial action and as part of a ‘learning from 
mistakes’ culture.  

 
Controlled drugs were secured in a locked cabinet. An inspector viewed the 
controlled drugs register. Controlled drugs were checked by two nurses at the 
change of each shift to ensure all drugs were accounted for. The quantity of the 
preparations checked was in accordance with the controlled drug register.  

 
All medication was reviewed by the prescribing doctor every three months or more 
frequently should a change in residents’ health occur. 
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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 
 

Inspectors found good standards of evidence-based nursing care. The person in 
charge and provider had made arrangements for the provision of appropriate 
nursing, medical and allied health care. Residents had detailed assessments based on 
evidence-based practice tools and had care plans in place which were updated to 
meet their changing needs. Residents were usually able to retain the services of their 
own GP. Three GP practices provided medical services to the centre. A review of care 
records indicated that access to a range of appropriate health care professionals was 
facilitated to support residents to achieve optimum health. Records provided 
confirmation that advice and treatment from professionals such as physiotherapists, 
occupational therapists and chiropodists was available. A review of care plans 
indicated residents had also seen the optician who visits on a monthly basis. Dental 
care is provided by the community dentist who sees residents on referral. Residents’ 
questionnaires returned to inspectors conveyed that some residents had experienced 
delays in accessing the physiotherapy service. 

 
An electronic record management system was used by staff to outline residents’ 
healthcare needs and the targets for care interventions. The clinical nurse manager 
showed an inspector how this system operated in practice. The system was noted to 
provide a detailed care planning format. The inspector examined two care plans and 
the dependency rating scales for all residents. These were printed off the system for 
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ease of access. Care plans provided a good outline of resident’s needs and the care 
interventions in place to respond to needs and promote well being. The Roper, Logan 
and Tierney model of nursing care was in use. Residents confirmed that they were 
consulted about their care plans and relatives confirmed that their views were sought 
and considered when care plans were compiled. There was evidence available that 
indicated when care plans were reviewed. The system prompts the required three 
monthly reviews. The inspector saw that where a resident’s care needs had changed, 
the care plan had been revised to reflect the changes and the subsequent actions 
required of staff. This evidence confirmed that care plans are reviewed as required in 
response to changing circumstances. The inspector noted that where a resident was 
unable to communicate or contribute to the care plan there was an assessment of 
the communication problems and the arrangements in place to improve the 
communication pathway. 
 
Daily notes were of a particularly good standard and described progress in relation to 
emotional and medical needs and reflected the care needs identified.  
 
Behaviour that challenged was documented well and residents had been reviewed by 
the mental health team. A management plan was in place in one instance and the 
presenting behaviours and actions taken to ensure the residents well being and that 
of other residents were recorded.      

 
There was evidence in care plans of good links with community mental health 
services. The psychiatrist for later life and the community mental health nurse visited 
the centre as required. Medication prescribed for mental health problems was 
reviewed routinely by the psychiatrist.  

 
There was a range of equipment to enable nursing staff to respond to a medical 
emergency including an automated external defibrillator (AED) machine, oxygen 
supplies and a suction machine. One of the nurses was a trainer in cardiopulmonary 
resuscitation and all care and nursing staff had refresher training in resuscitation 
annually.  

 
There were a range of evidence-based risk assessments in use to determine 
dependency levels, risk of falls, nutritional care, the risk of developing pressure 
sores, pain and mood assessments. There were no wound care problems needing 
attention. The inspector noted that the care plan of a highly dependant resident had 
clear instructions for staff that outlined how to maintain pressure areas in good 
condition.  
 
The arrangements for the management of respite care were well established. The 
primary care team was involved and matters such as medication supplies were 
organised in advance of the admission and in a timely way to facilitate discharge.  
 
