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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated centres for older people 

 
 
 
Centre name: 

 
Bramleigh Lodge 

 
Centre ID: 

 
0204 
 
Cashel Road 
 
Cahir 

 
Centre address: 
 

 
Co Tipperary 

 
Telephone number: 

 
052-7442129 

 
Fax number: 

 
052-7442129 

 
Email address: 

 
selma.kelly@sacrecoeur.ie 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Bramleigh Lodge Nursing Home Ltd 

 
Person in charge: 

 
Lelia Considine 

 
Date of inspection: 

 
21 July 2011 

 
Time inspection took place: 

 
Start: 10:00hrs              Completion: 18:30hrs 

 
Lead inspector: 

 
Mary Moore 

 
Support: 

 
Una Murphy 

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

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

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

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

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

Description of services and premises 

 
Bramleigh Lodge Nursing Home is a single-storey building that first opened as a 
nursing home in 1994. The centre can accommodate 26 residents and is registered 
to provide accommodation primarily to dependent persons aged 65 years and over, 
and respite or convalescent care to persons under the age of 65 years to a maximum 
of four residents at any one time. The present provider, Bramleigh Lodge Nursing 
Home Ltd was in the process of purchasing the centre at the time of the registration 
inspection in July 2010. 
 
On the day of inspection there were 25 residents living in the centre. All of the 
residents were in receipt of long-term care; 22 of the 25 residents were greater than 
80 years of age.  
 
The main entrance leads to a lobby that contains the nurse’s office, administration 
office and a communal room for residents. A visitors’ room, accessed through this 
communal room was under construction at the time of the inspection. A second 
spacious conservatory type communal room and a separate dining area are also 
provided for residents. Resident accommodation is provided in seven single and six 
twin-bedded rooms all of which are without en suite, and a further six single 
bedrooms each of which are en suite with assisted shower, toilet and wash hand-
basin. These latter six bedrooms were constructed in 2010. There are a further three 
assisted bathrooms with shower or bath, wash-hand basin and toilet and an 
additional single toilet provided for residents use.  
 
The premise also accommodates catering and laundry facilities, separate staff 
facilities for catering and clinical staff, designated storage and a sluice room. 
 
There is a small enclosed secure garden area available to and easily accessed by 
residents. There is small car park to the front of the building from which one directly 
exits on to busy main Cashel road. 
 

Location 

 
Bramleigh Lodge is located on the outskirts of Cahir town. It is within reasonable 
walking distance of the local shops, churches and amenities. 
 

 
Date centre was first established: 

 
1994*  

 
Number of residents on the date of inspection: 

 
25 

 
Number of vacancies on the date of inspection: 

 
1 

 
* Under present ownership since March 2011 
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Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
0 

 
11 

 
11 

 
3 

 
Management structure 
 
Bramleigh Lodge Nursing Home is owned and managed by Bramleigh Lodge Nursing 
Home Ltd. The nominated Registered Provider is Selma Kelly, one of two directors in 
the company. The Person in Charge is Lelia Considine. The post of person in charge 
is currently shared between two centres owned and managed by the provider, the 
second centre being Sacre Coeur Nursing Home in Tipperary town. The Director of 
Nursing (DON) is Laura Myers, the second director of Bramleigh Lodge Nursing Home 
Ltd, and she supports the Person in Charge in her role as person in charge of the two 
designated centres. Both the Person in Charge and the DON rotate their presence in 
both centres. A team of nursing staff, care assistants, catering and household staff 
attend to the needs of the residents on a daily basis. All staff report on a daily basis 
to the person in charge or in her absence to the DON.   
 
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* 1 2 2 1** 0 0 

 
* The DON came on duty at 11:30hrs 
** Staff member has responsibility for both environmental hygiene and laundry 
duties

Page 4 of 30 



 

Background  
 
This was the second inspection of Bramleigh Lodge by the Social Services 
Inspectorate of the Health Information and Quality Authority and was a one day, 
unannounced follow-up inspection. 
 
The first inspection took place on the 13 July 2010 and was a two day announced 
registration inspection. At that time the centre was in the process of being purchased 
by the current providers. The inspection findings therefore reflected the established 
practices and governance of the previous provider. The prospective provider and the 
existing provider both agreed and committed to the implementation of the required 
improvements and this was reflected in the timeframes and responsibilities agreed 
with the Authority. Overall the registration inspection found that the new extension 
to the premises was in compliance with all relevant legislation and that overall the 
premises were fit for purpose. Improvements in practice were required however, to 
comply with the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). These improvements 
included risk management, care planning, consultation with residents, policy 
development and the implementation of a system of review of the quality and safety 
of care of the residents. The inspection findings and required improvements are 
outlined in detail in the report and the action plan at the end of that report. 
 
