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Centre name: 

 
Kilrush District Hospital 

 
Centre ID: 

 
0446 
 
Cooraclare Road 
 
Kilrush 

Centre address: 
 

 
Co Clare 

 
Telephone number: 

 
065 9051966 

 
Fax number: 

 
065 9051966 

 
Email address: 

 
kilrushdistrictlimited@yahoo.ie 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Kilrush District Hospital Ltd 

 
Person in charge: 

 
Betcheva Martin 

 
Date of inspection: 

 
21 and 25 July 2011 

 
Time inspection took place: 

 
Day-1 Start: 11.00 hrs Completion: 18.00 hrs 
Day-2 Start: 11.30 hrs Completion: 18.30 hrs 

 
Lead inspector: 

 
Jackie Warren 

 
Support inspector: 

 
n/a 

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 

Page 1 of 27 



 
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 

 
Kilrush is a former district hospital in which a local voluntary group established a 
nursing home in 1988. Following the first inspection of the centre in February 2010 
the Board of Directors reduced the bed numbers to 55 as part of a refurbishment 
programme. Since the registration inspection in June 2010 they have continued to 
reduce bed numbers to provide more spacious accommodation for residents and to 
work towards achieving full compliance with the Standards. The centre now has 45 
residential places for residents and the provider wishes to accordingly adjust the 
registration application to 45 beds. The service predominantly provides long-term 
care for residents over 65 years some of whom have dementia related conditions. 
Some respite and post-operative is also provided. 
 
The centre is a two-storey, nineteenth century building and has a variety of different 
sized rooms. The first floor is accessed by stairs or a lift. The entrance leads to a 
lobby area and the administrator’s office and dining room are to the left. A large day 
room is to the right and beyond it are the matron’s office and a nurses’ station.  
 
On the ground floor, six men share St. Joseph’s ward, which is to the right of the 
lobby. A sluice room and a toilet with wash-hand basin adjoin this ward. The doors at 
the end of the ward lead to a small corridor which opens into a shower room, toilet 
and wash hand basin. Four women share St. Anne Marie’s ward to the left of the 
lobby. Beyond this are two twin-bedded rooms with en suite toilets, wash-hand 
basins and showers, one for men and one for women. An exit door beyond St. 
Joseph’s Ward leads to the backyard where there is a gazebo where residents and 
staff smoke. The dining room, kitchen and wash room are on the ground floor. 
Beyond the dining room, there are two toilets with wash-hand basins and a staff 
toilet. 
 
The nurses’ station for the first floor is at the top of the stairs. St. Patrick’s ward is to 
the left at the top of the stairs and is shared by six men. It has a shower, toilet and 
wash-hand basin, and an adjoining sluice room. St. Senan’s ward was formerly a 
three-bedded room for female residents, and has an en suite shower, wash-hand 
basin and toilet. This had now been reduced to a two-bedded room. Similarly, St. 
Mary’s, which was previously a three-bedded male room had now been reduced to a 
two-bedded room. To the other side of St. Patrick’s, there are four single rooms for 
men, each with en suite toilet, shower and wash-hand basin. There are also five 
single rooms for women with similar en suite facilities. St. Bridget’s ward consists of 
two rooms, one, which was previously a four-bedded room for women, had been 
reduced to a two-bedded room. The next room which accommodated five female 
residents was previously an eight-bedded ward. This ward has a toilet, wash-hand 
basin and shower area. It also has an adjoining sluice room. This leads to a small 
sitting room and a toilet. There are two toilets with wash-hand basins located beyond 
this ward. This leads to St. Flannan’s ward, a two-bedded room for female residents, 
with an en suite toilet, shower and wash-hand basin, which was previously a three-
bedded room. There is a staff toilet with wash-hand basin adjacent to St. Flannan’s. 
St. Ita’s is a three-bedded room for female residents. 
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The centre has a large garden area to the front which is safe for use by all residents. 
There is a separate building to the rear, which is used as offices for the provider and 
for storage. Another building is used as a laundry room. There is ample car parking 
to the front and rear of the building. 
 

Location 

 
Kilrush District Hospital is located on a hill, a short walk from Kilrush town centre in 
County Clare. 
 

 
Date centre was first established: 

 
18 January 1988 

 
Number of residents on the date of inspection: 

 
43 

 
Number of vacancies on the date of inspection: 

 
2 

 
 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
31 

 
9 

 
3 

 
0 

 
 

Management structure 
 
Kilrush District Hospital Limited is a voluntary organisation with a Board of Directors. 
The nominated contact person is John Hehir. He is a Director of the Board and the 
Board Secretary. The Person in Charge is Betcheva Martin who reports to John Hehir, 
as does the administrator, the chef, the hygiene supervisor, activity coordinator and 
the maintenance worker. The nurses and care assistants report to the Person in 
Charge. 
 