The inspector found that an assessment of social care needs was undertaken as part 
of the care plans developed and there were references to personal choices and 
interests in relation to activities in the care plans reviewed. There was a program of 
activities in place which was facilitated daily by two care staff. The activities program 
included bingo, reading newspapers, discussion on the news and craft making. On 
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the first day of inspection, carers were noted to talk to residents during the morning 
and afternoon and to prompt discussions on the news of the day. Staff were found to 
be very familiar with residents’ likes and dislikes and were able to use this 
information to prompt responses. On the second day, everyone was very involved in 
the birthday celebrations for a resident that had been organised by family and the 
centre. A musician who was well known to the residents visited. The music was seen 
to be particularly appreciated by residents who joined in with many of the songs.  
 
Overall, inspectors found that while social activities were available there was a lack 
of continuity and planning for social care. It was not possible to determine what 
activity might take place on what day and the approach did not facilitate all residents 
having access to social activity. Two residents told inspectors that they were bored at 
times. 
 
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 there was no resident receiving end of life care at the time of inspection, 
inspectors were satisfied that caring for a resident at end of life was regarded as a 
significant part of the care service provided. There was a designated room for end 
of life care with an ensuite toilet and wash hand basin and a sitting area. 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.  
 
There is a care plan on the computer system that provides prompts to guide staff 
when assessing and formulating residents’ wishes for end of life care. The centre 
was part of a project on person-centred care and end of life care planning was an 
area of care practice covered. Inspectors were told of one instance where a 
resident was enabled to return home to die which was her expressed wish. Staff 
had organised this move in cooperation with the family, the local doctors and 
primary care nurses. A care plan examined was noted to outline end of life wishes, 
involvement of a family member and the medical and nursing staff views and 
contributions. There is a policy to guide staff through the decision making process 
and this was noted to include guidance on establishing and recording residents’ 
wishes and choices. There was no formal process for consent to refuse treatment 
but staff said that residents’ wishes would be recorded and discussed with medical 
staff in this situation.      
  
The palliative care team from Letterkenny General Hospital provide specialist 
support and advice as needed and visit the centre to review and plan care when 
required.  
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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 were satisfied that residents received a nutritious and varied diet that 
offered choice and met their needs and expectations.  
 
The kitchen area was large and suitable to cater for the number of meals to be 
prepared each day. It was clean, well-equipped and contained suitable facilities for 
the storage, preparation and cooking of food. There were supplies of fruit juices 
and water accessible to residents. The inspector spoke with staff in the kitchen and 
found them knowledgeable and well informed about catering practices. Many staff 
who work in the kitchen have multi-task roles which mean that their duties varied 
from care to catering on different days. When interviewed they displayed an 
informed understanding of residents nutritional needs.  
 
They confirmed that they had training on moving and handling, elder abuse, fire 
safety, trust in care, food hazard analysis and had completed training at Further 
Education and Training Awards (FETAC) level 5.  
 
The dining area is a large space off the connecting hallways between the day 
hospital and the residential area. For residents comfort and in response to their 
requests, this area is protected at meal times to reduce the movement of personnel 
through the area. A menu board in the dining area displayed the daily menu. 
Residents had a choice at each meal and catering staff were informed daily which 
residents required specialised, liquidised or soft-consistency meals. All specially-
prepared meals were individually plated and attractively presented. Residents who 
required assistance to eat were offered help sensitively and discreetly. Inspectors 
saw residents being offered a variety of snacks and drinks throughout the day. 
Residents were prompted to drink regularly by staff and two residents told 
inspectors that they could have tea or coffee and snacks at any time but that drinks 
were offered so often that they usually did not need to ask. A record of menus was 
maintained but a complete record of all food served was not available. If residents 
did not have the menu options and were served an alternative this was not 
recorded making it difficult to determine if the food served in specific situations was 
adequate.  
 
The clinical nurse manager told the inspector that all residents’ weights were 
monitored routinely and that dietary and fluid intake was monitored when residents 
were vulnerable. A formal nutritional risk assessment – the Malnutrition Universal 
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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.  
 
