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Centre name: 

Boyne View House 
 

 
Centre ID: 

0532 
 
Dublin Road 
 
Drogheda, 
 

 
Centre address: 
 

Co. Louth. 
 

 
Telephone number: 

041-9837495 
 

 
Fax number: 

041-9800734 
 

 
Email address: 

Brighide.Lynch@hse.ie  
Seamus.McCaul@hse.ie  

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

Brighide Lynch on behalf of Health service 
Executive (HSE) 

 
Person in charge: 

Michael James (Seamus) McCaul 
 

 
Date of inspection: 

29 June 2011 
 

 
Time inspection took place: 

 
Start: 09:00    Completion: 18:05 

 
Lead inspector: 

Sonia McCague 
 

 
Support inspector: 

Siobhan Kennedy 
 

Type of inspection:  Announced                          Unannounced 

Purpose of this inspection 
visit: 

 Application to vary registration conditions 
 Notification of a significant incident or event 
 Notification of a change in circumstance  
 Information received in relation to a complaint 
or concern 
 Follow-up inspection 

 

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

 to follow up matters arising from a previous inspection to ensure that actions 
required of the provider have been taken 

 following a notification to the Health Information and Quality Authority’s Social 
Services Inspectorate of a change in circumstance for example, that a provider 
has appointed a new person in charge 

 arising from a number of events including information received in relation to a 
concern/complaint or notification to the SSI of a significant event affecting the 
safety or wellbeing of residents 

 to randomly “spot check” the service. 
 
All inspections can be announced or unannounced, depending on the reason for the 
inspection and may take place at any time of day or night.  
 
All inspection reports produced by the Health Information and Quality Authority will 
be published. However, in cases where legal or enforcement activity may arise from 
the findings of an inspection, the publication of a report will be delayed until that 
activity is resolved. The reason for this is that the publication of a report may 
prejudice any proceedings by putting evidence into the public domain. 
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About the centre 
 

Description of services and premises 

 
Boyne View House is a single-storey secure dementia-specific unit that has bed 
occupancy to a maximum of 26 residents. The centre facilitates male and female 
residents with 21 extended care beds and five respite beds. Respite beds generally 
rotate on a weekly basis. 
 
The accommodation includes 18 single bedrooms and 4 twin bedrooms, all with  
wash-hand basins. One single bedroom has an en suite toilet facility that adjoins a 
bathroom and two of the twin rooms share an en suite toilet facility. Four separate 
toilets are available and suitable to independently mobile residents. The centre has 
three separate wheelchair accessible shower rooms and one assisted bathroom. 
 
Other facilities include a visitors’ room, a relaxation room, quiet room, a day room 
and an oratory. The dining room is located next to a kitchenette and near to the day 
room.  
 
Staff offices, treatment room, store room and changing facilities were also available. 
 
The centre has a rectangular design with a recently upgraded internal sensory 
garden/courtyard that was accessible from two of the four corridors.  
 
Parking was available at the front of the centre and on this site that is shared with St 
Mary’s Hospital. The boiler house and oil tank was located separate form the centre 
but a short distance away. 
 

Location 

 
Boyne View House is located on the Dublin Road, Drogheda. It is close to the railway 
station and town centre. 
 

 
Date centre was first established: 

01 January 1970 
 

 
Number of residents on the date of inspection: 

24 
(19 long term residents and 
5 respite residents) 

 
Number of vacancies on the date of inspection: 

 
2 

 
 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
24 

 
0 

 
0 

 
0 
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Management structure 
 
Boyne View Hospital is operated by the HSE and the nominated person on behalf of 
the Provider is Brighide Lynch, Area Coordinator, Services for Older People, Louth 
Local Health office. The Person in Charge is Michael James McCaul (known as 
Seamus McCaul), assistant director of nursing who manages the centre on a day-to-
day basis and reports to a director of nursing, Dympna Robbins.  
 
Clinical nurse managers, staff nurses, care assistants, ancillary staff and a range of 
administrative and clerical staff support the Person in Charge to carry out his duties 
and responsibilities.  
 