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 2 6 2  4 1 4* 

 
* Provider, activity coordinator, maintenance person, stores person 
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Background  
 
Kilrush District Hospital was first inspected by the Health Information and Quality 
Authority (The Authority) in February 2010, when an unannounced scheduled 
inspection was carried out. The last inspection was a registration inspection and was 
carried out on 29 and 30 June 2010. The inspection reports can be found at 
www.hiqa.ie, and the centre ID is 0446.  
 
Many improvements were noted by inspectors during the registration inspection. For 
example, all residents who used tilted seating had been assessed by an occupational 
therapist and individualised, special seating had been provided for those that 
required it. All staff had attended training in the prevention of elder abuse. A new 
medication system was being introduced with the assistance of a pharmacist which 
would significantly reduce the risk of medication error. Other actions had been taken 
to improve the quality of life for residents. An activities coordinator and activities 
worker had been employed and residents had more interesting things to do during 
the day. More choice and variety was being offered to residents at meal times.  
 
However, on that inspection the inspectors found that further improvements were 
required to meet the requirements of the Regulations and to improve the safety and 
health of residents. These areas included the management of restraint, the pre-
admission assessment process and the management of medication that required 
strict controls. Improvements were also required in the governance arrangements 
including staffing levels and skill-mix, contracts of care, management of residents’ 
finances, risk management and the emergency plan. 
 
The physical structure of the building presented a major challenge to compliance 
with the Regulations and Standards. There was inadequate communal space and 
many of the residents shared multi-occupancy rooms. Some residents did not have 
their own wardrobes and there was no lockable storage space available. There was 
inadequate storage space for equipment and cleaning chemicals were not stored 
securely. The provider had outlined plans to refurbish the building to bring the 
premises into line with legal requirements. 
 
The provider had responded positively to the action plans and outlined measures to 
address all actions within realistic timeframes.  
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Summary of findings from this inspection  
 
 
This inspection report outlines the findings of the follow up inspection that took 
place on 21 and 25 July 2011. The inspection was unannounced and focused on the 
areas where improvements were required as highlighted in the action plan in the 
previous report for the inspection of 29 and 30 June 2010.  
 
The provider and person in charge demonstrated a strong commitment to 
improvement and had completed many of the actions required in the report for the 
inspection of 29 and 30 June 2010 within the agreed timeframes. 
 
The key measures taken by the provider since the previous inspection were as 
follows: 
 

 an up-to-date fire alarm and emergency system had been installed  
 certification that the building was in compliance with the statutory requirements 

for fire safety and building control had been issued by a suitably qualified 
person 

 the provider and person in charge were both clear on their roles and legal 
responsibilities around the management of abuse 

 the medication management policy had been revised to provide guidance to 
staff on the management of medications requiring strict controls  

 the management of medications requiring strict controls was in line with best 
practice 

 a new medication prescribing and administration system had been introduced 
 a restraint policy had been developed 
 improved screening curtains had been provided in shared rooms 
 staff training needs had been identified and were being addressed 
 formal staff appraisals were being carried out for all staff 
 a formal staff induction programme had been introduced 
 the person in charge had devised a clear system to assess staffing needs based 

on use of a validated assessment tool, the design and layout of the building, the 
number of residents and her own experience 

 serious incidents and quarterly returns were being notified to the Chief 
Inspector as required 

 measures had been taken to protect the privacy and dignity of residents. 
Screening curtains were in place in all shared rooms, staff knocked on doors 
before entering and personal information was not being publicly discussed by 
staff 

 the use of CCTV cameras was discontinued in private bedroom areas 
 greater meal choices were offered to all residents, and these choices were 

clearly communicated to them 
 lockable storage space was provided to all residents 
 individual wardrobes were provided for all residents 
 regular staff meetings were taking place 
 improved infection control measures were in place 
 a changing area for nursing staff had been provided.  
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The following improvements were in progress but required further development: 
 

 a more comprehensive risk management system had been introduced, although 
this required some further development 

 an emergency plan had been introduced but required some further information 
 a new care planning system had been introduced, but the system required some 

further development to provide clearer guidance for staff to deliver care 
 the provider had carried out redecoration and refurbishment of the centre and 

had plans to continue to upgrade the building  
 the complaints procedure which was displayed contained all the legally required 

information, but it was not presented in a clear, easy to read format 
 management of the use of restraint had been revised to include a assessment 

for use of restraint and agreement with the resident, but did not include risk 
assessments or records of the duration for use of restraint  

 staff recruitment files and policy had been revised and were at an advanced 
stage of completion 

 
The following areas had not been satisfactorily addressed: 
 

 auditing systems had not been put in place for significant incidents 
 there was no policy for the management of residents’ money and valuables. 

Records of transaction carried out by residents were not appropriately witnessed 
and signed as required by the Regulations. 
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Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Comply with all of the requirements of the statutory fire authority that the competent 
person identified. 
 
 
This action had been completed. 
 