This follow-up inspection was required as the current registered provider made an 
application to vary/remove conditions of their registration in accordance with Section 
52 of the Health Act 2007. The primary purpose of the inspection therefore was to 
establish the progress made by the current provider in implementing the required 
improvements identified by the registration inspection in light of their application to 
vary/remove registration conditions thereby expanding the range of needs that may 
be accommodated in the centre.  

Page 5 of 30 



 
Summary of findings from this inspection  
 
 
The registered provider told the inspector that the sale of the centre had not been 
completed in as timely a manner as originally envisioned and consequently they had 
not assumed responsibility for the management of the service until mid-March 2011. 
The nominated provider, person in charge and the DON all described a period of 
significant challenge, adjustment, and change management as they sought to 
amalgamate established culture and practice with best practice and regulatory 
requirements. The provider articulated a sound awareness of the improvements 
required to improve upon the quality and safety of the care and services provided to 
residents and further compliance with the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
and the National Quality Standards for Residential Care Settings for Older People in 
Ireland. Work completed demonstrated their commitment and willingness to 
implement the required improvements but given the timeframe of their ownership, 
approximately five months, progress made on implementing the required 
improvements was poor and significant work was outstanding. Further required 
improvements in wound prevention and management, moving techniques in resident 
care and evidence to support that the person in charge was actively and consistently 
involved in the governance, operational management and administration of the 
designated centre were identified. 
 
The required improvements are set out in detail in the action plan at the end of this 
report and include: 

 adequate and appropriate staffing 
 governance of the service on a regular and consistent basis 
 care planning to support a high standard of evidence-based nursing practice 
 manual handling practice 
 completeness of staff files 
 risk management 
 the development and implementation of centre-specific and evidence-based 

policy and procedure. 
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Issues covered on inspection 
 

 
1. Wound prevention and management 
 
At the time of inspection nursing staff spoken with confirmed that two of the 25 
residents each had a pressure sore. While the inspector saw that residents had been 
provided with pressure relieving equipment appropriate to their needs and referral to 
tissue viability services was in place, nursing documentation reviewed did not 
demonstrate a high standard of contemporary evidence based nursing practice in 
wound prevention and management to ensure the best possible clinical outcomes for 
residents. 
 
One resident with a confirmed pressure sore had a wound care plan in place from 
2010 stating that her tissue viability was good. As in the general findings on care 
planning, the wound care plan was a narrative nursing record of intervention, 
wounds were not graded and wound assessment was not supported by photographic 
evidence as recommended by best practice guidelines in wound management. The 
wound had not been measured in the previous five weeks making it difficult for staff 
or other relevant stakeholders to objectively assess the efficacy of prescribed 
treatments, improvement or deterioration. The residents risk assessment for 
pressure sore development had not been re evaluated since February 2011.  
 
The DON confirmed that wound prevention and management care and practice was 
not informed, guided and supported by evidence-based policy, procedures and 
guidelines.    
 
2. Moving techniques in patient care (manual handling) 
 
Staff training records demonstrated that staff had attended manual handling training 
in July and September 2010. Inspectors however, observed repeated poor, unsafe 
and outdated practice when staff were transferring residents in wheelchairs and 
transferring residents from chair to chair. Wheelchairs were used without footplates 
and residents were transferred in wheelchairs tilted backwards by staff posing both a 
risk to residents and staff. Manual handling plans for residents were in place but one 
reviewed was unsigned and undated; another had not been reviewed since June 
2010.       
 
3. The engagement of the person in charge in the operational management 
and administration of the designated centre on a regular and consistent 
basis.   
 
The person in charge arrived at the centre having being contacted by the nurse on 
duty. The roster demonstrated that she was not due on duty that day and was 
rostered to participate in a social outing for residents of Sacre Coeur Nursing Home.  
The person in charge told inspectors that she and the DON operated a three/two 
day-on, day-off roster between them as agreed with the Authority at the time of the 
registration inspection and that the DON was the person in charge on the day of 
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inspection; the DON came on duty at 11:30hrs, there was no named person in 
charge on the roster. Rosters when reviewed by the inspector did not support the 
transparency of, or validate the arrangements in place for the management of the 
centre as reported by the person in charge and the DON, and as agreed with the 
Authority. The roster did not confirm for the inspector, staff members or any other 
relevant party who the person in charge was on the day of inspection or on the other 
days when the person in charge was not on duty as the actual hours worked by the 
DON were not recorded.  
 
