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Centre name 
 

Ballinamore House Nursing Home 

Centre ID: 0317 
 
Ballinamore 
 
Kiltimagh 
 

Centre address: 

Co Mayo 
 

Telephone number: 
 

094 9381919  

Fax number: 
 

094 9382103  

Email address: 
 

ballinamorehouse@hotmail.com  

Type of centre: Private              Voluntary              Public 
 

Registered provider: Raicam Holdings Limited 
 

Person in charge: Caroline Mc Ging  
 

Date of inspection: 21 October 2011 
   

Time inspection took place: 
 

Start: 09:20 hrs Completion: 20:45 hrs 
 

Lead inspector: 
 

Siobhan Kennedy 

Support inspectors: 
 

Mary McCann 

Type of inspection: 
 

 Follow Up 
 Scheduled  
 Announced 
 Unannounced  

 

   
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated centres for older people 
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About 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 on specific matters arising from a previous inspection to ensure that 

the action required of the provider has been taken. 
 
 Following a change in circumstances; for example, following a notification to the 

Health Information and Quality Authority’s Social Services Inspectorate 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 
well-being 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 

 
Ballinamore House Nursing Home is a large two-storey over basement (identified as ground 
floor) period house built in 1780. It is a listed building that was originally a convent and 
established as a care centre by the present owners in 1998.  
 
Primarily the centre is for older people requiring long-term care and residents with 
dementia and mental health issues. At the time of inspection, there were also five residents 
under 65 years of age being accommodated. Some residents have complex conditions 
related to degenerative neurological disorders and brain injury. Respite and day care 
services are provided.  
 
Previously the centre was registered with the Health Service Executive (HSE) for 44 
persons but this has been reduced to 42 to meet the requirements and standards of the 
Health Act 2007. 
 
Accommodation on the ground floor consists of 12 single bedrooms, three toilets and 
bathroom/shower facilities. The main kitchen, cleaning room for catering and non-catering 
staff, sluice room, laundry, offices staff changing room and storage space are located in 
this area. The first floor has nine single bedrooms, a four-bedded room, six toilets two 
bathrooms and two showers. There are three sitting rooms (one is used as a relaxation 
room and has a range of sensory equipment and another is used for dining), a large open 
hallway, a serving kitchen, a dining room, a smoking room and treatment rooms. The 
second floor referred to as the ‘top of the house’ contains a two-bedded room, a three-
bedded room and three four-bedded rooms. 
 
There is a large garden area to the front and open ground to the side of the centre. Car 
parking is available and steps and a ramp access the front entrance.  
 
Support services include physiotherapy, occupational therapy, chiropody, dietetics and 
optometry. Two general practitioners (GPs) from local practices provide medical care. 
Hairdressing and pastoral services are available on a weekly basis.  
 
Location 

 
The centre is located approximately three kilometers outside Kiltimagh on the road to Balla 
in County Mayo. It is accessible by a private avenue from the public road. 

 
 
 
 
 

 
Description of services and premises 
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Date centre was first established: 1998 

Number of residents on the date of 
inspection 

32 (one hospital) 

Number of vacancies on the date of 
inspection 
 

Nine  

 
Dependency level of 
current residents  

Max High Medium Low 

Number of residents 
 

0 9 14 9 

 
Management structure 

 
Ballinamore House Nursing Home is part of Raicam Holdings Limited and Hugh and Sharon 
O’ Boyle are the directors of the company. Hugh O’ Boyle is the nominated person 
responsible on behalf of the Company for the registration application. 
  
The person in charge is Caroline Mc Ging. An assistant matron, Theresa Cunnane deputies 
in her absence. Collectively, both are responsible for the supervision of the registered 
nurses, care and ancillary staff. 

 
Staff  
designation 

Person 
in 

Charge 

Nurses Care 
staff 

Caterin
g staff 

Support 
staff 

Admin 
staff 

Other 
staff 

Number of staff 
on duty on day 
of inspection 
 

1 1 3 1 3 1 *2 

 
*Provider and maintenance staff member. 
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Summary of findings from the follow up inspection  
 

 
The purpose of this unannounced inspection was to assess the progress made by the 
provider and person in charge in relation to the issues identified in the Action Plan of the 
previous inspection report. 
 
Following the initial announced registration inspection on 05 May 2010, the provider and 
person in charge were required to make improvements in relation to fire safety, suitability 
of the premises, implementation of a risk management policy throughout the centre and 
competency of staff to deliver safe and good quality care to residents.  
 
A follow-up unannounced inspection carried out on 05 January 2011 indicated that the 
actions taken to date had not been adequate to fully address the requirements set out in 
the previous action plan. In response to that inspection, the provider informed the 
Authority that the majority of the matters (including all statutory requirements relating to 
fire safety and building control) would be addressed by May 2011.  
 
A further unannounced inspection was carried out on the 22 June 2011. Following the 
inspection, the provider informed the inspector that all outstanding matters would be 
addressed by mid-September 2011. This unannounced inspection was arranged to assess 
the progress made to date. Prior to this inspection, the Authority received a written update 
from the provider on the progression of the Action Plan.  
 
Since the last inspection, substantial work has been carried out to address the issues 
identified in the previous inspection report. In particular, many of the risks associated with 
health and safety and environmental shortfalls have been addressed. Some of these are as 
follows: – 
 

 a new system introduced for the management of medication  
 the installation of new fire doors and an automatic wireless system attached to the 

fire doors and linked the fire alarm system 
 thermostatic controls fitted to hot water outlets 
 fire safety training for staff including participation in fire drills 
 an extension of the residents’  alarm call system in toilets and bathrooms 
 provision of new handrails in toilets/showers/ bathrooms 
 provision of a fingerprint door entry system through out the building 
 relocation and development of new sluice and cleaning rooms  
 provision of two new high low beds 
 external developments such as secure fencing, new driveway to the septic tank, 

development of a patio area for residents and relatives and provision of a gas tank 
to replace bottled gas. 