The provider had taken measures to ensure the safety of residents, staff and visitors 
and considerable work had been carried out to promote fire safety in the building. An 
up-to-date fire safety policy had been devised and implemented. The inspector read 
the policy which provided clear guidance to staff on fire safety arrangements 
including roles and responsibilities, evacuation procedures, fire drills and internal 
safety checks. 
 
The provider had employed a firm of consultants to carry out works to address the 
outstanding fire safety requirements. Extensive works had been carried out since the 
last inspection to install an up-to-date fire alarm and emergency system throughout 
the building. Certification that the building was in compliance with the statutory 
requirements for fire safety and building control had been issued by a suitably 
qualified person. 
 
The inspector viewed the fire register. Service records indicated that all fire fighting 
equipment had been serviced in October 2010. Fire evacuation notices were 
prominently displayed throughout the building and inspectors noted that fire exits 
were unobstructed. The maintenance person carried out weekly checks of all fire 
exits, fire alarms, automatic door releases, emergency lighting and water supply 
tanks and these were recorded in the fire register. All staff had received recent fire 
training. Staff confirmed this, it was recorded in the staff training file and certificates 
were maintained on individual staff files. Training for fire wardens was scheduled to 
take place in August 2011. Staff who spoke with the inspector were knowledgeable 
of fire safety procedures. 
 
2. Action required from previous inspection:  
 
Put in place suitable and sufficient care to maintain the resident’s welfare and 
wellbeing, having regard to the nature and extent of the resident’s dependency and 
needs. Ensure that their care plan is based on a high standard of evidence based 
nursing practice, and that the use of restraint measures reflects this. 
 
 
This action had been partially addressed. 
 
While the provider and person in charge had introduced improvements around the 
use of restraint, some aspects of the use of restraint were not well managed. 
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A number of residents used side rails while in bed for safety reasons or by self 
request and four residents used lap belts while seated. The inspectors read the 
restraint policy which defined restraint and outlined the process for assessing, 
consultation, consent and recording restraint.  
 
The inspector reviewed the management of restraint in the care plans. Assessments 
of residents were carried out prior the introduction of restraint, which identified the 
reason for the use of restraint and outlined any other alternatives to restraint which 
had previously been tried. Prior to the introduction of restraint, it was discussed with 
residents or their next of kin and they signed to confirm this. Staff carried out regular 
two-hourly checks on residents with side rails and lap belts and these were recorded 
and signed. These checks were standard for all residents with restraint in place and 
did not make provision for residents who may have needed to be checked more 
often. There had been no risk assessments carried out to assess the risks associated 
with the use of bedrails or lap belts for individual residents. The duration for which 
the restraint was to remain in place was not recorded in residents’ files and times 
when a resident using a lap belt would be released and mobilised were not recorded. 
 
3. Action required from previous inspection:  
 
Review arrangements and provide facilities to ensure that residents’ personal 
information is protected and they are able to undertake personal activities in private. 
 
 
This action had been largely addressed, although one issue relating to dignity was 
noted during the inspection.  
 
Screening curtains had been provided at all residents’ beds. The provided had been 
reducing bed numbers since the previous inspection to improve the levels of privacy 
and comfort for residents in their bedrooms, with an overall reduction of ten beds. 
New wardrobes had been purchased to ensure that each resident had an individual 
wardrobe and did not have to share storage space. 
 
The use of CCTV cameras had been reviewed and was removed from private 
bedroom areas. It was limited to three areas for safety monitoring, the communal 
hallway on the first floor, the front door and the back door. 
 
All staff who spoke with the inspector had a strong awareness of promoting privacy 
and dignity and spoke of ways that they achieve this, such as terms used to address 
residents and discretion in discussing residents’ issues. All staff confirmed that the 
provider and person in charge put a great emphasis on maintaining privacy and 
treating residents with dignity. They stated that it was regularly discussed with them 
and that it had been a topic at staff meetings. Minutes of staff meetings confirmed 
this to be the case.  
 
One issue around dignity for residents was noted during the inspection. There was 
no system in place for identifying residents’ socks in the laundry system. Socks, 
therefore, could not be traced back to their original owners and all socks were used 
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communally. The provider and person in charge had not been aware of this 
arrangement. 
 
4. Action required from previous inspection:  
 
Make arrangements for the identification, recording, investigation and learning 
from serious or untoward incidents or adverse events involving residents. 
 
 
This action had been partially addressed. 
 
There was a detailed incident policy which defined various types of incidents such as 
falls, medication error, abuse, accidents and health and safety incidents. The policy 
provided guidance to staff on the recording and risk rating of incidents and outlined 
the arrangements for auditing and learning from incidents. 
 
The inspector viewed the incidents record book in which staff recorded details of 
incidents and found that it included information on how the incident occurred and 
who was involved, the risk ratings and details of preventative actions taken.  
 
However, there was no process in place to review this information to identify trends 
to improve the quality and safety of the service for residents.  
 