The person in charge did not, when asked by the inspector demonstrate familiarity 
with medication management policy, risk management policy or the prevalence of 
the use of bedrails and referred the inspectors to the DON for the required 
information. 
 
Given the findings of the inspection and the outstanding work required to advance 
compliance with best practice, 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 
the current arrangements for the person in charge require review and this was 
discussed at length during verbal feedback. 
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Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Implement evidence-based practice guidelines for the support of residents with 
communication difficulties or cognitive impairment. 
 
Put in place procedures for managing residents whose behaviour poses a risk to him 
or her in an environment that promotes wellbeing and with the least restrictions. 
 
Ensure that any methods of restraint have been adequately assessed and 
alternatives explored prior to any such measures being taken. 
 
Record all occasions when restraint is used, its duration and the timeframe when the 
restriction is removed. 
 
Aim for restraint free environment. 
 
 
An activities person was employed full time between both designated centres and 
attended each centre daily in the morning or the afternoon. A monthly activities 
schedule was displayed indicating that activities such as chair based exercises, ball- 
games, hand massage, knitting and walks were facilitated. A communications policy 
was in place, it lacked comprehensive detail however, and evidence as to how policy 
translated into positive communication strategies in practice for residents with a 
cognitive impairment. Inspectors noted that frail and cognitively impaired residents 
were largely accommodated in the smaller communal room, and were removed from 
the main hub of activity in the larger communal room with little to occupy or 
stimulate them in a way that was meaningful and psychosocially beneficial to them, 
and with little engagement or social interaction with staff. When asked if residents in 
the smaller communal room requested to go in there the person in charge stated 
that one resident repeatedly tapped her foot and was put into the room so as not to 
‘annoy’ other more competent residents. Similarly care plans reviewed did not 
demonstrate best practice in the management of residents with a challenging 
behaviour such as records of behaviour, identification of possible antecedents or the 
exploration of appropriate management strategies.  
 
There was evidence of an increased awareness of the appropriate use of restraint 
such as bedrails and the inspector saw that a comprehensive restraint risk 
assessment was in place. Practice was not however, guided by national guidelines 
and best practice policy and procedure.   
 
 
 
 
 
 
 
 

Page 9 of 30 



2. Action required from previous inspection:  
 
Implement a risk management policy governing all matters required by the 
regulations. 
 
Put in place arrangements for the identification, recording, investigation and learning 
from serious untoward incidents or adverse events involving residents. 
 
Put in place a plan to respond to emergencies including loss of power and light. 
 
 
New documentation was in place for reporting accidents, incidents and adverse 
events and the DON reported greater clarity and accountability in reporting 
mechanisms. An accident and incident log was maintained and entries reviewed by 
the inspector collated with notifications received by the Authority. Instructions for 
staff on actions to be taken in the event of emergencies such as loss of power or 
water were displayed.   
 
Risk management policy however, was inadequate. A health and safety statement 
was in place but referred to the responsibilities and liabilities of the previous owner 
and provider. 
 
3. Action required from previous inspection:  
 
Update the policy and practice in relation to medication management to ensure that 
all requirements of An Bord Altranias guidelines are adhered to. 
 
Implement a policy on the uses of PRN s (as required) medication. 
 
Implement procedure for the management of drug errors. 
 
Secure the drugs trolley when it is not in use. 
 
 
Improvements were noted. When not in use the medication trolley was seen to be 
stored and secured to the wall in the nurses’ office. Each resident’s medication was 
now supplied in individual blister packs and medication was reviewed on a three 
monthly basis by the relevant general practitioner (GP). Residents’ medical records 
reviewed by inspectors demonstrated current and comprehensive medical review 
including review of medications. Training records demonstrated that 12 staff had 
attended medication management training in March 2011.  
 