 
Staff 
designation 

Person 
in 
Charge 

Nurses Care 
staff

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on 
duty on day 
of 
inspection 

1 4 4 2 2 0.5 1 
provider
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Background  
 
This was an announced inspection carried out over one day. The purpose of the 
inspection was 

 to follow up matters arising and outlined below from a previous registration 
inspection carried out 3 and 4 November 2010 to ensure that actions required 
of the provider and person  in charge had been addressed satisfactorily 

 following a notification to the Health Information and Quality Authority’s Social 
Services Inspectorate of a change in circumstance. The provider (HSE) has 
appointed a new nominated person Brighide Lynch as on behalf of the HSE 

 to interview and determine the fitness of Brighide Lynch the most recently 
appointed representative for the provider 

 to interview the Key senior manager who deputises for the person in charge 
and who was on leave during the previous registration inspection 

 
Summary of findings from this inspection  
 
 
This report sets out the findings of a follow-up inspection which took place following 
an application to the Health Information and Quality Authority for registration under 
Section 48 of the Health Act 2007, a registration inspection carried out 3 and 4 
November 2010 and a change in provider (nominated person for provider) since 
January 2011. Interviews held with the nominated person of behalf of the provider 
and a key senior manager were satisfactory. Inspectors met with residents, relatives, 
visitors and staff, observed care practices and reviewed documentation such as care 
plans, medical records, complaint records, accident / incident logs, maintenance 
records, audit findings, fire safety documentation, policies and procedures and 
personnel files.  
 
All of the 23 actions required of the provider/person in charge from the previous 
inspection 3 and 4 November 2010 have been progressed including action 10 relating 
to the premises. Most have been completed satisfactorily. Requirements outstanding 
within action seven, 13 and 21 are restated in this report. Action seven related to 
providing mandatory training to all staff working in the centre. Action 13 included 
providing all staff with fire safety training and submitting written confirmation from a 
competent person that all the requirements of the statutory fire authority have been 
complied with. Action 21 related to unsecure storage of refrigerated medicines. 
These requirements had been progressed but were not yet completed satisfactorily.  
 
Overall, inspectors found evidence of good practice and a commitment by the 
centre’s management and staff team to continually work to improve the quality of 
the service that residents received. The views obtained from residents and relatives 
were satisfactory and highly complimentary of quality of care they received and the 
help and support provided by management and the staff team. The atmosphere in 
the centre was relaxed as staff and residents interacted and participated in the 
routine activities of the day.  
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Issues covered on inspection 
 

 
1. To follow up matters arising and outlined below from a previous 
registration inspection to ensure that actions required of the provider have 
been taken.  
 
All of the 23 actions required of the provider/person in charge have been progressed 
with many completed satisfactorily. Outstanding requirements within actions 7, 13 
and 21 have been restated at the end of this report.  
 
2. To interview and determine the fitness of Brighide Lynch the most 
recently nominated person as Provider on behalf of the HSE Following a 
notification to the Health Information and Quality Authority’s Social 
Services Inspectorate of a change in circumstance and to interview the 
Key senior manager Eileen Vesey who was on leave during the previous 
registration inspection and who deputises for the person in charge. 
 
Inspectors interviewed Brighide Lynch appointed as nominated person on behalf of 
the provider (HSE) and found her to meet the requirements of the regulations.  
 
The key senior manager Eileen Vesey was also found her to meet the requirements 
of the regulations. 
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Actions reviewed on inspection: 
 
1. Action required from previous inspection:  

 Put in place a comprehensive written risk management policy and 
implement this throughout the designated centre.  

 Ensure that the risk management policy covers, but is not limited to, the 
identification and assessment of risks throughout the designated centre 
and the precautions in place to control the risks identified.   

 Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or 
untoward incidents or adverse events involving residents. 

 Provide training for staff in the moving and handling of residents. 
 Take all reasonable measures to prevent accidents to any person in the 

designated centre and in the grounds of the designated centre. 
 
 
This action was addressed satisfactorily. 
 
There is a centre-specific risk management policy in place, responsible personnel 
were named and staff are aware of same. The risk assessment policy identifies and 
assesses risks throughout the designated centre and the precautions to be put in 
place to control the identified risks.  Education sessions have been provided and 
attended by staff. Reflective practice and learning sessions at management meetings 
was reported. A risk policy specific to Boyne View House is in place. Incidents in 
Boyne View House were reviewed with staff and the learning from events was shared 
with all other staff.  
 