 
Staff have received further training in moving and handling residents and policies and 
procedures have been put in place regarding the moving and handling of dirty linen.  
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Staff induction and training has been reviewed and a programme for mandatory training 
developed. 
 
Although much work has been carried out regarding fire safety and prevention inspectors 
identified areas of risk, which are detailed in this report. These should be addressed and 
subsequently inspected by a competent person in fire safety and management to 
determine if the centre is compliant with the appropriate legislation. Some environmental 
work, for example replacement of bedroom furnishings and redecoration of the premises 
are outstanding. 
 
Further developments relate to care planning, opportunities for residents to participate in 
activities appropriate to their interests and capacities and adequate supervision of residents 
in sitting rooms.  
 
Inspectors sought clarification regarding the proposed business development plan for the 
period 2010 to 2012, which was submitted to the Authority by the provider. In that 
correspondence, the provider communicated that construction of the new extension was 
due to start in late summer 2011. The up-to-date position is that Mayo County Council has 
agreed in principle to the preliminary impact assessment report and drawings, which were 
submitted in March 2008 but to date full planning permission has not been obtained. At 
this stage, it is the intention of the provider to install a lift in 2012. 
 
The Action Plan at the end of this report highlights those areas where improvements are 
still required to comply with 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. 
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Issues covered on inspection 
 

Action required:  
 
1.1 Make sure that all the fire doors are a good fit for example a double door leading 
from a set of stairs to the second floor. 
 
1.2 Make sure that evacuation maps and signage on display provide accurate 
information. For example, The evacuation signage (running man) on the ground floor 
(leading from the fire exit identified as location 13 on the first floor opposite the sitting 
room) indicates direct evacuation by an external door or into a corridor leading to 
bedrooms. Conversely from this corridor there is no running man sign above the door to 
evacuate from this corridor to the external exit door. 
 
1.3 Provide opportunities for all staff to participate in fire safety training and fire drills 
during their working shift. 
 
1.4 Provide a certificate carried out by a competent person confirming that the centre is 
compliant with all fire safety regulations and standards including the following areas 
which were outstanding on the previous certificate: – 
 

• all self closing fire doors must be free of obstruction and not ‘ propped'             
open. 

• that the unprotected glazed opening between the church (store) and the first floor 
landing serving bedrooms 11 – 20 shall be provided with 60 min protection. 

• fire assembly point signs to be erected in designated areas and 
    timber lining of the walls in the ground floor day and dining rooms shall be        
    treated to achieve' Class 0' in accordance with BS 476 parts 6 and 7.  
 

1.5. Make sure that fire doors are not held open using wooden wedges and /or latches. 
For example bedrooms number 16 and 17 and double doors on the first floor corridor. 
 
1.6 Address the risks associated with having keypad operated fire exit doors. For 
example fire exit door identified as location 13 opposite the sitting room on the first 
floor, fire exit door identified as number three and external door by the laundry stairs on 
the ground floor, identified as fire door number one.  
 
1.7 Make sure that fire exit doors are tested regularly so that they will open in an 
emergency. 

 
1.1 This was partially actioned. 
 
The providers informed the Authority in his response that all fire doors have been checked 
and are a good fit. The double doors leading to main stairs were removed and new one 
hour double fire doors have been installed. During inspection, it was observed that some of 
the fire doors did not close fully for example in the corridors on the ground and first floor, 
at the top of the ramped area smoking room and double doors at main stairway. There 
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was no light in the running man sign located on the second floor (top of house) and no 
handrail on the opposite side of the stair banister leading from fire exit door numbered 3. 
The provider agreed to address these matters prior to the designated, competent person 
carrying out an inspection in relation to fire safety and management. (See 1.4 and 2.1 
below). 
 
1.2 This was partially actioned. 
 
Although fire evacuation maps and signage in the building have been framed and securely 
fixed to the walls, a map at location 5 provided inaccurate information in relation to 
evacuating the building.  
 
1.3 This was primarily actioned.  
 
There was evidence that extensive training had been provided during the current year for 
example on the following days: – 
 
17 February, 19 June, 12 and 31 August, 02, 28 and 29 September and 3 October 2011. 
 
Staff participated in fire drills on the 16 March, 13 April, and 19 June 2011. Only seven 
staff members had not participated in training however inspectors were assured that a 
further training session would be completed for those staff members. 
 
1.4 This has not been actioned 
 
The Authority received an updated letter on the 5 August 2011 from a representative of an 
architectural/engineering company stating that the centre is compliant in the four 
conditions identified in correspondence dated 21 February 2011 in respect of fire safety 
and management. However, additional work has been carried out to the centre and 
therefore a further inspection is required to be undertaken in order to provide written 
confirmation to the Authority that the centre is compliant or otherwise with all fire safety 
and management issues.  
 
1.5. This was actioned. 
 
A new automatic wireless system attached to the fire doors and linked to the fire alarm 
system had been installed. These units close corridor doors automatically when the fire 
alarm activates. The inspectors were informed that corridor doors 
will be open in the early part of the day when staff are attending to residents' care needs, 
for example, when residents are getting up and moving to breakfast areas and dayrooms. 
 
1.6 This was actioned. 
 
Internal keypads have been replaced by a fingerprint door entry system throughout the 
building. Inspectors were informed that this system has an emergency green box at each 
door that will override the fingerprint requirement in the event of an emergency.  
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1.7 This was actioned. 
 
Inspectors were informed that fire exit doors are tested and checked on a regular basis. 
Any faults that are identified are addressed. 

 
Action required:  
 
2.1 Install adequate ventilation and/or make sure that the door of the designated 
smoking room is a good fit and closes fully when residents are using the room or 
when it has been vacated. 
 
2.2 Provide appropriate ventilation in a storeroom on the ground floor (basement) 
containing products. 
 
2.3 Provide a bedpan washer and/or macerator and hand drying facilities in the 
sluice room.  
 
2.4 Take appropriate action to ensure the safety of residents with regard to 
alarming exit doors for example external fire exit door identified as number one 
close to the laundry on the ground floor. 
 