However, the medication management policy though reviewed was not immediately 
available for inspection and it was not readily available and accessible to staff spoken 
with. Medication prescription records were transcribed and both policy and practice 
require further review as the policy specific to the centre did not govern and guide 
the practice of transcribing. Transcribed records reviewed were not in line with 
regulatory body guidelines on the practice of transcribing and were not clearly dated 
by either the transcribing nurse or the relevant prescriber. The procedure for the 
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disposal of unused or out of date medication was not explicitly stated and the 
procedure for the prescribing, administration and review of pro-re-nata (PRN) 
medications (medication that is not scheduled or required on a regular basis) was not 
comprehensive. This was evident in practice as the maximum dosage of such 
medications was not clearly stated on all records.   
 
4. Action required from previous inspection:  
 
Put sufficient numbers of staff in place in the afternoons and evenings to meet the 
needs of the residents. 
 
 
While staffing levels observed by inspectors, and staff rosters reviewed confirmed 
that afternoon staffing levels had been increased from two to three, inspectors were 
not satisfied that staffing levels were at all times appropriate to the assessed needs 
of the residents and the size and layout of the building. This inspection was 
unannounced and on arrival at the centre staff were busy, inspectors and other 
visitors had to wait for approximately ten minutes to gain admittance. Six staff (one 
nurse) were on duty, three of whom were directly involved in the clinical and 
personal care of residents giving an inadequate staffing ratio for this peak activity 
time of 1:8.5. Inspectors noted that frail and vulnerable residents were unsupervised 
and unattended in the smaller communal room for prolonged periods of up to 50 
minutes. Residents were unable to access staff assistance in line with their needs as 
they presented such as toileting requirements, and they had no apparent ready and 
appropriate access to the nurse call system. Inspectors noted fluids left unattended 
for residents who clearly required assistance and another resident was left in her 
chair in a poor postural position without the required support to allow her adopt and 
maintain a more comfortable and appropriate seating position. The lack of 
supervision and attendance to residents needs was further compounded later in the 
morning for frail, vulnerable and cognitively impaired residents, when the inspector 
observed that the door to the smaller communal room was closed by staff without 
any apparent clear rationale. 
 
5. Action required from previous inspection:  
 
Keep the resident’s care plan under review as required by the resident’s changing 
needs and no less frequently then at three-monthly intervals. 
 
Revise and implement the resident’s care plan in consultation with the resident. 
 
Make the care plan available to the residents and his or her representative.  
 
 
Medical records reviewed were informative, current and comprehensive and provided 
inspectors with a concise chronological record of the resident’s health, treatment and 
level of wellness. The DON told inspectors and provided documentary evidence that 
she was in the process of reviewing each residents holistic care needs including their 
requirement for referral to other services such as physiotherapy, occupational 
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therapy and speech and language therapy though actual referrals had not 
commenced.  
 
However, nursing care plans reviewed did not provide a holistic account of the 
resident, their needs, plans and goals of care or timely review in line with their 
assessed needs. Care plans primarily consisted of a reactive nursing narrative 
account of presenting symptoms and prescribed medical treatments and did not 
demonstrate an understanding of the care planning process, the purpose of the care 
plan or a sound evidence base to nursing practice. While a suite of evidence-based 
tools were in use a sample reviewed were unsigned and undated and where risk was 
identified such as falls risk, the assessment was not followed through with an 
appropriate plan of care to reduce or minimise the risk. Where specific care plans 
were in place they were not reviewed on a three-monthly basis or more frequently as 
required by the residents changing or deteriorating needs.  
 
The DON acknowledged the inadequacies of the current care plans and was aware of 
the improvements required. At the time of inspection she had commenced and was 
working with nursing staff on a care planning review process and a key-nurse 
allocation system.     
 
6. Action required from previous inspection:  
 
Put in place an operational policy and procedure which outlines the process for the 
making, investigating and handling of complaints. 
 
Identify a source of appeal of the outcome of any complaint made 
 
Make the procedure available to residents’ and relatives. 
 
 
Policy and procedure for the making, handling and investigation of complaints by any 
person requires further review in line with regulatory requirements and to reflect the 
new ownership/governance structures. 
 
While displayed the complaints procedure directed the complainant to the previous 
registered provider. The complaints policy while outlining the complaints 
management process did not clearly set out for residents or relatives who they could 
make a complaint to, the internal appeals process was unclear and in general policy 
and procedure lacked clarity in relation to the persons specifically responsible for 
receiving, recording, investigating and monitoring complaint activity as outlined in 
Article 39(5) and (10) of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). 
 