5. Action required from previous inspection:  
 
Establish a process to determine the numbers of staff and skill-mix of staff that are 
appropriate to the assessed needs of residents, and the size and layout of the 
designated centre. 
 
 
This action had been addressed. 
 
The person in charge told the inspector that she based staffing levels and skill-mix 
on the assessed needs of residents by using a validated assessment tool, the design 
and layout of the building, the number of residents and her own experience. The 
inspectors found that the staffing levels and skill-mix were sufficient to meet the 
needs of residents and a review of the rotas indicated that these were the usual 
arrangements. Staffing levels were flexible and were adjusted to meet the changing 
needs of residents. The person in charge explained that if additional staff were 
required on duty that she would bring this to the attention of the provider and that it 
would be addressed. The inspector noted that throughout the day adequate numbers 
of staff were available to assist residents and to provide care and staff confirmed 
that there was adequate staff on duty both during the day and the night.  
 
6. Action required from previous inspection:  
 
Put in place a high standard of evidence based nursing practice to prevent the risk of 
cross infection to residents. 
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Put in place operational policies, procedures and practices relating to health and 
safety, including the management of the risk of infection to residents. 
 
 
This action had been addressed. 
 
There was a comprehensive policy which was signed and up-to-date and included 
information on issues such as barrier nursing, modes of transfer of infection, waste 
management and auditing arrangements.  
 
Staff told the inspector that they had received training in infection control within the 
past year and this was recorded in staff training records. Staff were knowledgeable 
of infection control techniques and explained the colour coded cleaning system and 
processes for management of soiled or contaminated laundry to the inspector. The 
provider had included familiarisation in infection control systems in the new induction 
programme for new employees. 
 
Sluice rooms had been structurally upgraded to include stainless steel sinks, sluice 
sinks, wash-hand basins and mechanical macerators for disposable bed pans and 
urinal bottles. None of the sluice rooms had mechanical bed pan washers. 
 
7. Action required from previous inspection:  
 
Provide written operational policies, procedures and records relating to residents’ 
personal property and possessions including residents’ finances. 
 
 
This action had not been satisfactorily addressed. 
 
There was a policy in place for the management of residents’ accounts and fees, but 
there was no policy for the management of residents’ money and valuables.  
 
The administrator managed small amounts of money and valuables for some of the 
residents. The money was stored in sealed envelopes which were stored in a safe. 
Records of transaction carried out by residents were not appropriately witnessed and 
signed as required by the Regulations. 
 
8. 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, 
particularly those that require additional precautions, and ensure that staff are 
familiar with such policies and procedures. 
 
 
This action had been addressed. 
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The medication policy provided clear guidance on checking and storing of 
medications requiring strict controls. 
 
These medications were checked, counted and recorded at the time of administration 
and by two nurses at every change of shift. The medications requiring strict controls 
were stored in a secure locked cupboard and inspectors confirmed that the balance 
recorded was consistent with the remaining stock. 
 
9. Action required from previous inspection:  
 
Plan for changes to the physical design and layout of the premises to meet the needs 
of each resident. 
 
Provide adequate private and communal accommodation for residents, including a 
reduction in the occupancy levels of bedrooms to no more than two residents, the 
provision of additional communal space as set out in the Standards and the provision 
of a treatment room. 
 
Put in place a sufficient number of baths and showers having regard to the number 
of persons in the designated centre and ensure that a sufficient number of assisted 
baths and showers are provided. 
 
Make suitable provision for storage in the designated centre including adequate 
personal storage for residents, lockable storage for residents, storage for equipment 
and secure storage of cleaning chemicals. 
 
 
Work to address this action was in progress.  
 
The provider had carried out significant works towards bringing the centre into line 
with the requirements of the Regulations and the Standards, and to improve the 
quality of life for residents. 
 
The provider had carried out improvements to the structure and layout of the 
building including reduction of bed numbers to provide more space for residents in 
their bedrooms. There were two bedrooms which previously had no windows, and 
these rooms had been fitted with roof level windows to provide natural light and 
ventilation. The day room had been redecorated and furnishing was arranged in a 
more comfortable and informal manner. Sluice rooms, cleaning room and the laundry 
area had been upgraded. Additional storage for assistive equipment had been 
provided and the storage of equipment in corridors was not an issue on the day of 
inspection. There was secure lockable space in the cleaning room for the storage of 
cleaning chemicals. The provider had also upgraded the water heating system to 
provide a continuous supply of hot water throughout the day and night.  
 
Additional personal wardrobes had been provided for residents and each resident 
had an individual lockable storage box for the safekeeping of their valuables. A 
resident told the inspector that he was happy with the storage box and found it very 
useful. The provider explained that he was arranging to have the boxes fixed to the 
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inside of the residents’ bedside lockers within the coming week for additional 
security. 
 