The centre’s policy on nutrition management was in draft form and was awaiting 
final approval.  
 

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. The 
services not included in the fee were identified in the contract. 
 
Residents were provided with a copy of the residents’ guide. This was also available 
in Gaelige. On review it was noted to contain the required information. 
 

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 
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Inspection findings 
 

Residents confirmed in discussion with inspectors that they were treated with respect 
and dignity and said that they felt valued. They described staff as dedicated to their 
well being. There was a residents’ forum which was established several years ago 
and continued to meet quarterly. This gave residents an opportunity to talk about 
the service as they experienced it and to bring forward suggestions for improvement. 
The inspector was told that discussions on topics such as activities, food and general 
matters such as the development of the garden were discussed. The person in 
charge said that she and the clinical nurse mangers met residents most days and 
encouraged them to share their views or issues of concern. Inspectors observed that 
interactions between staff and residents were cordial and friendly. 

 
Residents confirmed to inspectors that the centre was a good place to live and staff 
cared for them in a dignified and courteous manner. Residents were able to exercise 
choice regarding when they got up and went to bed. During the day, residents were 
able to move around the centre freely and have visitors at times that suited them. 

 
There were good systems in place to promote effective communication. Many 
conversations between staff and residents took place in Gaelige which was the 
preferred choice of many residents. Some residents had their own mobile phones 
and there was a telephone in the reception area for residents use. While this was 
located in an accessible area the arrangement did not facilitate making a telephone 
call in private as it was in an open area and not screened. Residents had access to a 
range of newspapers both local and national. Magazines and books including books 
on audiotape were available. Staff told inspectors that in the past, the speech and 
language therapist had provided Braille cards and signage to assist residents when 
their individual needs had been assessed.  

 
Residents could practice their religious beliefs. There was an oratory area and a 
video link had been established to the local church so that Mass and other church 
events could be relayed to the centre. Residents’ could watch services in their own 
bedrooms or in the day room. Funerals and weddings were relayed which allowed 
residents’ to maintain strong links with the community. Some residents’ stated they 
especially enjoyed viewing the wedding ceremonies. Many residents had lived locally 
and knew many of the people going to Mass and those involved in events.  

 
Residents’ privacy and dignity was respected. Inspectors observed staff knocking on 
doors and waiting for permission to enter. Doors to bedroom areas were closed when 
care was in progress. All residents had been provided with a locker with a lockable 
drawer to allow them to secure personal items ensuring their privacy. Curtains were 
provided around beds in shared rooms and were appropriately drawn to protect 
privacy when care was underway. 

 
The communication policy was in draft form and described the different modes of 
communicating and the ways that residents could be encouraged to express their 
needs. The policy outlined procedures for communicating with residents with sight or 
hearing impairments and for communicating with residents with cognitive 
impairment. The inspector observed good communication practice in several areas. 
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Staff interactions with residents were positive and there was engagement between 
staff and residents at all points of contact. In another instance, a resident with 
profound communication problems was being encouraged to respond to approaches 
from staff and care records indicated where positive responses and achievements 
had taken place.  

 
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 in place for managing residents’ personal property and 
possessions were found to be appropriate. Each resident had a wardrobe and could 
keep their clothes near them. Residents and their relatives said that clothes were 
well taken care of by staff and that the standard of finished laundry was good. Items 
sent to the laundry were returned promptly.  
 
The laundry when inspected was clean, well organised and was equipped with 
industrial sized washing machines and dryers. There was a discreet and effective 
system for labelling clothing and all clothes being laundered was individually marked.  
 
A record of property was completed for each resident on admission. A subsequent 
list was maintained to record any additional property brought in or returned home by 
the resident or their family. 
 
At the last inspection, the inspector had identified the lack of lockable storage for 
residents. Since then all residents had been supplied with new cupboards that had a 
lockable area. 
 