2.5 Take remedial action to address the following potentially hazardous in the 
grounds surrounding the centre: 
 
• secure fencing to the expanse of rough ground sloping downwards to the 

river which is in close proximity to the premises. 
• discard tree cuttings and make safe any terrain that is wet and muddy. 
• make safe access to the large open fields with low lying fencing located in 

front of the centre. 
• make the ground level around a man hole cover which is raised 

• repair the potholes and uneven surfaces. 
• remove any remaining moss from pathways. 
  

2.6 Ensure that the sign at the entrance to the centre is accurate and in accordance 
with the statement of purpose and therefore is not advertising the provision of 
‘holiday accommodation for medically dependent people’.  
 
2.7  Repair leaks from overhead spouting. 
 
2.8  Develop the designated visitors’ room into a pleasant area for residents and 
their relatives/visitors.  
 
2.9 Replace/repair the wooden windows, which have decayed. 
 
2.10 Install a stainless sink with double drainer and a wash-hand basin in the 
laundry facilities. 
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2.11 Repair areas of dampness throughout the centre. 
 
2.12 Repair/replace the doors of ward ropes in resident’s bedroom, which are loose. 
 
2.13. Put another bed in bedrooms number three and seven on the second floor 
(top the in house). 
 
2.14 Replace the floor covering in the toilets/shower rooms where it is damaged 
and did not cover the complete floor. 
 
2.15 Replace worn curtains and curtain linings. 

 
2.1 This was partially actioned. 
 
The provider informed inspectors that additional ventilation has been installed in the 
smoking room. Inspectors noted that while the door of the smoking room closes fully it is 
not a good fit at floor level. The floor covering in this room has many cigarette burn marks. 
 
2.2 This was not fully actioned. 
 
The storeroom on the ground floor (basement) containing products and while the room has 
a small window it was closed and difficult to access and there was no additional mechanical 
ventilation. 
  
2.3 This was actioned. 
 
A new sluice and cleaners' room has been provided in accordance with the 
regulations/standards. The provider informed the inspectors that minor works are required 
to finish of the rooms for example the installing of ventilation, completing the installation of 
the bedpan washer and the connecting up of lighting. 
 
2.4 This was actioned. 
 
External fire exit doors have been alarmed and internal keypads have been replaced by a 
fingerprint door entry system throughout the building.  
 
2.5. This was primarily actioned. (Some works were outstanding due to ongoing 
construction work).  
 
Externally new secure fencing has been erected separating the centre from the expanse of 
rough ground sloping downwards to the river. Two new gates have been installed at the 
rear of the building and a new patio area has been created for use by residents and 
relatives. A new driveway to the septic tank has been created. Fencing has been erected 
separating the centre from the large open fields located in front of the centre. The 
pathways around the centre have been cleaned and high wooden gates elected. In 
addition, a gas tank has been installed to replace the use of bottled gas. Additional outside 
lighting has been installed at 2 locations. 
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Outstanding work relates to making the ground level around the manhole cover (in close 
proximity to the church) which is raised and repairing potholes and uneven surfaces on the 
driveway to the centre. Inspectors noted plastering crumbling on an external wall in close 
proximity to the church. The provider informed inspectors that the tarmac on the driveway 
will be renewed when the construction work has been completed.  
 
2.6. This was actioned. 
 
The sign at the entrance to the centre has been removed.  
 
2.7 This was actioned.  
 
The provider informed inspectors that guttering, pipes are cleaned, and a tank, which was 
leaking, was removed.  
 
2.8 This was partially actioned. 
 
Some work has been carried out to make the visitors' room into a more pleasant area for 
residents and visitors, however it was noted that there is no alarm call system in this room.  
 
The room also needs to be redecorated however the provider informed inspectors that a 
redecoration programme has commenced and the centre will be fully painted. 
 
2.9 This was in progress. 
 
Some of the windows were repaired where the wood had decayed, however this needs to 
be addressed on an ongoing basis. In addition, inspectors noted a number of 
windowpanes, which were cracked, for example 3 panes of glass in bedroom number 3. 
 
2.10 This was actioned. 
 
A stainless sink with double drainer and a wash-hand basin was now installed in the 
laundry facilities.  
 
2.11 This was partially actioned. 
 
While some areas of dampness identified during previous inspections have been addressed, 
inspectors noted an area of dampness in the ground floor toilet opposite the staff changing 
room.  
 
2.12 This was not fully addressed. 
 
Inspectors found that a substantial proportion of residents’ wardrobe accommodation is not 
appropriate in that wardrobe doors are badly fitted/loose or not opening, some doors are 
stained and door handles and knobs are not matching.  
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There were insufficient number of wardrobes in some bedrooms for example the following 
was noted – 
 
bedroom number 5 has 4 beds but only 3 wardrobes,  
bedroom number 3 has four single beds but only 1 wardrobe and 2 lockable drawers,  
bedroom number one has three wardrobes but accommodated 4 residents and there was 
only one chest of drawers which had different knobs and 
in a single bedroom the wardrobe which was freestanding had not been secured to the wall 
and was very shaky when being opened. 
 
2.13 This was actioned. 
 
Two new high low beds have been purchased. 
 
2.14 This was primarily actioned but work was in progress. 
 
Floor covering in the toilets/shower rooms where it was damaged and did not cover the 
complete floor has been addressed with the exception of one bathroom. 
 
2.15 This was not yet fully actioned. 
 
Inspectors were informed that worn curtains and curtain linings would be assessed and 
replaced as necessary when all building works are finished. 
 
Action required:  
 
3.1 Incorporate thermostatic control valves or other suitable anti-scalding protection, at 
appropriate places in the premises for example at wash hand basins in toilets/shower 
rooms and in residents’ bedrooms (The hot water temperature at a wash hand basin in 
one of the toilets was 82.2°C and in a resident's bedroom (number one) was 59.1°C).  
 
3.2 Risk assess the height of the gate which is at below waist level located at the 
stairway on the first floor at the end of a ramped area leading from the dining room on 
the ground floor. 
 