The provider told the inspector that work on the upgrade and improvement of the 
building was still in progress. He outlined that he intended to install a bath and that 
he and the person in charge had been trying to source a bath which would best suit 
the needs of the residents. The provider was committed to creating bedrooms with a 
maximum occupancy of two per room. He also intended to provide a treatment room 
and improved office accommodation for the person in charge and the administrator. 
He also discussed plans to bring the building into compliance with the requirements 
of the Standards and outlined various options which he was considering to achieve 
that. 
 
10. Action required from previous inspection:  
 
Put a comprehensive risk management policy in place that covers, but is not limited 
to, the items set out in the Regulations. 
 
Put an emergency plan in place that provides direction to staff on the actions to take 
in the case of identified emergencies. 
 
 
This action had been largely addressed although the risk management policy and the 
emergency plan required some further development. 
 
There was a risk management policy which was informative and provided guidance 
on types of risks, the risk management register and included a health and safety 
statement. The inspector viewed the risk management register which outlined control 
measures for a range of risks including the risks specified in the Regulations such as 
self harm, absconsion, abuse, challenging behaviour and assault. Although the risk 
management documentation was informative and wide-ranging it was not centre-
specific and did not address risks associated with use of stairs or the smoking area. 
It identified Legionella as a risk to residents and recommended that as a control 
measure water should be distributed at a minimum of 50˚C, although temperatures 
in excess of this could actually pose a risk of residents being burned. This had not 
been considered as part of the risk management process. 
 
The provider had developed an emergency plan which the inspector read. The plan 
was comprehensive and informative and provided guidance to staff on staff 
responsibilities and procedures to follow in the event of an emergency or evacuation, 
including emergency accommodation. However, the plan did not contain sufficient 
contact details to assist staff in the event of an emergency. 
 
The main stairs had a handrail on one side only which presented a risk to the safety 
of residents, staff or visitors using these stars. 
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11. Action required from previous inspection:  
 
Set out each resident’s health, social and personal needs and preferences in the new 
care planning process. 
 
Obtain all necessary information relating to the residents’ health, personal and social 
care needs prior to admission. 
 
 
This action had not been satisfactorily addressed. 
 
Care planning was of a good standard, although the recording of wounds and of 
interventions to addressed identified needs required some further improvement. 
 
The person in charge had developed a new care planning process which was in place 
for each resident. The inspector viewed a sample of residents’ files and found them 
to be of good quality, neatly filed and organised. There was a folder for each 
resident which contained all his/her health, social and personal information. A 
nursing assessment and additional risk assessments were carried out. Three-monthly 
reviews of risk assessments, such as assessments for falls, nutritional risk and risk of 
developing pressure ulcers, were undertaken and residents’ care plans were updated 
accordingly. A care assistant, who was assigned as activity coordinator told the 
inspector that she would update care plans if she noted something relevant to 
residents’ care needs or if they told here something about their likes, dislikes or 
preferences. She also completed a social document called ‘A Key To Me’ for each 
resident at admission. This recorded a range of social and personal information about 
residents, such as their families, interests, memories and important personal dates.  
 
Medical notes, narrative nursing notes and records of referrals to healthcare 
professions were recorded in the files. 
 
There were care plans in place to address identified risks and interventions to 
manage these were included. These care plans were reviewed every three months. 
However, some of the interventions did not include sufficient detail to guide staff to 
provide suitable care. For example, one of the interventions in a care plan to manage 
the risk of pressure ulcers directed staff to attend to personal hygiene ‘frequently’, 
but did not state how often. A care plans to manage inability to communicate stated 
to use ‘non-verbal communication methods’, but did not specify which methods best 
suited the resident’s needs.  
 
The inspector read the care plan of a resident who had acquired a specialist chair 
following an assessment by an occupational therapist. There was no plan of care 
outlined for use of the chair, such as the duration that resident should spend in the 
seating and arrangements for mobilising the resident. There was subsequently a risk 
that the assistance and care provided would be inconsistent and result in negative 
impacts for the resident. 
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Wound care was not being managed effectively. The inspector reviewed the care 
plans of some residents who had wounds and found that details of the size, position 
and nature of the wounds, the required care interventions and progress of wounds 
were not well documented. This did not provide staff with sufficient information on 
the progress of the wounds or guide staff to provide appropriate and effective wound 
care. 
 
Residents or their representatives had some involvement in the development of the 
care plans, and had signed to confirm this involvement. However, there was no 
evidence that they were involved in all the reviews which had been undertaken.  
 
The person in charge had recently commenced carrying out formal pre-admission 
assessments which identified the needs of residents to ensure that sufficient could be 
provided.  
 
12. Action required from previous inspection:  
 
Ensure that the provider and person in charge are competent in managing 
allegations of abuse. 
 
 
This action had been addressed. 
 
The provider and person in charge discussed management of abuse with the 
inspector. Both were clear on their roles and legal responsibilities around the 
management of abuse.  
 