The complaints log was reviewed by inspectors, there was no complaint recorded 
since January 2010.    
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7. Action required from previous inspection:  
 
Develop and implement centre-specific operational policies and procedures required 
by the Health Act 2007 (Care and Welfare of Residents in Designated Centres for 
Older People) Regulations 2009 (as amended) and detailed in Schedule 5. 
 
 
Inspectors saw evidence that policy development work had commenced such as a 
missing persons policy, medication management policy, a centre-specific elder abuse 
policy, a pre-admission procedure, a communication policy and emergency 
procedures. Based on the findings of the inspection areas of care and practice 
requiring priority and the implementation of contemporary evidence-based policy and 
procedure were restraint and wound care prevention and management so as to 
guide and inform a high standard of evidence-based nursing practice.   
 
8. Action required from previous inspection:  
 
Put in place a system for supervision of staff appropriate to their role. 
 
 
The providers articulated to the inspector a clear understanding of the challenges 
involved in assimilating an established workforce, culture of care and established 
work-practices. There was evidence that some analysis of duties and delegation of 
tasks had been undertaken such as the segregation of catering and laundry duties in 
line with best practice recommendations in infection prevention and control. The 
DON told inspectors that care assistants were now involved in the verbal handover. 
There was no evidence however, to support the implementation of a formal 
individualised staff supervision or appraisal system to identify and assess staff 
strengths, competencies and skills, identify gaps and determine the need for further 
training and provide staff with the opportunity to develop their strengths and 
capabilities so as to meet the changing needs of residents to the required standard 
and fulfil the aims and objectives of the new providers for the residential care 
setting. This omission was evidenced in practice by repeated observations by the 
inspector of poor manual handling of residents.      
 
9. Action required from previous inspection:  
 
Ensure the centre has all the information relating to staff specified in Schedule 2 of 
the regulations. 
 
Source all missing documentation for current staff. 
 
 
The original provider had accepted responsibility for the implementation of the 
required improvements but no improvement in the completeness of staff files was 
noted at inspection. While there was evidence of satisfactory Garda Síochána vetting, 
ongoing significant deficits found in staff files were in relation to references, 
photographic identification and evidence of mental and physical fitness to perform 
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their work and duties. Where references were in place there were of a testimonial 
type nature and were not verified. 
 
10. Action required from previous inspection:  
 
Provide suitable windows. 
 
Provide safe lockable storage space for resident’s valuables. 
 
Provide a suitable space for residents to meet with visitor’s in private. 
 
 
This action was met. Workmen were still onsite completing work on the insertion of 
replacement windows and though not complete a space had been provided for 
residents to meet with visitors in private. Residents were provided with individual 
lockable storage space. 
  
11. Action required from previous inspection:  
 
Implement a system for reviewing the quality and safety of care provided to 
residents and the quality of life of residents. 
 
 
There was evidence of awareness on behalf of the providers as to what was, and the 
requirement for, a system for reviewing the quality and safety of care and services 
provided to and for residents. Priority areas identified for review and improvement by 
the DON included falls prevention and management, procedures for reporting 
accidents and incidents, the care planning process, medication management systems 
and monitoring residents nutritional needs and status. There was evidence of review 
and the implementation of change to improve resident safety and clinical outcomes. 
Nutritional training and support to staff had been facilitated and staff had 
implemented the Malnutrition Universal Screening Tool (MUST); new reporting 
documentation to be completed in the event of an accident, incident or adverse 
event was in place. This was a new and evolving process which would have been 
strengthened by the use of explicit objective audit tools outlining best practice and 
the required standard against which to benchmark existing practice so as to explicitly 
identify the required improvements and the desired objectives.      
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Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the nominated 
provider, the person in charge and the director of nursing to report on the inspector’s 
findings, which highlighted both good practice and where improvements were 
needed.  
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Chronology of previous HIQA inspections 
Date of previous inspection: Type of inspection: 

 
 
13 July 2010 and 14 July 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: 

 
Bramleigh Lodge Nursing Home 

 
Centre ID: 

 
0204 

 
Date of inspection: 

 
21 July 2011 

 
Date of response: 

 
26 August 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: 
 
Dependent residents and residents with a cognitive impairment were observed to 
spend prolonged periods with little to occupy them, stimulate them or engage them 
in a way that was meaningful and psychosocially beneficial to them. 
 
Action required:  
 
Provide all residents with opportunity to participate in person-centred, meaningful 
and purposeful activity and occupation that suits their individual needs, preferences 
and capacity. 
 