3.3 Provide a lift for residents as they are maintained on two floors and in the interim 
have in place a policy and procedure regarding assessing where less mobile residents 
will be accommodated in the centre taken into consideration the use of stairways and 
chair lifts.  
 
3.4 Provide a resident alarm call system in all toilets/shower rooms close to each 
amenity. 
 
3.5 Address the following potential infection control risks:  
 

• review the adequacy of cleaning staff employed  
• make sure that toilets are clean at all times  
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• clean areas behind radiators  
• launder curtain screening in shared bedrooms  
• clean floors and doors thoroughly removing residual grime and 
• remove used hand paper towels and debris which have been discarded by the 

window en route via the ramp from the dining room to the first floor.  
  

3.6 Replace the missing wall tiles in toilet facility on the first floor (top main house). 
 
3.7 Replace rusted handrails in the toilets/shower rooms. 
  
3.8 Replace shelves where the chipboard has been exposed.  
 
3.9 Ensure that all staff implement the policy and procedure in relation to the safe 
moving and handling of dirty linen.  
 
3.10 Provide specific alginate bags to manage the laundry for those persons with MRSA. 

 
3.1 This was actioned. 
 
Inspectors were informed that thermostatic control valves have been installed to ensure 
that the hot water is maintained at a temperature which will not place residents at risk.  
 
3.2 This was actioned. 
 
The height of an internal gate at the top of a stairway and banister has been increased to 
ensure residents' safety. The inspectors noted that there is a vacant space between the 
floor and the bottom of the gateway which should be risk assessed in the interests of 
residents’ safety. 
 
3.3. This was partially actioned. 
 
The provider informed inspectors that a lift is included in the plans for an extension of the 
centre. Currently there are 4 chair lifts in the centre and less mobile residents occupy the 
ground floor areas. A policy and procedure in relation to accommodating less mobile 
residents has been made available, however it does not reference when residents’ mobility 
is compromised that a risk assessment will be carried out.  
 
3.4 This was actioned. 
 
A residents’ alarm call system has been extended and installed close to amenities in toilet 
and shower/bath rooms. 
 
3.5. The areas identified for cleaning were actioned. 
 
Inspectors found centre clean during the inspection with the exception of an enclosed area 
underneath the stairway leading from the kitchenette to the kitchen on ground floor 
(basement) and the church area, which the provider was in the process of addressing. 
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3.6 This was not actioned.  
 
A missing wall tile in the toilet facility on the first-floor (top of main house) had not been 
replaced. 
 
3.7 This was actioned. 
 
New handrails have been erected in shower rooms, bathrooms and toilets. 
 
3.8 This work was in progress. 
 
There were still some areas where the chipboard on shelves was exposed for example in 
toilets. 
 
3.9. This was actioned. 
 
Inspectors were informed that staff have been trained in the policy and procedures for the 
safe moving and handling of dirty linen. Trolleys are provided to move dirty linen.  
 
3.10 This was actioned. 
 
Alginate bags to manage the laundry for those persons with MRSA have been made 
available. 

 
4. Action required from previous inspection:  
 
4.1 Provide safe and good quality care to residents at all times by implementing the best 
practice guidance in respect of moving and handling residents. 
 
4.2 Make available moving and handling equipment which is in keeping with current 
practice.  
 
4.3 Ensure that staff members moving and handling residents communicate and 
inform/explain the process/procedure to residents prior to commencement. 
 

 
4.1 This was actioned. 
 
Inspectors were informed that staff have received training in moving and handling and 
during the course of the inspection observed staff providing safe and good quality care to 
residents when assisting residents to mobilise. 
 
4.2 This was actioned. 
 
Inspectors observed staff using hoists including a standing hoist, sliding sheets and walking 
belts during times when they were moving and handling residents. 
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4.3 This was actioned. 
 
Inspectors observed staff who were moving and handling residents informing them of the 
procedure to be implemented and communicating with them throughout the process. 

 
5. Action required:  
 
Provide opportunities for each resident to participate in activities appropriate to his/her 
interests and capacities.  
 

 
This was partially actioned. 
 
Inspectors were made aware that residents participate in activities organised by the activity 
coordinator who is employed three afternoons in the week. The staff member informed 
inspectors that she works with groups in the day rooms and then on an individual basis 
with residents. 
 
Weekly visitors/ activities include a local musician who provides vocal and musical 
entertainment, physiotherapist, visits by members from the Legion of Mary and Mass is 
celebrated. 
 
Local newspapers, magazines and the Farmer’s Journal were made available. Other 
activities include watching videos and going on occasional outings.  
 
Inspectors were informed that residents communicated through the residents' forum that they 
prefer to participate in activities during the afternoons. However, inspectors spoke with some 
residents in the morning time who considered that there was nothing much to do after having 
got up, dressed, watched and had breakfast. Inspectors noted particularly during the morning 
period that residents in sitting rooms were not engaged in any stimulating activity.  
 
6. Action required from previous inspection:  
 
6.1 Make sure that the morning routine is person centred, based on the individual needs 
and wishes of each resident which have been identified, agreed and documented in 
residents’ care plans.  
 
6.2 Ensure that systems and practices are put in place to reduce the level of noise during 
the time when residents are asleep.  
 
6.3 Make available small tables for residents when they have been served mid-morning 
and afternoon refreshments. 
 

 
6.1 This was being actioned. 
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Inspectors were informed that residents' care plans are based on the activities of daily 
living and takes account of residents' preferences in relation to getting up in the mornings, 
time and place to have breakfast and personal care needs. Some residents informed the 
inspectors that they were satisfied with the morning routine.  
6.2 This was actioned. 
 
Inspectors were informed that the noise from banging doors has been removed primarily 
due to the installation of hold open devices attached to the fire doors and linked to the fire 
alarm system.  
 
6.3 This was actioned. 
 
Small tables have been made available for residents when they are being served mid-
morning and afternoon refreshments. 

 
This was actioned. 
 