Inspectors were told by the provider and person in charge of arrangements in place 
to link with a Quality Risk Committee, supported by the risk advisor to review the 
learning from serious or untoward incidents or adverse events involving residents in 
the centre. 
 
A health and safety audit was carried out and risks identified were actioned in 
consultation with the health and safety officer who had reviewed the previous 
uncompleted audit. Staff were provided with moving and handling training, which is 
to continue on an ongoing basis.  
 
 
2. Action required from previous inspection:  

 Maintain a record of all complaints detailing the investigation and outcome of 
the complaint and whether or not the resident (representative) was satisfied. 

 Investigate all complaints promptly. 
 Inform complainants promptly of the outcome of their complaints and details 

of the appeals process. 
 Record all complaints and the results of any investigations into the matters 

complained about.  Ensure these records are in addition to and distinct from a 
resident’s individual care plan. 
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This action was addressed satisfactorily. 
 
Details of complaints investigated, the outcome of the complaint and whether or not 
the resident (representative) was satisfied, was maintained.  
 
The complaints policy included timescales and an appeals process, and was 
implemented in practice. Records showed that information sessions and a unit 
meeting on the complaints process was held with care staff including an agency 
member of staff in February 2011. Relatives and staff were aware of this policy and 
records were distinct from the resident’s individual care plan. 
 
 
3. Action required from previous inspection:  

 Make all necessary arrangements, by training staff or by other measures, 
aimed at preventing residents being harmed or suffering abuse or being 
placed at risk of harm or abuse. 

 Take appropriate action where a resident is harmed or suffers abuse 
 Provide opportunities for each resident to participate in activities appropriate 

to his/her interests and capacities. 
 
 
This action was progressed satisfactorily. 
 
A training needs analysis was completed by staff working in the centre. Staff training 
in recognising behavioural issues associated with dementia and various techniques 
available to manage such behaviours, such as interaction or distraction techniques, 
aimed at preventing residents being harmed or suffering abuse was attended by 
some staff and to continue to ensure all staff had access. 
 
Training in recognising and responding to elder abuse facilitated by the senior case 
worker for elder abuse in Services for Older People was provided and to continue.   
Policies related to elder abuse including the Trust in Care Policy was available and 
records confirmed good communication arrangements with families of residents. 
Resident relatives’ forums are facilitated monthly which provide opportunities to 
discuss relevant activities and colour choices within the ongoing developments 
including the refurbishment/painting programme.  
 
 
4. Action required from previous inspection:  

 Establish and maintain a system for reviewing the quality and safety of care 
provided to, and the quality of life of, residents in the designated centre at 
appropriate intervals. 

 Consult with residents and their representatives in relation to the system for 
reviewing and improving the quality and safety of care, and the quality of life 
of residents. 

 
 
This action was addressed satisfactorily. 
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Audits to monitor quality and safety of care provided to residents had been 
undertaken and deficits analysed and recorded. Facilitated reflective practice sessions 
for staff included observation of the workplace culture and this brought about 
improvements including reducing noise levels in the kitchen at meal times and raising 
staff awareness of institutional practices. The introduction of personal artefacts and 
items of individual interest were encouraged and these facilitated the development of 
a person centred approach to care in a home-like environment.  
 
The provider and person in charge told inspectors that quality of life measures and 
safety issues are regularly on the agenda of the Relatives and Residents Forum 
Meetings. Records of these meetings and inquiries of staff confirmed that relatives 
and residents were consulted with regard to the use of enablers/ restraint devices 
and their input will continue to be documented in the residents care plan. Relatives 
confirmed to inspectors that they were consulted regarding care plans and were 
satisfied with the quality of care. A relative survey carried out since the last 
inspection highlighted areas that brought about change such as families feeling more 
welcomed at mealtimes. 
 
 
5. Action required from previous inspection:  

 Provide each resident with the freedom to exercise choice to the extent that 
such freedom does not infringe on the rights of other residents.  