 
 
 
 
 
                                                 
∗ 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:  
 
A standardised assessment tool is used to assess behaviour that is challenging with 
symptoms objectively documented and qualified. There is documented evidence that 
the behaviour is persistent, preventable causes have been ruled out and 
interventions to manage the behaviour are based on best practice evidence and 
clearly set out in the residents care plan.  
 
Action required:  
 
The provider will review the policy and practice of restraint and aim towards a 
restraint-free environment for all residents. If restraint is used it should be as a last 
resort. Policy and practice shall adhere to best practice guidelines, national guidelines 
and regulatory requirements.  
 
Reference:  

Health Act 2007 
                   Regulation 10: Residents’ Rights, Dignity and Consultation 
                   Regulation 6: General Welfare and Protection 
                   Regulation 25: Medical Records 
                   Standard 3: Consent 
                   Standard 21: Responding to Behaviour that is Challenging 
                   Standard 2: Consultation and Participation  
                   Standard 4: Privacy and Dignity  
                   Standard 5: Civil, Political and Religious Rights  
                   Standard 18: Routines and Expectations  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We are re-developing our activities framework to provide for 
improved support for residents with communication difficulties or 
cognitive impairment to ensure that residents will be facilitated to 
participate in person-centred, meaningful and purposeful activity 
and occupation that suits individual needs, preferences and 
capacity. In the meantime, we have reviewed our in-house 
activities programme to ensure that our cognitively impaired 
residents are fully included in a meaningful way.   
 
The ABC standardised assessment tool has been put in place to 
assess behaviour that is challenging as recommended in the 
Authority’s standards. All assessment findings shall have 
corresponding plans. Training has also been received by the DON 
on challenging behaviour.   
 
The existing policy on restraint has been reviewed to ensure that 
it is at all times in line with best practice guidelines, national 

 
 
31 October 2011 
 
 
 
 
 
 
 
 
Complete 
 
 
 
 
 
Complete 
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guidelines and regulatory requirements. The provider aims at all 
times towards a restraint-free environment for all residents. 
 
 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Risk management policy was inadequate and not centre-specific. 
 
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre. 
 
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:  
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward 
incidents or adverse events involving residents. 
 
Action required:  
 
Ensure that the risk management policy covers the precautions in place to control 
the following specified risks: the unexplained absence of a resident; assault; 
accidental injury to residents or staff; aggression and violence; and self-harm.  
 
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 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 person in charge, focused on key 
clinical areas such as risk of falls, risk of nutritional deficit and 
was stored in the resident's care plan.  

 
 
25 September 
2011 
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A risk management process shall be developed by Bramleigh 
Lodge Nursing Home and will incorporate all risks assessment as 
per the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as 
amended) and also all risk areas of priority to the nursing home.  
Training has been scheduled for 22 September 2011. This will be 
performed with input from key staff in the organisation including 
front line staff and management. This risk analysis shall be held 
on site on the 12 September 2011 and 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. 
 
 
3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The policy on medication management was not readily accessible, was not 
comprehensive and was not fully compliant with An Bord Altranais Medication 
Management Guidelines 2007.  
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies in 
accordance with current regulations, guidelines and legislation relating to the 
ordering, prescribing, storing and administration of medicines to residents including 
PRN medications. Ensure that staff are familiar with and have access to such policies 
and procedures. 
 
Action required:  
 
Put in place suitable arrangements and appropriate procedures and written policies in 
accordance with current regulations, guidelines and legislation for the handling and 
disposal of unused or out of date medicines and ensure staff are familiar with such 
procedures and policies. 
 
Reference:  

Health Act 2007 
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Standard 14: Medication Management  

 
 
 
 
 
 

Page 19 of 30 



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

Timescale: 
 

Provider’s response: 
 
The medication management policy has been reviewed to ensure 
that it is fully comprehensive and in line with An Bord Altranais 
Medication Management guidelines 2007 and the policy is readily 
accessible to all nursing staff in the centre. Training has been 
scheduled for staff and is due for completion by the end of 
September 2011. 
 

 
 
30 September 
2011 
 

 
4. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
Staffing numbers were not at all times adequate to meet the assessed needs of the 
residents.  
 
Action required:  
 
Ensure that the numbers and skill-mix of staff are at all times appropriate to the 
assessed needs of residents, and the size and layout of the designated centre. 
 