The provider and person in charge are aware of their responsibility with regard to notifying 
the Authority of any resident has pressure sore above grade 2. Inspectors were informed 
that currently no residents have pressure sores.  

 
8. Action required from previous inspection:  
 
Ensure that sufficient staff members are on duty to provide person centred care, supervise 
residents and to provide opportunities for each resident to participate in activities 
appropriate to his/her interests and capacities. 
 

 
This was not fully actioned. 
 
Inspectors were informed that management have recruited additional care staff. However, 
inspectors noted that there was insufficient supervision of residents particularly in the back 
sitting room during the morning and early afternoon of the inspection as the staff member 
on duty left/leaves this area to assist ambulant residents to the toilet facilities leaving eight 
or nine high dependent residents (See also action point five). 

 

7. Action required from previous inspection:  
 
Notify the Authority of any resident who has a pressure sore above grade 2. 
 



Page 17 of 34 

9. Action required:  
 
9.1 Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private. 
 
9.2 Make sure there are locks, which are operational in all toilet /bathroom/shower facilities. 

 
9.1 In the main, this was actioned 
 
Curtain screening was in place. However, in bedroom one which accommodates four 
residents’, privacy curtains did not close fully around one resident’s bed. 
 
9.2 This work is in progress. 
 
Inspectors found that there was no lock on a toilet room door located on the floor at the 
‘top of the house’ (right side).  

 
10. Action required from previous inspection:  
 
10 .1 Develop residents' care plans to include the assessed needs, care interventions 
introduced by staff to bring about improvements in the residents’ 
condition/circumstances.  
 
10 .2 Keep residents’ care plans under formal review by documenting the information 
in respect of residents’ individual assessed needs and changing circumstances. 
 
10 .3 Ensure that manual handling charts of individual residents are dated so that 
staff and residents are knowledgeable regarding the most up-to-date assessment 
and for the purposes of reviewing and auditing the particular interventions/ 
treatment plan. 
 
10.4 Implement a comprehensive policy/procedure detailing all aspects of restraint 
management. This should include: 
 

• an assessment and documentation of each resident’s needs in respect of any 
restraint measures 

• identifying in the assessment any risk factors, consideration of alternative 
methods, date of commencement, type of the restraint, duration and 
frequency of use, periods of non-use of the measure, review and termination 
and  

• written confirmation that any restraint measure used has been discussed and 
/or agreed with the resident and/or that consensus including discussion with 
significant professionals including the general practitioner (GP) has taken 
place. 
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10.1 This was not fully actioned.  
 
Inspectors were informed that care plans are under review.  
 
A number of care plans were examined by the inspectors and the following areas were 
identified for further improvement:  
 

 while a mini mental test score had been ascertained there was no  information 
provided in the care plan to explain/interpret the score in order to provide 
appropriate interventions/treatment plan 

 a risk assessment was carried out in relation to a resident’s water low score however 
the score had not been interpreted and all information provided regarding 
intervention necessary 

 although there was some evidence that the care plan was discussed with a resident 
and relative there were no details of the discussion/views and opinions of residents 
and relatives 

 in respect of a resident who was complaining of pain there was no written 
information in the resident’s daily notes nor no pain assessment chart 

 there was  limited information regarding residents' wishes at end of life 
 there was contradictory information regarding residents capacity and consent 
 in some instances it was difficult to find information in relation to follow ups of 

referrals to Allied Health Professionals for example physiotherapy 
 in one care plan the photograph of the resident was not up-to-date 
 for those residents in high risk of going missing there was no drill identified in the 

care plan. 
 

10.2 This was not actioned. 
 
Inspectors found that not all residents' care plans were reviewed on a three monthly basis.  
 
10.3 This was actioned. 
 
Inspectors observed that resident’s manual handling charts were dated regarding the most 
up-to-date assessment and interventions/ treatment plan. 
 
10.4 This was not actioned. 
 
Some of the care plans examined in respect of restraint did not include involving the general 
practitioner, did not detail the assessment for the requirement of a particular restraint, 
involvement of other specialists to agree to the particular restraint and details of a review of 
restraint use. Inspectors were informed that staff will be trained in the new restraint policy 
issued by the Department of Health and Children. 

 
11. Action required from previous inspection:  
 
Provide training for all staff in preventing residents from being harmed or suffering 
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abuse or being placed at risk of harm or abuse. 
 

 
This was partially actioned.  
 
Training for staff in preventing residents from being harmed or suffering abuse are being 
placed at risk of harm or abuse was provided during 2011 on the following dates 9 March, 
15 and 19 August 1 and 2 September 2011. In total 23 staff members have participated in 
training. Inspectors were assured that the remaining 10 staff members would participate in 
appropriate training. 

 
12. Action required from previous inspection:  
 
12.1 Provide opportunities for staff to participate in training in fire safety and 
prevention, moving and handling, challenging behaviour and infection control. 
 
12.2 Ensure that new staff members have access to education and training to enable 
them to provide care in accordance with contemporary evidence-based practice. Make 
sure that all staff members are made aware of the provisions of the Health Act 2007 
and all the regulations and rules made thereunder, commensurate with their role, the 
statement of purpose and with any policies and procedures dealing with the general 
welfare and protection of residents. 
 

 
12.1 This was partially actioned. 
 
Substantial progress has been made in this area.  
 
All staff have completed training in moving and handling. The majority of staff have 
completed training regarding challenging behaviour and only seven staff members have not 
participated in fire safety and prevention training. 23 staff members have completed 
training in infection control. It was recommended that a training audit is developed to 
assist in the organising of mandatory training. 
 
12.2 This was actioned. 
 
A new induction and training course has been developed. Staff members who 
communicated with the inspectors had knowledge of aspects of the regulations and 
standards. 

13. Action required from previous inspection:  
 
Ensure that 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. 
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This was not action fully. 
 
Inspectors examined some residents' contracts of care and found the following:  
 

 some details were not fully up-to-date for each resident 
 the provision of personal laundry service was not clear 
 the fees were not identified in all instances  
 the contract was not witnessed. 

 
This was actioned. 
 