 Provide residents with privacy to the extent that each resident is able to 
undertake personal activities in private. 

 
 
This action had been addressed. 
 
Since the last inspection measures were in place to address findings highlighted in 
the previous inspection of a resident entering other residents’ rooms uninvited. Staff 
told inspectors that an additional care worker was arranged to accompany and 
support the needs of this resident. As a result, the privacy and dignity of residents 
was maintained while enabling residents with the freedom to exercise choice.  
Staff were updated and aware of the policy on privacy and dignity, thereby enabling 
residents to undertake personal activities in private. 
 
 
6. Action required from previous inspection:  

 Ensure that the numbers and skill mix of staff are appropriate to the assessed 
needs of residents, and the size and layout of the designated centre. 

 
 
This action had been progressed satisfactorily. 
 
Inspectors were satisfied that staffing levels were adequate during this inspection. 
Arrangements were in place to provide staff numbers and skill mix appropriate to the 
assessed needs of residents, and the size and layout. The director of nursing and the 
person in charge determines admissions to this service and has responsibility to 
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ensure that all residents requiring extended care are assessed by staff within Boyne 
View House as to whether the service can meet the needs of residents referred. 
 
A key worker system was introduced on day and night duty to give staff a focused 
approach to care delivery on an individual basis. The provider and person in charge 
told inspectors that all day/night/agency staff received a detailed handover at the 
beginning of their shift which was recorded and signed.  
 
 
7. Action required from previous inspection:  

 Provide staff members with access to education and training to enable them 
to provide care in accordance with contemporary evidence-based practice. 

 
 
This action had been progressed but had not been completed. 
 
A training need analysis had been completed by staff in February 2011 and an 
education programme had been drawn up by the person in charge to address 
shortfalls in mandatory and relevant training for this dementia specific unit. Staff 
training included aspects of dementia and cognitive impairment, dietary information 
and risk assessment tools, behaviour that is challenging, recognising and responding 
to elder abuse, manual handling, fire safety and food hygiene. 
 
Arrangements for all staff working in the centre to attend mandatory training 
programmes was ongoing, however, all care staff rostered to work in the centre had 
not yet attended mandatory training in fire safety, Manual handling and elder abuse. 
 
 
8. Action required from previous inspection:  

 Put in place written operational policies and procedures on communication. 
 Put in place arrangements to facilitate residents in the exercise of their civil, 

political and religious rights. 
 
 
This action had been addressed. 
 
Operational policies on communication and lines of communication were in place. 
Guidelines on political civil and religious rights specific to the unit were available. An 
advocacy service is to be further developed in conjunction with all key stakeholders.  
 
 
9. Action required from previous inspection:  

 Put in place all of the written and operational policies listed in Schedule 5. 
 Review all the written operational policies and procedures of the designated 

centre on the recommendation of the Chief Inspector Social Services and at 
least every three years.  

 
 
This action has been addressed. 
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All schedule five policies were available in the centre. Policies and procedures in 
relation to admission, discharge and temporary absence of residents had been 
revised and were to be implemented and tested in practice.  
 
Written operational policies and procedures had a review date to ensure that they 
are pertinent to practice in the unit and in line with best practice. 
 
 
10. Action required from previous inspection:  

 Ensure the size and layout of rooms occupied or used by residents are suitable 
for their needs. 

 Ensure the premises are of sound construction and kept in a good state of 
repair externally and internally. 

 Provide ventilation, heating and lighting suitable for residents in all parts of 
the designated centre which are used by residents. 

 Make suitable adaptations, and provide such support, equipment and facilities, 
as may be 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. 

 Provide suitable storage facilities for the use of each resident. 
 Provide a sufficient number of toilets which are designed to provide access for 

residents in wheelchairs, having regard to the number of residents using 
wheelchairs in the designated centre. 

 Comply with the Planning and Development Acts 2000-2006 and any building 
bye-laws that are in force. 

 
 
This action had been progressed and is to be developed further in association with a 
team of building professionals. 
 
While the size and layout of single rooms does not meet the National Quality 
Standards for Residential Care Settings for Older People in Ireland, inspectors were 
satisfied that the management will progress to achieve improvements.  The provider 
and person in charge told inspectors that a project team, made up of different 
disciplines, has been set up and put in place in order to ascertain how best to meet 
Standard 25. 
 