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 
 
Geraldine McLean as the person in charge had a full time post. As required by the 
regulations, she is a registered general nurse with three years experience within 
the last six in the care of older people. She has been in this post for the past seven 
years. During the fit person interview, she demonstrated that she had the required 
knowledge, skills and experience to ensure that the centre met its stated purpose, 
aims and objectives.  
 
She identified her responsibilities for promoting and safeguarding residents’ welfare 
and was knowledgeable about the regulations and standards that govern 
designated centres. Inspectors found that she had a strong presence in the centre 
and was clear about the standards that she expected throughout the service. She 
attended the handover when on duty and during the inspection conveyed an up to 
date knowledge of residents’ needs. She had kept her clinical knowledge up to date 
and had completed training in dementia care as well as the statutory topics of 
moving and handling, elder abuse and fire safety. She was supported in her role by 
a clinical nurse manager who also worked on a full time basis and who took 
responsibility in her absence. She demonstrated a good knowledge of audit 
processes and had undertaken audits to identify trends and improve the quality and 
safety 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 
 
The number accommodated was normally 35 but numbers had been restricted to 
30 due to the shortfall in staff consequent to the moratorium on staff recruitment 
in the HSE. The inspector viewed the staff duty rotas for a two week period. The 
rota showed the staff on duty during the day and night. The inspector noted that 
the planned staff rota matched the staffing levels on duty and where illness or 
absence occurred this was identified and adequate cover arrangements had been 
put in place. Staff were observed to promptly respond to residents requests for 
assistance during the day and to answer call bells promptly. The rota indicated the 
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person in charge had sufficient time for management and governance tasks and to 
support and supervise staff. One of the clinical nurse managers normally on duty  
was departing on maternity leave and another responsible for the day hospital and 
who frequently took charge in the absence of the person in charge was also away 
on maternity leave. This had created a significant gap in the senior management 
team but was not presenting a problem at the time of the inspection.  
 
There was an on call arrangement in place outside of core day time hours to 
ensure that a management resource was available to guide and inform staff. In the 
questionnaires returned to inspectors, relatives and residents (with the exception of 
two) said they found there was adequate staff on duty. There were two comments 
that indicated that staff were at times very busy. The inspector was able to form 
the view that the numbers of staff on duty and skill mix were appropriate to meet 
the needs of residents on the day of the inspection. This included nursing staff, 
care staff, catering, and cleaning and laundry staff. 
 
The provider maintained a record of An Bord Altranais professional identification 
numbers (PIN) for all registered nurses. This was reviewed by inspectors and seen 
to be up to date. Fifteen of the 21 care assistants had completed training at Further 
Education and Training Awards Council (FETAC) Level 5.  
 
The provider and person in charge were committed to staff development and to 
providing ongoing training for staff although this was becoming restricted to 
ensuring that training on the mandatory topics was completed. Mandatory training 
which included safe moving and handling of residents, adult protection and fire 
safety was completed by all staff within the required time limits. In addition, three 
staff had attended dementia care training and nine had attended food safety 
training. 
  
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 with the exception of information on medical 
and physical fitness were available in the files viewed.  
 

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 
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The centre was designed as a community hospital and as part of local primary care 
resources. The building is one storey and is approached by a tarmac driveway. There 
is parking to the front and side of the building. The centre was welcoming and all 
internal areas viewed were in a clean hygienic condition. There were pictures and 
photographs of residents and staff taking part in events displayed throughout the 
centre which contributed a home-like touch. There were systems in place for the 
repair and maintenance of equipment and the building. There was assistive 
equipment such as call bells in place and inspectors noted that information to prompt 
residents to use the calls bells was displayed in Irish and English. Inspector also 
noted that call bells had been strategically placed at doorways and near toilets and 
showers. Residents were familiar with the system and told inspectors it was easy to 
use. Hallways had a handrail on one side to assist people with mobility problems. 
Safe floor covering was provided throughout the building. Inspectors observed 
residents moving freely around the building. 
 