The statement of purpose is comprehensive and meets the requirements of the regulation 
and schedule. 

 
15. Action required from previous inspection:  
 
Keep the record of visitors to the centre up-to-date.  
 

 
This was actioned. 
 
The record of visitors was up to date. 

 
 

14. Action required from previous inspection:  
Action required:  
 
Review the statement of purpose to address the following:  
 

• use of the word 'resident’ throughout the document as opposed to client, service 
user and patient 

• identify any exclusion criteria with regard to the admission of residents  
• provide information regarding the services and facilities in respect of daycare and 

some indication of the number of persons availing of the service and the 
frequency of uptake 

• insert the contact details of the independent review process (HSE West) as 
highlighted in the complaints policy/procedure and  

• state how the care plan is made available to the 
residents/relatives/representatives. 

 
Ensure that the number of staff and whole time equipment reflects the number of staff 
employed at the centre and the duty roster with particular reference to the registered 
nurses out with the director and assistant director of nursing and cleaning/laundry staff 
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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 3:  
Consent 

It is recommended that an independent advocate is 
sought to assist residents in making decisions. 
 
Inspector’s review: 
This was actioned.  
An advocate is available for residents. 
 

Standard 27: Operational 
Management 

It is recommended that the floor plans accurately reflect 
the current designation of the rooms.  
 
Inspector’s review: 
This was addressed. 
 

Standard 11: The Resident' s 
Care Plan 

It is recommended that assessments regarding residents’ 
capacity be carried out as part of care planning process. 
 
Inspector’s review: 
This matter is covered in  section 10 of this report 

Standard 24: Training and 
Supervision 
 

It is recommended that management maintain records 
confirming staff members’ attendance/participation in 
training events. 
 
Inspector’s review: 
This was addressed. 
 

 
Report compiled by: 

          
Siobhan Kennedy 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
8 November 2011 
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Chronology of previous HIQA inspections 
Date of previous inspection Type of inspection: 

 
10 September 2009 
 

 Registration 
 Scheduled  
 Follow up inspection 

 
 Announced 
 Unannounced  

05 May2010  
 

 Registration 
 Scheduled  
 Follow up inspection 

 
 Announced 
 Unannounced  

05 January 2011 
 

 Registration 
 Scheduled  
 Follow up inspection 

 
 Announced 
 Unannounced  

22 June 2011 
 

 Registration 
 Scheduled  
 Follow up inspection 

 
 Announced 
 Unannounced  
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Centre: 
 

Ballinamore House Nursing Home 

Centre ID: 0317 
 

Date of inspection: 
  

21 October 2011 

Date of response: 
  

09 December 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 provider has failed to comply with a regulatory requirement in the 
following respect:  
 
Adequate precautions had not been taken against the risk of fire. 
 
Action required:  
 
1.1 Make sure that all the fire doors are a good fit for example in the corridors on the 
ground and first floor, at the top of the ramped area, double doors at main stairway and 
smoking room.  
 
Action required:  
 
1.2 Make sure that the lighting is working in signage relating to fire safety for example 
the running man sign located on the second floor (top of house). 
 
Action required:  
 
1.3 Erect a handrail on the opposite side of the stair banister leading from fire exit door 
numbered 3. 

   
Health Information and Quality 
Authority 
Social Services Inspectorate 
 

Action Plan 
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Action required:  
 
1. 4 Make sure that evacuation maps and signage on display provide accurate 
information. For example, a map at location 5 provided in accurate information in 
relation to evacuating the building. 
 
Action required: 
 
1.5 Provide an up to date certificate carried out by a competent person confirming 
following inspection that the centre is compliant or otherwise with all fire safety 
regulations and Standards.  
 
Reference:   

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

Timescale 

Provider’s response: 
 
1.1: All fire doors have been checked and door closers re adjusted 
so they close faster and securely (they were originally adjusted to 
close at a slower pace to prevent excess noise, which was brought 
to our attention at the previous inspection). The engineer who 
inspected the premises for fire compliance on the 16 November 
2011 inspected and passed the doors. 
 
1.2:Bulb was changed sign is working 
 
1.3: A new handrail has been erected at this stairwell. 
 
1.4: map at location 5 has been realigned to the correct position 
 
1.5: This was completed on the 16 November2011 and sent via  
email on the 17 November 2011 
 

 
 
Completed 
 
 
 
 
 
 
Completed 
 
Completed 
 
Completed 
 
Completed 
17 November 2011.

 
 

2. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The premises were not suitable for the purposes of achieving the aims and objectives 
set out in the statement of purpose and did not comply with the regulations.  
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Action required:  
 
2.1 Provide appropriate ventilation in a storeroom on the ground floor (basement) 
containing products and in the new sluice and cleaners' rooms. 
 
Action required:  
 
2.2 lighting following refurbishment work in sluice and cleaners' room is 
 
Action required:  
 
2.3 Take action to address the outstanding work relating to the external aspects of the 
premises:  

 making the ground level around the manhole cover (in close proximity to the 
church) which is raised, 

 repairing potholes and uneven surfaces on the driveway to the centre and  
 replastering the external wall is where the plaster is crumbling (close proximity to 

the church).  
 

Action required:  
 
2.4 Ensure that the bedpan washer in the sluice room is fully operational. 
 
Action required:  
 
2.5 Decorate the designated visitors’ room and install a residents' alarm call system in 
the room.  
 
Action required:  
 
2.6 Replace windowpanes throughout the centre which are cracked for example 3 panes 
of glass in bedroom number 3. 
 
Action required:  
 
2.7 Repair areas of dampness throughout the centre for example an area of dampness 
in the toilet opposite the staff changing room on the ground floor.  
 