A maintenance system was in place both internally and externally. All maintenance 
repairs are reported in order to source funding for same. The person in charge has 
overall responsibility to ensure the maintenance programme checklist is maintained 
for both internal and external areas. The checklist is addressed on a weekly basis by 
the general operative and brought to the attention of the Clinical Nurse Manager who 
monitors and audits maintenance.  
 
Common areas and bedrooms within the centre had been painted to enhance their 
appearance and further decorating is planned. The provider and person in charge 
said staff and relatives had been instrumental in raising funds for refurbishment 
projects. External lighting had been addressed and upgraded, funding for radiator 



 

Page 12 of 23 

covers was awaiting approval, call bell systems were priced and awaiting funding 
approval, signage had improved internally and externally and was to be developed 
further, residents rooms had been personalised with mementos and individual items 
of interest were displayed in some areas and along corridors. 
 
Noise levels were satisfactory during the inspection and were to be audited by staff. 
Equipment was stored safely and suitable adaptations and reconfiguration of rooms 
resulted in an adequate number wheelchair accessible toilets and the provision of a 
visitors toilet. 
 
 
11. Action required from previous inspection:  

 Compile a Statement of purpose that consists of all matters listed in Schedule 
1 of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). 

 
 
This action has been completed satisfactorily. 
 
The statement of purpose was revised to ensure compliance with schedule one 
requirements and was forwarded to the Authority. 
 
12. Action required from previous inspection:  

 Put insurance cover in place against loss or damage to the property of 
residents including liability as specified in Regulation 26. 

 Ensure that the designated centre is adequately insured against accidents or 
injury to residents, staff and visitors. 

 
 
This action has been addressed satisfactorily. 
 
Insurance cover arrangements against accidents or injury to residents, staff and 
visitors were provided to the Authority. The ambiguity regarding insurance for staff 
to go on outings with residents has been clarified and is in place. 
 
Contracts of care have been amended to include the HSE insurance cover against 
liability, loss or damage to the property of residents.     
 
 
13. Action required from previous inspection:  

 Ensure, by means of fire drills and fire practices at suitable intervals, that the 
staff and, as far as is reasonably practicable, residents, are aware of the 
procedure to be followed in the case of fire, including the procedure for saving 
life. 

 Provide to the Chief Inspector of Social Services, 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. 

 Maintain, in a safe and accessible place, a record of all fire practices which 
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take place at the designated centre.  
 Maintain, in a safe and accessible place, a record of all fire alarm tests carried 

out at the designated centre together with the result of any such test and the 
action taken to remedy defects. 

 Maintain, in a safe and accessible place, a record of the number, type and 
maintenance record of fire-fighting equipment. 

 Display the procedures to be followed in the event of fire in a prominent place 
in the designated centre. 

 
 
This action was partially addressed. 
 
The person in charge and provider have been in regular contact with fire safety 
department and a schedule of fire controls and evacuation dates had been carried 
out with more planned for later this year. Many staff had received updated fire 
evacuation and control training in May and further training was scheduled for 
September 2011. 
 
Written confirmation from a competent person that all the requirements of the 
statutory fire authority have been complied with is required following a fire safety 
assessment June 2011. 
 
A record of those staff who attended training in fire control and evacuation was 
maintained and available, within the Fire Register kept within Boyne View House. 
 
Fire safety arrangements including fire controls, fire orders and fire evacuation 
procedures were displayed in prominent areas for the attention of residents or their 
representatives, agency staff, volunteers and visitors. Relief/agency staff are 
orientated at handover regarding fire safety measures that include completion and 
signing of an induction form. 
 
Arrangements were in place to maintain a record for fire practices, alarm tests and 
emergency lighting services which take place in the centre. A record of the number, 
type and maintenance checks is now in place within the Unit. The procedures and 
fire orders to follow in the event of a fire and procedures to follow in the event of an 
evacuation was displayed in prominent positions. Staff were familiar with fire 
procedures. 
 