The centre has a large enclosed garden that was recently landscaped and cultivated 
with shrubs and flowers. It was noted to provide an attractive space for residents 
when outside. It had appropriate seating and raised beds. Several residents 
commented on the garden and the flowers in bloom. They said they liked being able 
to see it from inside and enjoyed being able to get out when the weather was good.  

 
The premises were found to be very clean. There was a cleaning schedule in place 
and staff undertaking cleaning duties were observed to be thorough in their 
approach to cleaning residents’ rooms and communal areas. Infection control 
guidelines were in place and were being followed by staff. Inspectors observed staff 
working safely and in line with best practice standards for health and safety. Sluice 
rooms were well equipped with stainless steel sinks, wash hand basins and storage 
areas for bedpans. A bed pan washer was provided. 
 
Bedrooms were adequately furnished for the comfort and privacy needs of residents. 
Many rooms had been personalised with photographs and residents own belongings. 
There were 17 single rooms and six shared rooms that accommodated three 
residents. However, occupancy levels within shared rooms were not in accordance 
with the Authority’s standards and did not provide for the levels of privacy and 
dignity required by the regulations. There were three assisted showers and an 
assisted bath for residents’ use which met the required ratio of baths and showers 
outlined in the National Quality Standards for Residential Care Settings for Older 
People in Ireland . There were sufficient toilets for the number of residents to be 
accommodated and they were located in close proximity to residents’ bedrooms and 
communal areas. Bedrooms and communal areas were found to be comfortably 
warm.  

 
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. 
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Inspectors identified a number of issues associated with the premises that required 
attention. These included: 

 
Visitors were noted to meet with residents in the communal sitting room and the 
dining area. There was a designated area for residents to receive visitors in private.  
Inspectors spoke to residents who said that they generally met their relatives in 
either their rooms or in communal areas. 

 
The laundry area had one entrance/exit point which presented a hazard as clean and 
soiled laundry had to be moved in and out through this point and it did not have a 
wash hand basin or sink with drainer.  

 
The designated hairdressing room was not adequate for this purpose. There was a 
toilet in the area and no hand washing sink was available except the hairdressing 
sink. It was also very small and did not provide adequate accessibility or comfort for 
residents. 

 
There were some deficits in signage throughout the building. A shower area and a 
linen store were marked as bathrooms. The linen store also contained oxygen 
cylinders but there was no signage to indicate that oxygen was stored there. 

 
While the assisted bathroom had an attractive mural on one wall, the other wall 
needed painting. The shelf in another bathroom needed to be made secure as it was 
loose from the wall. 
 
Shared bedrooms accommodating three residents had one wash hand basin which 
was below the recommended ratio of one hand basin for every two residents. 

 
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: 
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  
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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  
 
 
Records in relation to residents (Schedule 3) 
 
Substantial compliance                                          Improvements required  
 
 
General records (Schedule 4) 
 
Substantial compliance                                          Improvements required  
 
All the required records were maintained but there were some that needed 
amendment to fully comply with legislation. These included the complaints records 
and procedure, records of food served and the visitors’ record. 
 
Operating policies and procedures (Schedule 5) 
 
Substantial compliance                                          Improvements required  
 
The provider had all the policies required in Schedule 5 of the Regulations however 
some were in draft format. Inspectors viewed a sample of polices and found that 
they were well written and provided effective guidance to staff. The policy on the 
management of restraint and the policy on prevention, detection and response to 
abuse were particularly well detailed. The policies in draft form and awaiting 
amendment and final approval before implementation included the policy on risk 
management, nutrition and the creation of, access to, retention of and destruction 
of records. 

 
Directory of residents 
 
Substantial compliance                                          Improvements required*  

 
Staffing records 
 
Substantial compliance                                          Improvements required  
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All staff records reviewed did not contain the information required by Schedule 2 of 
the regulations as detailed under outcome 14. 
 
Medical records 
 
Substantial compliance                                          Improvements required  
 
The medication records did not fully comply with good practice standards for 
medication management. Not all medications were individually prescribed and the 
policy on “as required” medication was in draft format. 
 