Reference:  

Health Act 2007 
Regulation 16: Staffing 
Standard 23: Staffing Levels and Qualifications 

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

Timescale: 
 

Provider’s response: 
 
On 16 August 2011 acceptance was received from a candidate 
further to an offer of employment for the position of director of 
nursing. The post holder shall commence on 19 September 2011 
and working hours shall be Monday to Friday 09:00hrs to 
17:00hrs.   
  
A governance review shall be undertaken incorporating the roles 
and responsibilities of job roles. Clinical supervision is of 
paramount importance to ensure the safety of residents and 
lapses shall not be tolerated. 
 
At present the acting person in charge when rostered fulfils the 
role of the nominated person in charge. In her absence a senior 
member of nursing staff is allocated with this responsibility. The 
nominated person in charge is identified from the staffing rota 

 
 
19 September 
2011 
 
 
 
 
Ongoing 
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and displayed on the staff information notice board, this is 
updated daily. 
 
An independent review of the dependency levels of all residents 
is scheduled to take place on 23 September 2011. This shall be 
undertaken by an independent facilitator, the acting person in 
charge and relevant staff nurses and healthcare assistants. Both 
the Barthel assessment tool and the Authority’s assessment tool 
shall be utilised in this review.  
 
The number and skill-mix of staff has been reviewed to ensure 
that it is at all times appropriate to the assessed needs of 
residents and the size and layout of the centre. Specifically, 
provision has been made for the additional supervision of staff by 
nursing management during the day through the rostering of the 
person in charge on duty between the hours of 09:00hrs to 
17:00hrs Monday to Friday. 
 
 
5. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
Care plans did not identify the resident’s needs, problems and goals or clearly set out 
evidence based, best practice nursing care that was suitable and sufficient to 
meeting the needs of the individual resident.    
 
The residents’ care plans were not adequately reviewed in line with the resident’s 
changing needs and within the required timeframes. 
 
Action required:  
 
Ensure that each resident has a care plan that clearly identifies the resident’s needs, 
problems and goals and delivers evidence based, best practice nursing care that is 
suitable and sufficient to meeting the needs of the individual resident.    
 
Action required:  
 
Keep each resident’s care plan under formal review as required by the resident’s 
changing needs or circumstances, and no less frequent than at three-monthly 
intervals. 
 
Action required:  
 
Revise each resident’s care plan, after consultation with him/her. 
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Reference:  
Health Act 2007 
Regulation 8: Assessment and Care Plan 
Standard 3: Consent  
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 17: Autonomy and Independence 
 

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

Timescale: 
 

Provider’s response: 
 
The existing care plans are in the process of being replaced with 
a new format of care plan which identifies the resident's needs, 
problems and goals are clearly set out and evidence-based, best 
practice nursing care plans suitable and sufficient to meet the 
needs of the individual resident. Each resident's care plan is being 
reviewed in line with the new format and such care plans will be 
reviewed formally on a three-monthly minimum basis. 
 

 
 
31 October 2011 

 
6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no adequate centre-specific procedure for the making, investigating and 
handling of complaints. 
 
Action required:  
 
Provide centre-specific written operational policies and procedures relating to the 
making, handling and investigation of complaints from any person about any aspects 
of service, care and treatment provided in, or on behalf of a designated centre.  
 
Action required:  
 
Ensure the complaints procedure contains an independent appeals process, the 
operation of which is clear to the complainant and is included in the designated 
centre’s policies and procedures.  
 
Action required:  
 
Display the complaints procedure in a prominent position in the designated centre 
and it is clear from the procedure who is the nominated person in the designated 
centre to deal with all complaints. 
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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 procedure has been updated, implemented and is 
displayed as required by the regulations. 
 

 
 
Complete 

 
7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Operational policies and procedures were not specific to the centre and were not 
readily available to staff. 
 
Policies specific to the needs and care of the residents were not in place. 
 
Action required:  
 
Review and implement all the written operational policies and procedures of the 
designated centre.  
 
Action required:  
 
Implement evidence-based policy and procedures in line with the assessed and 
presenting needs of the residents to guide and inform a high standard of evidence-
based nursing practice. Ensure that all staff are familiar with and implement such 
policy. 
 
Reference:  

Health Act 2007 
Regulation 27: Operating Policies and Procedures 
Regulation 6: General Welfare and Protection 
Standard 29: Management Systems 

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

Timescale: 
 

Provider’s response: 
 
Evidence-based policies and procedures specific to the centre are 
currently being audited and will be re-drafted, reviewed and 
implemented as indicated from audit results in line with the 
timeframe previously agreed with the Authority.   