Action required:  
 
2.8 Provide suitable and appropriate bedroom furniture particularly wardrobes, chest of 
drawers and lockable facilities for residents. Ensure that all freestanding wardrobes are 
safe for residents' use. 
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Action required:  
 
2.9 Replace the floor covering in a bathroom and designated smoking room where it is 
damaged. 
 
Action required:  
 
2.10 Replace worn curtains and curtain linings. 
 
Reference:   

Health Act, 2007 
                   Regulation 19: Premises  
                   Regulation 30: Health and Safety 
                   Standard 25: Physical Environment  
                   Standard 26: Health and Safety 
 
Please state the actions you have taken or are planning 
to take following the inspection with timescales: 

Timescale 

Providers response: 
 
2.1 All ventilation is installed and completed 
 
 
2.2:All new lighting is installed and completed 
 
2.3 Ground around manhole cover is levelled and potholes and 
uneven surfaces on driveway are also repaired 
 
2.4 Bedpan washer is operational and in use 
 
2.5 Visitors room is decorated and we are waiting for ADT to 
install the call bell in January 2012. 
 
2.6: All damaged window panes have been replaced 
 
2.7: Internal painting commenced in November and will be 
completed by the end of February 2012 so the problem in this 
room will be eradicated. 
 
2.8: New wardrobes and lockers will be purchased. I would like 
to state that the wardrobes in the larger bedrooms are actually 
double wardrobes but appear to have been counted as single 
wardrobes 
 
2.9: New floor covering has been installed in all bathrooms and 
toilets. A new tiled floor will be laid in the smoking room 

 
 
Completed October 
2011 
 
October 2011 
 
Completed 
 
 
Completed 
 
Completed 
 
 
Ongoing 
 
December 2011 
 
 
 
January 2012 
 
 
 
 
Ongoing 
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2.10: Worn curtains and curtain linings will be replaced as 
required. 
 
 
 
3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
A comprehensive risk management policy was not implemented throughout the centre. 
 
Action required: 
 
3.1 in the absence of a passenger lift (which is a requirement of the legislation as 
residents are maintained on two floors) have in place a policy and procedure which 
references when residents’ mobility is compromised that a risk assessment will be 
carried out.   
 
Action required:  
 
3.2 Ensure that all aspects of the centre are clean for example an enclosed area 
underneath the stairway leading from the kitchenette to the kitchen on ground floor 
(basement) and the church area.  
 
Replace shelving where the chipboard is exposed for example in some toilets. 
 
Action required:  
 
3.3 Replace the missing wall tile(s) in toilet facility on the first floor (top main house).  
 
Reference:   

Health Act, 2007  
                    Regulation 31: Risk Management Procedures 
                    Standard 26: Health and Safety 
 
Please state the actions you have taken or are planning to 
take with timescales: 

Timescale 

Provider’s response: 
 
3.1 We are currently revising our policy and procedure in relation to 
residents mobility and placement in the nursing home and will 
highlight the procedure to put in place in the event that a resident’s 
mobility changes. 
 
3.2: This is being attended to in the painting and maintenance 
routine from November 2011 to end of February 2012. 

 
 
December 22 
2011 
 
 
 
 
Ongoing 
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3.3:  Wall tile is replaced 
 

 
Complete 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
Opportunities were not provided during the morning of the inspection for each 
resident to participate in activities appropriate to his/her interests and capacities.  
 
Action required:  
 
Provide opportunities for each resident to participate in activities appropriate to 
his/her interests and capacities.  
 
Reference:   
               Health Act, 2007 
               Regulation 6: General Welfare and Protection 
               Standard 13: Healthcare 
               Standard 18: Routines and Expectations 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale 

Provider’s response  
 
It was communicated to the inspectors on the day of inspection 
that through the process of the residents’ forum the residents 
stated that they preferred to have activities in the afternoons. 
We find in the mornings the majority of residents prefer to read 
newspaper, magazines and listen to the local radio station. We 
currently have the Legion of Mary visiting every Friday morning. 
However, since the inspection, we have implemented a 
procedure of having activities on two mornings a week and we 
are monitoring this and we will review this in the next residents’ 
forum to gain feedback from the residents. 
 

 
 
Actioned 
November 2011 
 
 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The numbers and skill mix of staff were not appropriate to the assessed needs of 
residents, and the size and layout of the designated centre. 
 
Action required:  
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Ensure that sufficient staff members are on duty to supervise residents particularly in 
the back sitting room during the morning and early afternoon.  
 
Reference:   
               Health Act 2007 
                Regulation 16: Staffing 
               Standard 23: Staffing Levels and Qualification 
 
Please state the actions you have taken or are planning to 
take with timescales: 

Timescale 

Provider’s response: 
 
Since the inspection we have reviewed the skill mix of staff in the 
particular area highlighted, a decision was made to relocate some of 
the more dependent residents to another area of the nursing home 
therefore reducing the resident to staff ratio. This is monitored on an 
ongoing basis. We have also introduced a procedure whereby 
another member of staff provides cover in this area at particular 
times of the day - when residents require attention with personal 
care needs. 
 

 
 
Actioned 
November 2011 

 
6. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
Residents’ right to privacy was not maintained as a resident was not able to undertake 
personal activities in private for example in bedroom 1, which accommodates 4 
residents, the privacy curtains did not close fully around the resident’s bed. 
 
The lock was not operational on the door of the toilet room located on the second 
floor (top of the house, right side). 
 
Action required:  
 
6.1 Ensure that the privacy curtains closes fully around each residents' bed. 
 
Action required:  
 
6.2 Make sure that all locks are operational in toilet /bathroom/shower facilities for 
example the door of the toilet room located on the second floor (top of the house) 
(right side).  
 
Reference:   
                 Health Act, 2007 
                 Regulation 10: Residents’ Rights, Dignity and Consultation 
                 Standard 4: Privacy and Dignity  
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale 

Provider’s response: 
 
6.1 The curtains in the multi rooms are specific for each rail. The 
curtains were not closing correctly, as they were hung incorrectly 
after they were washed. These curtains have been hung correctly 
and the problem has been highlighted to the staff to avoid this 
problem from re-occurring. 
 
6.2 On this issue we find it confusing as new door handles and 
locks were put on all bathroom doors prior to the inspection and 
were in working order. We have rechecked the lock on the door 
highlighted and all locks are in working order. 
 