Staff had also been provided with training on the prevention of elder abuse. The 
inspectors viewed a comprehensive policy on detecting and reporting abuse. Staff 
who spoke with the inspector were knowledgeable on these issues. They were also 
aware of their responsibilities for detecting and reporting abuse. 
 
13. 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; and 
offers choice at each mealtime. 
 
 
This action had been addressed. 
 
Residents were offered choice at mealtimes. There were two set choices at each 
meal and the chef confirmed that if a resident did not want either of these options, 
other options could be arranged. Residents told the inspector that the food was very 
good, that they enjoyed their meals and had choice. 
 
The chef had reviewed the arrangements for serving and presentation food of 
modified consistency. When serving soft or minced diets all the ingredients were 
processed separately and presented separately on the plates, so that residents could 
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enjoy the individual flavours or textures of various foods and their meals looked 
appetising. She had also experimented with the presentation of pureed foods, which 
she served on stylish crockery, and garnished the dishes to enhance the appearance 
of the food. Residents who were on modified diets were offered the same choices as 
other residents.  
 
The person in charge and chef had revised the way that breakfast was served to 
residents who took breakfast in their rooms, to ensure that these residents had 
choice. All the breakfast options were brought to residents’ rooms on a trolley and 
residents could choose what they wanted to eat. Foods such as milk, butter and jam 
were brought on the trolley and residents could help themselves to these items or 
have them added by staff, as they wished. 
 
14. Action required from previous inspection:  
 
Provide each resident with a contract for the provision of services that sets out 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.  
 
Improve awareness of the complaints procedures by providing an easy to understand 
complaints notice and introduce a record of all complaints detailing the investigation 
and outcome of the complaint and whether or not the resident was satisfied.  
 
Provide a written report to the Chief Inspector at the end of each quarter of any 
incident that the Chief Inspector may prescribe. 
 
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; and improving the quality of care provided at, and the quality of life of 
residents in, the designated centre. 
 
Obtained in respect of all staff the information and documents specified in Schedule 
2 of the Regulations. 
 
 
This action had been completed in respect of contracts of care and notifications, 
largely completed in respect of staff recruitment but had not been satisfactorily 
completed in respect of complaints.  
 
Each resident had a contract of care which outlined the services provided and the fee 
to be charged. The contracts were agreed and signed by the resident/representative 
and the provider and were witnessed by the person in charge. The contracts were 
retained on residents’ files. 
 
The inspector examined the complaints policy, procedures and register. Recording of 
complaints was not in line with legal requirements, as all the required information 
was not documented. Details of all complaints were recorded and were signed by the 
person who had received the complaint. In some entries staff did not record how 
complaints had been resolved or the complainant’s level of satisfaction with how the 
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complaint was managed. The complaints procedure displayed was in small print and 
a flow chart format. The procedure was not clearly legible and did not present the 
required information in a user friendly manner. Although the numbers of complaints 
were low, there was no process in place to review them, to identify trends and bring 
about improvements as a result of this learning. 
 
The person in charge routinely submitted comprehensive quarterly returns to the 
Chief Inspector. 
 
The person in charge had arranged for the pharmacist to carry out medication audits 
and the first audit had been completed in March 2011. The issues which the 
pharmacist had identified in the audit, such as the provision of an additional 
medication trolley and the use of photographs of residents had been addressed and 
training of nurses in peg feeding was in progress.  
 
The inspector reviewed a selection of staff recruitment files. The administrator had 
been working on the files and the majority of the required information was in place, 
such as three written references, photographic identification and records of relevant 
registration status for nurses. She was in the process of completing the files and was 
awaiting a small amount of additional information, such as explanations of gaps in 
the employment history of some members of staff. 
 
15. Action required from previous inspection:  
 
Put staff communication processes in place to ensure that suitable and sufficient care 
is provided by nurses and care assistants to maintain the resident’s welfare and 
wellbeing, having regard to the nature and extent of the resident’s dependency and 
needs as set out in their care plan. 
 
The person in charge shall ensure that staff members have access to education and 
training, including induction training, to enable them to provide care in accordance 
with contemporary evidence based practice. 
 
 
This action had been addressed. 
 
The provider and person in charge had improved the systems for communicating 
information to staff. Staff told inspectors that they had read the operational policies 
and the inspector noted that staff had signed off to confirm this. 
 
The provider had established a management team, consisting of the representatives 
of each department in the centre, such as catering, hygiene and cleaning, laundry, 
administration, maintenance and the person in charge. The team had monthly 
meetings and the inspector viewed the minutes of these meetings. The person in 
charge, nurses and care assistants also had monthly meetings. Staff confirmed that 
the meetings were informative and they discussed topics such as privacy and dignity, 
infection control and abuse. Staff told inspectors that they could raise issues at the 
meetings and their views were taken into account. Staff told inspectors that they had 

Page 17 of 27 



no difficulties in approaching the provider or the person in charge should they have 
any issues or concerns.  
 