Insurance cover 
 
Substantial compliance                                          Improvements required  
 
Insurance is provided by the state claims agency. 
 

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 
 
Practice in relation to notifications of incidents was satisfactory. The person in 
charge was aware of the legal requirement to notify the Chief Inspector regarding 
incidents and accidents. To date all relevant incidents had been notified to the 
Chief Inspector by the person in charge.  

 
 
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 
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Inspection findings 
 
There were appropriate arrangements in place for the absence of the person in 
charge.  
 
One of the clinical nurse managers took charge in the absence of the person in 
charge. Inspectors were informed that there have been no absences of the person 
in charge for such a length that required notification to the Chief Inspector. 
 

 
Closing the visit  

 
At the close of the inspection visit, a feedback meeting was held with the person in 
charge and the clinical nurse manager to report on the inspectors’ findings, which 
highlighted both good practice and where improvements were needed.  
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Provider’s response to inspection report∗ 
 

Centre: Falcarragh Community Hospital 
 

Centre ID: 619 
 

Date of inspection: 31 May and 1 June 2011 
 

Date of response: 29 July 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 were 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 available 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. 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The centre will prepare and provide a report each year on quality 
improvement initiatives to include all audits, management of risks, 
quality of care and environmental improvements. 
 

 
 
 
March 2012 

 
Outcome 3: Complaints procedures 

2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The complaints procedure and records did not identify timescales for responding to and 
investigating complaints and did not indicate if the complainant was satisfied with the 
outcome. The Authority was identified as part of the appeals process.  
 
Action required:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
Action required:  
 
Review the complaints procedure to outline the appeals process and revise the reference 
to the Authority. 
 
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: 
 
Review the complaints policy to include timelines for responses on 
receipt of a complaint both written and verbal.  Revise display 
notices to clarify the role of the Authority in terms of the complaint 
procedure. 
 

 
 
December 2011 
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Outcome 5: Health and safety and risk management  
3. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The improvements needed to health and safety and risk management were: 

 The risk management policy was in draft format and needed to be finalised. 
 

 The accident records were completed on poor quality photocopies which made 
information difficult to complete and to decipher. 
 

 There was a deficit in the fire safety arrangements. There was a lack of signage to 
guide personnel when outside the building to the assembly area and there was no 
arrangement to carry out essential fire checks in the absence of the maintenance 
staff. Some fire exit paths were hazardous as paths were covered in moss. The 
statutory fire safety certificate was outstanding. 
 

 The emergency plan needed revision to identify the arrangements for managing 
medication and essential equipment for residents in an emergency situation. 
 

 There were no controls in place to ensure the temperature of hot water was 
restricted to 43°C at outlets and the inspectors found hot water very hot to touch. 
This has been highlighted as a risk factor in the centre’s risk register.  

 
Action required: 
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
Action required:  
 
Provide a clear format to record accidents and incidents. 
 
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. 
 
Action required:  
 
Make adequate arrangements for reviewing fire precautions, and testing fire equipment, 
at suitable intervals. Have in place arrangements to ensure that essential checks of the 
fire safety arrangements are carried out as required in the absence of maintenance staff. 
 
Action required:  
 
Provide adequate means of escape in the event of fire. 
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Action required: 
  
Amend the emergency plan to provide guidance for the provision of medication and 
equipment in an emergency situation.  
Action required: 
 
Have in place measures that ensure that hot water is dispensed at a safe temperature. 
 
Reference: 

Health Act 2007 
Regulation 31: Risk Management procedures 
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: 
 

 The draft risk management policy will be signed off by policy 
and procedure group Donegal PCCC on 29 July 2011. 

 
 The centre will provide incident /accident forms that are 

legible when photocopied. 
 

 A full review of fire safety arrangements with an external 
fire consultant is scheduled for Monday 25 July 2011. All 
issues identified within the report will be addressed 
following this review. 
 