 
 
Actioned  
November 2011 
 
 
 
 
Actioned 
November 2011 

 
7. The person in charge has failed to comply with a regulatory requirement in 
the following respect:  
 
A number of care plans were examined by the inspectors and the following areas were 
identified for further improvement:  
 

 while a mini mental test score had been ascertained there was no information 
provided in the care plan to explain/interpret the score in order to provide 
appropriate interventions/treatment plan 

 a risk assessment was carried out in relation to a resident’s water low score 
however the score had not been interpreted and all information provided 
regarding intervention necessary, 

 although there was some evidence that the care plan was discussed with a 
resident and relative there were no details of the discussion/views and opinions 
of residents and relatives, 

 in respect of a resident who was complaining of pain there was no written 
information in the resident’s daily notes nor no pain assessment chart 

 there was limited information regarding residents' wishes at end of life, 
 there was contradictory information regarding residents capacity and consent 
 in some instances it was difficult to find information in relation to follow ups of 

referrals to Allied Health Professionals for example physiotherapy, 
 in one care plan the photograph of the resident was not up-to-date, 
 for those residents in high risk of going missing there was no drill identified in 

the care plan. 
 

Action required:  
 
7 .1 Develop residents' care plans with residents to include the assessed needs, care 
interventions introduced by staff to bring about improvements in the residents’ 
condition/circumstances.  
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Action required:  
 
7 .2 Keep residents’ care plans under formal review by documenting the information in 
respect of residents’ individual assessed needs and changing circumstances. 
 
Action required:  
 
7.3 Implement a comprehensive policy/procedure detailing all aspects of restraint 
management to include: 
 

 an assessment and documentation of each resident’s needs in respect of any 
restraint measures 

 identify in the assessment any risk factors, consideration of alternative methods, 
date of commencement, type of the restraint, duration and frequency of use, 
periods of non-use of the measure, review and termination and  

 written confirmation that any restraint measure used has been discussed and 
/or agreed with the resident and/or that a consensus including discussion with 
significant professionals including the general practitioner (GP) has taken place. 

 
Reference:   
                  Health Act, 2007  
                  Regulation 8: Assessment and Care Plan 
                  Regulation 6: General Welfare and Protection  
                  Regulation 31: Risk Management Procedures 
                  Standard 11: The Resident’s Care Plan   
                  Standard 21: Responding to Behavior that is Challenging 
                   
Please state the actions you have taken or are planning to 
take following the inspection with timescales: 

Timescale: 
 

Person in charge’s response: 
 
7.1 We will review our care plans and incorporate the information 
highlighted in the inspector’s report.  
 
7.2 We review our care plans on a three monthly basis. However, 
on the day of inspection we had commenced our re-evaluation two 
weeks later than we should have. We will ensure the formal reviews 
are completed in the period specified.  
 
7.3 We have assessment measures and documentation in place for 
any resident requiring restraint. This information was in place but 
was not requested for review on the day of the inspection. We are 
adapting the new HSE policy on restraint and are working with our 
GPs to ensure a multidisciplinary approach when assessing 
residents’ needs in relation to restraints i.e bedrails or any form of 
restraint. We are also looking at alternative methods suitable for use 
ensuring our residents safety.  

 
 
January 2012 
 
 
December 2011 
 
 
 
January 2011 
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8. The person in charge has failed to comply with a regulatory requirement in 
the following respect:  
 
Some staff were not trained in preventing residents from being harmed or suffering 
abuse or being placed at risk of harm or abuse. 
 
Action required:  
 
Ensure that all staff members participate in training or any other form of learning 
regarding preventing residents from being harmed or suffering abuse or being placed at 
risk of harm or abuse. 
 
Reference:   

 Health Act, 2007  
 Regulation 6: General Welfare and Protection 

                    Standard 8: Protection 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale 

Person in Charge’s response: 
 
All staff have been provided with training in this area. From January 
2012, all staff will receive mandatory training in all areas for the 
coming year. 
 

 
 
Actioned 
November 2011 
 
 

 
9. The person in charge has failed to comply with a regulatory requirement in 
the following respect:  
 
Training opportunities were not provided to ensure that all staff received mandatory 
training. 
 
Action required:  
 
 Provide opportunities for all staff to participate in training in fire safety and prevention, 
challenging behaviour and infection control. 
 
Reference:  

Health Act, 2007  
Regulation 17: Training and Staff Development 

                   Standard 24: Training and Supervision 
 
Please state the actions you have taken or are planning to 
take with timescales: 

Timescale: 
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Person in Charge’s response: 
 
Fire training for the members of staff not yet trained was scheduled 
for 3 December 2011. However, this had to be cancelled as the 
instructor was ill. This has been rescheduled for the 19 December 
2011. 
 

 
 
December 2011 
 

 
10. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
Contracts of care did not detail the services to be provided for each resident and the 
fees to be charged. 
 
Action required:  
 
Ensure that each resident’s contract details 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. 
 
Reference:   
                  Health Act, 2007 
                  Regulation 28: Contract for the Provision of Services 
                  Standard 7: Contract/Statement of Terms and Conditions 
                                 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale 

Provider’s response: 
 
Thirteen residents were still on the old HSE contracts of care; these 
new contracts were at the time of the inspection with the HSE legal 
department for signing. These new contracts have now been 
received and are signed by the HSE legal representative and are now 
on file at the nursing home. 
 
Clarification of personal laundry service has been amended in the 
contracts of care. 
 

 
 
Actioned 
November 2011 
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Any comments the provider may wish to make: 
  
  
Provider’s response:   
 
I would like to thank the Inspectors for their courteous and professional manner 
which they extended to the residents, staff and visitors at the Nursing Home on the 
day of the inspection. We are pleased to note that the inspectors have commented 
positively about the substantial work we have completed here at the centre since 
their last inspection, every thing that has been requested of us will soon be finished. 
  
  
  
  
  
Provider’s name: Hugh O’Boyle 
 
 
Date:   09 December 2012 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