14. Action required from previous inspection:  

 The registered provider shall agree a contract with the resident within one 
month of the admission of that resident to the designated centre. 

 Ensure each resident’s contract deals with the care and welfare of the resident 
in the designated centre and includes details of the services to be provided for 
that resident and the fees to be charged. 

 
 
This action was addressed satisfactorily. 
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All residents admitted for extended care are issued with a contract of care within one 
month of admission. Contracts of care include the care and welfare of residents in 
Boyne View House and detail the services provided for the resident and the fees to 
be charged. 
 
 
15. Action required from previous inspection:  

 Put in place written policies and procedures relating to the recruitment, 
selection and vetting of staff. 

 Put in place recruitment procedures to ensure that no staff members are 
employed in the designated centre unless they have the skills and experience 
necessary for such work. 

 
 
This action was progressed satisfactorily. 
 
A policy and procedure in relation to the recruitment and vetting of staff including 
agency staff and volunteers was is in place. 
 
The provider and person in charge told inspectors that procedures include that all 
newly recruited staff to Boyne View House will be appointed on the basis of their 
knowledge and skills in either health and social care at FETAC level five or in a 
dementia specific recognised course and in the cases of nurses, that they have 
experience of working with older people and that they are on the live register of 
nurses. All newly appointed staff have an induction and review at their probationary 
period. Staff appraisal was to be progressed with existing staff and vetting for two 
staff was outstanding. 
 
 
16. Action required from previous inspection:  

 Confirm in writing any notice given orally in accordance with Regulation 36 
within three working days of the occurrence of the incident. 

 
 
This action has been addressed. 
 
All notification have been reported to the Health Information and Quality Authority 
within the specified time frame in line with the regulations. 
 
 
17. Action required from previous inspection:  

 Provide each resident with food and drink in quantities adequate for their 
needs, which is properly prepared, cooked and served; is wholesome and 
nutritious; offers choice at each mealtime; is varied and takes account of any 
special dietary requirements; and is consistent with each resident’s individual 
needs. 

 Provide appropriate assistance to residents who, due to infirmity or other 
causes, require assistance with eating and drinking. 
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Inspectors were satisfied that this action was progressed adequately. 
The provider and person in charge told inspectors that there were ongoing 
discussions with the catering department to provide liquidised and pureed food in a 
manner which is appetising and appealing and a choice of liquidised and pureed 
meals. The meals provided in the centre are dependent on an external department 
and discussions have taken place between the person in charge and this department 
to meet individual requirements.  
 
During the inspection food was attractively presented and choices were available. 
Inspectors observed staff assisting residents with meals and drinks in a discreet and 
unhurried manner.  Specific and special dietary needs are provided for and a varied 
choice of snacks and foods are available between main meals. 
 
 
18. Action required from previous inspection:  
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
 
This action has been addressed. 
 
Since the registration inspection many improvements have been achieved to enhance 
person centred care. Staff had engaged in reflective practice in an attempt to 
understand what it is like to be a resident in this centre. Staff undertook protected 
observational periods to study care practices and findings were feedback to the 
team. The main learning from this exercise was the need to move away from a 
predominantly task orientated medical model of care delivery to that of an individual 
social care model.  
 
Inspectors reviewed care records and spoke with relatives, residents and staff and 
found that relatives and residents are now central to the development and review of 
individual residents care plans with facilitation from key workers (nurses and care 
staff) to ensure continuity of care.  Communications between staff and 
residents/relatives were recorded and signed by both parties as agreed following a 
review of care plans. 
 
Care plan auditing was carried out to monitor compliance with policies, and 
training/facilitation had been provided to support developments in care planning. 
 
 
19. Action required from previous inspection:  

 Put in place adequate arrangements to ensure the operations of the 
designated centre are conducted with due regard to the sex, religious 
persuasion, racial origin, cultural and linguistic background, and any disability 
of residents in line with the statement of purpose. 

 
 
This action had been progressed satisfactorily. 
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Inspectors noted that the institutional appearance in the centre had been lessened 
by the introduction of personal and distinctive features, landmarks, colours and 
textures which enhance reminiscence and sensory stimulation for residents with 
dementia.  Funding had been provided to allow for the purchasing of objects 
including pictures and sensory/tactile touch objects along corridors to enhance the 
ambience of the environment.  
 