Induction and appraisal systems had been introduced by the person in charge. She 
had carried out appraisals of all staff and this was recorded on staff files. An 
induction programme had been introduced but this had not yet been competed in full 
for any staff member due to low staff turnover. At the time of inspection a new staff 
member had commenced the induction programme which included training in abuse, 
privacy and dignity, familiarisation with policies and fire safety. 
 
  
Report compiled by: 
 
Jackie Warren 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
27 July 2011 
 

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

 
 
17 and 18 February 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
29 and 30 June 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 

 
 
Provider’s response to inspection report ∗ 
 
 
Centre: 

 
Kilrush District Hospital 

 
Centre ID: 

 
0446 

 
Date of inspection: 

 
21 and 25 July 2011 

 
Date of response: 

 
1 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: 
 
Some of the interventions in care plans did not include sufficient detail to guide staff 
to provide suitable care.  
 
There was no plan of care outlined for use of a specialist chair which a resident had 
acquired a chair following an assessment by an occupational therapist.  
 
Wound care was not being managed effectively. The required care and progress of 
wounds was not well recorded in the care plans of some residents who had wounds.  
 
There was no evidence that residents or their representatives were involved in all the 
care plan reviews which had been undertaken.  
 
 
 
 

                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Action required:  
 
Provide a high standard of evidence based nursing practice. 
 
Reference:  

Health Act, 2007 
Regulation 6: General Welfare and Protection                    
Regulation 8: Assessment and Care Plan 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 13: Healthcare 
Standard 18: Routines and Expectations 

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

Timescale: 
 

Provider’s response: 
 
A comprehensive audit of resident records has being undertaken 
on 15 August 2011 to identify opportunities for improvement. 
Areas identified from the audit and feedback received following 
the inspection shall be actioned to ensure all components of the 
resident’s record are complete.  
 
Individual care plans shall also be reviewed and redeveloped to 
demonstrate each resident’s needs in an individual care plan 
which shall be agreed with the resident. 
 
Care plans shall be reviewed to ensure that the recommendations 
of occupational therapists and any other professions are 
incorporated into the care plans. 
 

 
 
 
 
 
 
 
 
 
 
 
 
23/09/2011 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Some aspects of the use of restraint were not well managed. There had been no risk 
assessments carried out to assess the risks associated with the use of bedrails or lap 
belts for individual residents. The duration for which the restraint was to remain in 
place was not recorded in residents’ files and times when a resident using a lap belt 
would be released and mobilised were not recorded. 
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Action required:  
 
Put in place suitable and sufficient care to maintain the resident’s welfare and 
wellbeing, having regard to the nature and extent of the resident’s dependency and 
needs. Ensure that their care plan is based on a high standard of evidence based 
nursing practice, and that the use of restraint measures reflects this. 
 
Reference:   

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 21: Responding to Behaviour that is Challenging 

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

Timescale: 
 

Provider’s response: 
 
As part of the resident’s record review, all restraints used within 
Kilrush District Hospital shall be identified and shall undergo 
assessment to identify the required duration the restraint is 
required to remain in place. Prior to the initiation of a restraint, 
corresponding risk assessments shall be undertaken. Records 
shall also be redeveloped to demonstrate the times when a 
restraint shall be released and when the resident is mobilised.  
 

 
 
23/09/2011 

 
3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
There was no process in place to review accidents and incidents to identify trends to 
improve the quality and safety of the service for residents.  
 
Action required:  
 
Establish and maintain a system for improving the quality of care provided at, and 
the quality of life of residents in, the designated centre. 
 
Reference:  

Health Act, 2007 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement 

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

Timescale: 
 

Provider’s response: 
 
The incident reporting process shall be reviewed to incorporate 
monthly reviews of accidents and incidents by the person in 

 
 
20/09/2011 
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charge. A system shall be established to support the current 
incident reporting process by introducing accident and incident 
indicators. Through the identification of indicators, trends shall be 
identified and appropriate actions shall be taken to reduce the 
likelihood of occurrence.  
 
 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no policy for the management of residents’ money and valuables. The 
administrator managed small amounts of money and valuables for some of the 
residents. Records of transaction carried out by residents were not appropriately 
witnessed and signed as required by the Regulations. 
 
Action required:  
 
Put in place written operational policies and procedures relating to residents’ 
personal property and possessions. 
 
Action required:  
 
Maintain an up-to-date record of each resident’s personal property that is signed by 
the resident. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
Kilrush District Hospital shall review the existing recording system 
of resident’s personal property and possessions. This shall be 
reviewed by nursing staff three monthly and held within the 
resident’s record. 
 
The system relating to residents’ personal property and 
possessions have been updated to ensure compliance to 
Regulation 7 along with the following polcies and procedures: 

 Accounting and financial Management 
 Management of Residents fees and other expenses within 

Kilrush District Hospital 
 

 
 
18/10/2011 
 
 
 
 
Completed 
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5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The risk management system was not centre-specific and did not address risks 
associated with use of stairs or the smoking area.  
 