 A second staff member will be trained in reviewing fire 
precautions and conducting testing and equipment checks to 
ensure all checks are made in the absence of general 
operative / designated fire person.  
 

 The emergency plan will be revised to include arrangements 
for managing medication and equipment for residents in an 
emergency situation 
 

 HSE Estates department will be contacted to provide 
thermostatic controls at hot water outlets. This request for 
work completion has been added to minor capital 
programme for 2012.   

 

 
 
 
 
 
September 2011 
 
 
Completed 
 
 
 
 
March 2012 
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Outcome 6: Medication management 
4. The provider is failing to comply with a regulatory requirement in the 
following respect: 
  
Some medication management policies were outlined in draft format. These included the 
policy for the management of “as required” PRN medication and the policy outlining the 
arrangements for the disposal of medication.  
 
Medication administration charts did not identify the maximum dose of “as required” 
medication to be administered in a 24 hour period.  
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies relating to 
the ordering, prescribing, storing and administration of medicines to residents and ensure 
that staff are familiar with such policies and procedures. 
 
Action required:  
 
Put in place suitable arrangements and appropriate procedures and written policies in 
accordance with current regulations, guidelines and legislation for the handling and 
disposal of unused or out of date medicines and ensure staff are familiar with such 
procedures and policies. 
 
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: 
 
Finalise and implement policies for “as required PRN medication” 
and “arrangements for disposal of medications”. 
 
Ensure GPs indicate on resident’s drug kardex maximum dose of 
drug to be administered when prescribing PRN medication 
 
Falcarragh Community Hospital as part of Older people’s Services 
Donegal will adopt “Medication Management Templates Standards 
for practice in residential care” following the meeting of all 
directors of nursing community hospitals Donegal in September 
2011.   
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Outcome 7: Health and social care needs 
5. The provider is failing to comply with a regulatory requirement in the 
following respect: 
  
There was a lack of continuity and planning for social care. It was not possible to 
determine what activity might take place each day and the approach did not facilitate all 
residents having access to social activity.  
 
Action required:  
 
Provide opportunities for each resident to participate in activities appropriate to his/her 
interests and capacities. 
 
Reference: 

Health Act 2007 
Regulation 6: General Welfare and Protection 

                   Standard 13: Health Care 
                   Standard 18: Routines and Expectations. 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A weekly plan of activities will be drawn up and displayed in 
communal areas for resident’s attention. Consideration will also be 
given to residents preferred activities and preferences and 
suggestions sought from the residents committee.  
 

 
 
 
September 2011 

 
 
Outcome 9: Food and nutrition  

6. The person in charge  is failing to comply with a regulatory requirement in 
the following respect: 
  
The centre’s policy on nutrition management was in draft form and the menu records did 
not describe the range of food prepared or any special diets prepared for individual 
residents.  
 
Action required: 
  
Implement a comprehensive policy and guidelines for the monitoring and documentation 
of residents’ nutritional intake. 
 
Action required:  
 
Maintain a record of the food provided for residents in sufficient detail to enable any 
person inspecting the record to determine whether the diet is satisfactory, in relation to 
nutrition and otherwise, and of any special diets prepared for individual residents. 
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Reference: 
Health Act 2007 
Regulation 20: Food and Nutrition and Schedule 4 records 
Standard 19: Meals and Mealtimes  

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

Timescale: 
 

Provider’s response: 
 
Finalise and implement the draft nutrition policy.  
Devise a system with the catering department which records 
specialist diets provided and the range of food prepared. 
 

 
 
 
December 2011 

 
Outcome 11: Residents’ rights, dignity and consultation 

7. The provider  is failing to comply with a regulatory requirement in the 
following respect: 
 
The policy to guide and inform staff on communication was in draft form and had not 
been finalised. 
 
Action required:  
 
Have in place a policy on communication as required by legislation. 
 