The sensory/central court yard had been further developed to provide items of 
interest or distraction for residents and some residents had been involved in growing 
plants within the courtyard area.  
 
Six bedrooms had been redecorated and the provider and person in charge told 
inspectors each room would be redecorated in due course. All developments 
impacting on residents and their home were to take place following consultation with 
residents/relatives/representatives and staff. 
 
Reflective practice sessions and general meetings with staff had taken place to raise 
awareness with regard to resident’s social, religious, cultural beliefs and values within 
the routines of daily living within the centre. Staff who spoke with inspectors were 
motivated and keen to improve all aspects of residents’ lives within this centre and in 
line with their Statement of Purpose. 
 
 
20. Action required from previous inspection:  
Maintain, in a safe and accessible place, a medical record in respect of each resident 
with details of investigations made, diagnoses and treatment given, and a record of 
all drugs and medicines prescribed, signed and dated by a medical practitioner. 
Maintain, in a safe and accessible place, a record of each drug and medicine 
administered in respect of each resident, giving the date of the prescription, dosage, 
name of the drug or medicine, method of administration, signed and dated by a 
medical  practitioner and the nurse administering the drugs and medicines in 
accordance with any relevant professional guidelines.  
 
 
This action was addressed. 
 
Inspectors reviewed residents’ prescription charts and noted medicines were signed 
by the General Practitioner. Medication audits were carried out by that person in 
charge and clinical nurse manager and learning from this was documented to 
facilitate practice improvements. Arrangements were also in place for audits by the 
pharmacist, the last pharmacist audit was carried out in March 2011. 
 
Reviews or medical assessments were documented in residents Medical Notes by the 
attending general practitioners. 
 
Resident’s prescriptions are reviewed on a three monthly basis or more regularly if 
required. An Bord Altranais Medication Management Guidelines, was available in the 
centre and referenced in the medication management policy. 
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21. Action required from previous inspection:  
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. 
 
 
This action had not been addressed satisfactorily. 
 
Despite written operational policies relating to the ordering, prescribing, storing and 
administration of medicines to residents and staff being familiar with such policies, 
prescription medicine in an unlocked fridge in the treatment room was accessible to 
care attendant/cleaning staff who knew the key code to unlock the treatment room 
door. 
 
 
22. Action required from previous inspection:  
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) in a manner so to ensure completeness, accuracy and 
ease of retrieval. 
 
 
This action had been addressed satisfactorily. 
The person in charge (Michael McCaul) was included within the roster and his current 
professional registration PIN detail was available to inspectors. 
 
The person in charge and provider told inspectors that records of residents will be 
maintained as per Schedule three of the regulations and are kept in a safe secure 
manner and are easily retrievable and schedule four (general records) will be kept in 
a manner so to ensure completeness, accuracy and ease of retrieval. 
 
23. Action required from previous inspection:  
Set out the roles and responsibilities of volunteers working in the designated centre 
in a written agreement between the designated centre and the individual. 
Ensure volunteers working in the designated centre are vetted appropriate to their 
role and level of involvement in the designated centre. 
 
 
This action was satisfactorily addressed. 
 
The roles of volunteers are clearly described and to be agreed in line with the 
centres policy/procedure and regulatory requirements. 
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Report compiled by: 
 
Sonia McCague 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
31 August 2011 
 

Chronology of previous HIQA inspections 
Date of previous inspection: Type of inspection: 

 
 
3 and 4 November 2010 
 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
1 December 2009 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Provider’s response to inspection report ∗ 
 
 
Centre: 

Boyne View House 
 

 
Centre ID: 

0532 
 

 
Date of inspection: 

 
29 June 2011 

 
Date of response: 

 
22 September 2011 

 
Requirements 
 
These requirements set out what the registered provider must do to meet the Health 
Act, 2007, the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 (as amended) and the National Quality Standards 
for Residential Care Settings for Older People in Ireland. 
 
1. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
All staff rostered to work in the centre had not yet attended mandatory training 
including fire safety, Manual handling and elder abuse. 
 