The emergency plan required some further development as it did not contain 
sufficient contact details to assist staff in the event of an emergency. 
 
There was a handrail on one side of the stairs only which presented a risk to the 
safety of residents, staff or visitors using these stars. 
 
Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the 
identification and assessment of risks throughout the designated centre and the 
precautions in place to control the risks identified.  
 
Action required:  
 
Put in place an emergency plan for responding to emergencies. 
 
Action required:  
 
Provide handrails on both sides of stair cases except where a stair lift is provided. 
 
Reference:  

Health Act, 2007 
Regulation 31: Risk Management Procedures 
Standard 26: Health and Safety  
Standard 29: Management Systems  

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

Timescale: 
 

Provider’s response: 
 
To date risk management in Kilrush District Hospital has been 
predominantly focused on two core areas - health and safety of 
staff, residents and visitors and also specific risk assessments on 
individual residents. The latter was overseen by the Matron, 
focused on key clinical areas such as risk of falls, risk of 
nutritional deficit etc and was stored in the residents care plan.  
 
The risk management process developed by Kilrush District 
Hospital will be revised to further incorporate additional risks 
present which were not included during its initial development. 
This will be performed with input from key staff in the 

 
 
18/11/2011 
 
 
 
 
 
 
23/09/2011 
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organisation including front line staff and management. This risk 
analysis shall be used to create a risk policy and risk register that 
will identify how all the risks shall be managed, it will be 
communicated to all relevant staff and shall be reviewed at 
ongoing management meetings to ensure the controls for 
minimising the risks are implemented. 
 
Kilrush District Hospital shall undertake a revision of the 
emergency plan and shall include sufficient contact details to 
assist staff in the event of an emergency. 
 
The provision of a handrail has now been fitted on both sides of 
the stair case at the main entrance to Kilrush District Hospital. 
 

 
 
 
 
 
 
 
 
 
 
 
Completed 

 
6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Recording of complaints was not in line with legal requirements, as all the required 
information was not documented.  
 
The complaints procedure displayed was not clearly legible and did not present the 
required information in a user friendly manner. 
 
Action required:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
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: 
 
The complaints policy and procedure shall be revised to include 
the process of investigation each complaint shall follow, who shall 
be involved in complaints management, investigation and review 
and what to do in the event of an appeal of a complaint. The 
communication method of this information shall be alternated to 
ensure that it is clearly legible to residents and visitors.  
 

 
 
18/10/2011 
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7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
While the majority of the required information was in place on staff recruitment files, 
such as three written references, photographic identification and records of relevant 
registration status for nurses, a small amount of additional information was required 
on some staff files, such as explanations of gaps in the employment history of some 
members of staff. 
 
Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory 
information and documents specified in Schedule 2 have been obtained in respect of 
each person. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
The systems of recruitment have been developed to ensure 
compliance to Regulation along with the following policies and 
procedures: 

 Recruitment Selection and Appointment 
 Staff Records- Content, Access and Review 

 
Recruited staff shall not be employed within Kilrush District 
Hospital unless the clarification has been obtained from their GP 
that the person is fit to work and required information and 
documents as detailed in Schedule 2 have been obtained.  
 
A staff file audit shall be conducted on all employee files to 
identify information outstanding. All actions shall be completed by 
14 November 2011 and a re-audit shall be undertaken to confirm 
completion of each persons staff file.    
   

 
 
 
 
 
 
 
 
 
 
 
 
 
14/11/2011 
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Recommendations 
 
 
These recommendations are taken from the best practice described in the 
National Quality Standards for Residential Care Settings for Older People 
in Ireland and the registered provider should consider them as a way of 
improving the service. 
 
Standard Best practice recommendations 

While generally all residents clothing was individually labelled and 
well managed so as not to get lost, socks belonging to residents were 
not individually labelled and were shared communally. Explore ways 
of identifying residents’ socks, so that each resident’s own clothing 
can be returned to him/her after being laundered. 
 

Standard 4: 
Privacy and 
Dignity 
 

Provider’s response: 
 
Resident socks are currently being labelled by staff. This commenced 
at the start of August, and is due for completion by the second week 
of September. 
 
Consider revising the complaints procedure to present the 
information in a clearly legible and user friendly format. 
 

Standard 6: 
Complaints 
 

Provider’s response: 
 
Upon revision of the complaints procedure, it shall be displayed in 
various formats to ensure that it is reader friendly to both residents 
and visitors.  
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
The Registered Provider and staff of Kilrush District Hospital welcomed the visit of 
the Authorty’s inspectors in order to demonstrate the significant improvements 
made. These improvements, in the provision of resident care, have been guided by 
the Standards and the direction from the inspectors which has been of great 
assistance. We are grateful that these developments have been acknowledged. 
 
Provider’s name: John Hehir 
Date: 1 September 2011 
 
 
 
 
 