Reference: 

Health Act 2007 
Regulation 10: Residents’ Rights, Dignity and Consultation. 
Regulation 11: Communication. 
Standard 18: Routines and Expectations 

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

Timescale: 
 

Provider’s response: 
 
Finalise and implement communication policy. 
 

 
 
October 2011 

 
Outcome 14: Suitable staffing 

8. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Evidence of medical and physical fitness was not available in the staff files inspected in 
accordance with schedule 2 records.  
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Action required:  
 
Put in place recruitment procedures to ensure that no staff members are employed in the 
designated centre unless they are physically and mentally fit for the purposes of the work 
which they are to perform. 
 
Action required:  
 
Have all the required schedule 2 documents available for inspection when requested. 
 
Reference: 

Health Act 2007 
Regulation 18: Recruitment 
Standard 22: Recruitment 

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

Timescale: 
 

Provider’s response:  
 
All staff will be requested to provide documents as listed in 
Schedule 2. 
 

 
 
December 2011 
 

 
Outcome 15: Safe and suitable premises 

9. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The following premises matters need attention: 
 

 There were more than two residents in multiple occupancy bedrooms. 
 

 Shared bedrooms accommodating three residents had one wash hand basin 
which was below the recommended ratio of one hand basin for every two 
residents. 
 

 The laundry had one point of entry.  
 

 The hairdressing room was not adequate for this purpose. 
 

 The signage on some rooms needed alteration to indicate their purpose and to 
identify the presence of potentially hazardous substances. 
  

 Some areas needed painting and decoration.  
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Action required:  
 
Provide a plan to the Chief Inspector that outlines how accommodation and facilities for 
residents will be provided in accordance with the National Quality Standards for 
Residential Care settings for Older People in Ireland within the timeframe allowed. 
 
Action required:  
 
Provide a hairdressing area that is appropriate for this purpose. 
 
Action required:  
 
Review the signage to ensure that it conveys accurate information and identifies the 
presence of specific substances. 
   
Action required: 
  
Keep all parts of the designated centre clean and suitably decorated. Carry out a review 
of the premises and redecorate the areas that need redecoration 
 
Reference: 

Health Act 2007 
Regulation 19: Premises  
Standard 25: Physical Environment 

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

Timescale: 
 

Provider’s response: 
 
Contact HSE Estates department to provide additional sinks and 
other environmental changes as recommended in the report. 
Ensure signage is appropriate and signs are in place to identify the 
presence of specific substances 
Redecorate the areas that require decoration 
Tenders for painting are currently being sought 
 

 
 
 
December 2011 

 
Outcome 16: Records and documentation to be kept at a designated centre 

10. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Some of the required records needed amendment to fully comply with legislation. These 
included employment records for staff, the complaints records and procedure, records of 
food served, and the visitors’ record. Policies on nutrition, risk management and the 
creation of and destruction of records were in draft form.  
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Action required:  
 
Have in place full and satisfactory information and documents specified in Schedule 2 in 
respect of each person employed at the centre. 
 
Action required: 
  
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
Action required:  
 
Provide final copies of policies on nutrition, risk management and the creation of, access 
to, retention of and destruction of records. 
 
Reference: 

Health Act 2007 
Regulation 27: Operating Policies and Procedures 
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: 
 
Contact personnel department to ensure all documents required in 
Schedule 2 are available for all staff. 
 
Ensure the outcome of any complaint received is documented and 
record if the resident / family of a resident are satisfied with the 
outcome 
 
Finalise policies currently in draft form and submit to inspection  
 

 
 
December 2011 
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Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
The residents, staff and management team wish to thank the inspection team for 
their courtesy and professionalism throughout the inspection. We welcome the 
comments and guidance provided in the report and thank you particularly for 
acknowledging evidence of good practice. The report will be used to build on 
improvements already made and to promote continuous improvement of the care 
experience for our residents.   
 
 
Provider’s name:  Kieran Doherty 
Date: 29 July 2011   