Action required:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
Reference:  

Health Act 2007 
                   Regulation 17: Training and Staff Development                

Standard 24: Training and Supervision 
 

 

                                                 
∗ 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 



 

Page 20 of 23 

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

Timescale: 
 

Person in charge’s response: 
 
Staff rostered to work within the centre, are currently 
undertaking additional training in manual handling, fire safety 
and elder abuse. 
 
Staff who have not attended training that was provided have 
received notification by means of letter to attend a staff 
development/appraisal meeting with the person in charge. 
Each staff member who has not attended training will undertake 
an immediate action plan and development plan with time scales 
in order to address outstanding training. The development plan 
will be placed within the staff file and will be actioned and signed 
by both the person in charge and the staff members. 
 
Additional training is currently planned between September 2011 
and December 2011 in order to ensure that all staff have 
received their mandatory training in fire, elder abuse and manual 
handling.  
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
November 2011 
 
 
 
 
December 2011 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Written confirmation from a competent person that all the requirements of the 
statutory fire authority have been complied with is required following a fire safety 
assessment June 2011. 
 
All staff working in the centre had not received fire safety training. 
 
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 persons working at the designated centre to 
receive suitable training in fire prevention.  
 
Reference:  

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

Timescale: 
 

Provider’s response: 
 
A fire risk assessment has been completed in Boyne View House. 
A written report has been received outlining areas that require 
additional work to ensure fire safety and compliance with 
legislation. Each of the areas identified have been costed and 
forwarded to estates management and fire safety department 
within the HSE Dublin North East. The registered provider has 
had recent discussions with estates and the local health manager 
and funding is currently being ring-fenced to address the 
priorities outlined in the fire risk assessment. 
 
There are final arrangements being put in place currently in 
relation to certification templates particularly in relation to 
equipment and fire fighting equipment. 
 
When all areas have been certified in relation to fire safety the 
fire safety officer for HSE Dublin North East will provide written 
confirmation that all the requirements of the statutory fire 
authority have been complied with. 
 
Staff who have not attended fire training that was provided have 
received notification by means of letter to attend a staff 
development/appraisal meeting with the person in charge. 
Each staff member who has not attended training will undertake 
an immediate action plan and development plan with time scales 
in order to address outstanding training. The development plan 
will be placed within the staff file and will be actioned and signed 
by both the person in charge and the staff members. 
 
Additional training is currently planned between September 2011 
and December 2011 in order to ensure that all staff have 
received their mandatory training in fire safety and evacuation. 
 
In addition each staff member who has not attended training will 
undertake weekly fire safety instructions and evacuation 
procedures which will be signed and countersigned by the staff 
member and the person in charge until training is completed. 
 

 
 
 
 
 
 
 
 
 
 
September 2011 

 
 
 
 
 
 
 
 
December 2011 
 
 
 
 
 
 
 
 
 
 
 
 
December 2011 
 
 
Immediately and 
ongoing 
October 2011 

 
3. The provider and person in charge has failed to comply with a regulatory 
requirement in the following respect:  
 
Prescription medicine was accessible to auxiliary staff in an unlocked fridge within 
the treatment room. 
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Action required:  
Put in place appropriate and suitable practices and written operational policies 
relating to the storing of medicines. 
 
Action required:  
The person in charge shall ensure that staff are familiar with such practice, policies 
and procedures. 
 
Reference:  

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

                   Standard 14: Medication Management 
 

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

Timescale: 
 

Provider and Person in charge’s response: 
 
The person in charge will ensure that all staff are aware of the 
practical and operational policies in relation to storage of all 
forms of medicines and medications. 
 
The person in charge will ensure that all storage areas are secure 
and are only accessible to nursing staff who have responsibility 
for the safe storage of medicines. 
 

 
 
Immediately 
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
The staff of Boyne View House would like to acknowledge the professional way in 
which the inspection of Boyne View House was undertaken and acknowledge the 
learning and improvements that result from such inspections. 
 
 
Provider’s name: Health Services Executive nominated Person to act on Behalf of 
the Health Service Executive, Ms Brighide Lynch 
 
Date: 22 September 2011 
 
 
 
 
 
 
 
 
 
 
 
 
 