 
 
30 November 
2011 
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Policies which shall inform our practice shall be:   
 residents rights 
 protection 
 quality of life 
 health and social care needs 
 the care environment 
 staffing 
 medication management  
 information 
 governance. 

 
 
8. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
Systems in place for the supervision of staff were not adequate. 
 
Action required:  
 
The person in charge shall ensure that all staff are supervised on an appropriate 
basis pertinent to their role. Adequate and appropriate supervision identifies and 
addresses limitations in care and practice.  
 
Action required:  
 
The person in charge shall ensure that the staff supervision or appraisal system 
identifies and assesses staff strengths, competencies and skills, identifies gaps and 
determines the need for further training. Staff are provided with the opportunity to 
develop their strengths and capabilities so as to meet the changing needs of 
residents to the required standard. 
 
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: 
 

Provider’s response: 
 
We have reviewed the arrangements for supervision of staff to 
ensure that the system for supervision of staff is adequate and 
that staff are supervised on an appropriate basis pertinent to 
their role. Our new DON, due to commence employment on 19 
September 2011 will increase clinical supervision.   
 
Staff are currently being assessed using the Nursing Homes 
Ireland (NHI) competency and Appraisal Framework to identify 

 
 
Ongoing 
 
 
 
 
 
30 November 
2011 
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and address limitations in clinical skills, care and practice the 
results of which will inform the staff training programme over the 
next 12 months. 
 

 
 

 
9. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Staff files did not contain all the information required for staff as specified in 
Schedule 2 of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended).  
 
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. 
 
Action required:  
 
Put in place recruitment procedures to ensure the authenticity of the staff references 
referred to in Schedule 2. 
 
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: 
 
Recruitment procedures are in place to ensure that all staff 
employed are fit to work at the centre and have full and 
satisfactory information and documents as required by Schedule 
2.   
 
Procedures have been put in place to verify the authenticity of 
existing staff references. 
 

 
 
Complete 
 
 
 
 
31 October 2011 

 
10. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The system for reviewing the quality and safety of care provided to residents and the 
quality of life of residents was new and did not clearly demonstrate how 
improvements were identified or how a corrective action plan was devised. 
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Action required:  
 
Make a report in respect of any review conducted by the registered provider for the 
purposes of Regulation 35 (1), and make a copy of the report available to residents 
and, if requested, to the Chief Inspector. 
 
Action required:  
 
Consult with residents and their representatives in relation to the system for 
reviewing and improving the quality and safety of care, and the quality of life of 
residents. 
 
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: 
 
Reports of all reviews conducted to date by the registered 
provider are available for review by residents. The provider has 
met with residents twice since taking over in March 2011 through 
the newly formed residents committee to consult on the quality 
and safety of care and quality of life of the residents. The 
operational manager also consults informally with residents on a 
day-to-day basis. Resident feedback shall be sought and 
implemented consisting of resident surveys, relatives survey and 
comment cards. 
 

 
 
Ongoing 

 
11. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Nursing documentation reviewed did not demonstrate a high standard of 
contemporary evidence-based nursing practice in wound prevention and 
management to ensure the best possible clinical outcomes for residents. 
 
Action required:  
 
Put in place appropriate and suitable practices and current evidence-based policy, 
procedure and guidelines on wound prevention and management. Ensure that all 
staff are familiar with and implement such policy.    
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Reference:  
Health Act 2007 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Standard 13: Healthcare 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 

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

Timescale: 
 

Provider’s response: 
 
A wound prevention and management policy is now in place 
which is based on current evidence and supports appropriate and 
suitable practices.   
 
Training has been scheduled for staff due for completion by the 
end of September 2011. 
 

 
 
Completed 
 
 
 
30 September 
2011 

 
12. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Suitable and sufficient care and evidence based practice were not in place for 
residents requiring moving techniques in resident care (manual handling).  
 
Action required:  
 
Provide refresher moving and handling training for all staff. Training is evidence 
based and provided by a suitably qualified, accredited and competent external 
facilitator.  
 
Action required:  
 
Review the manual handling assessments and care plans of residents in line with 
current best practice in manual handling. 
 
Action required:  
 
Ensure that sufficient contemporary, evidence-based assistive devices are available 
to staff in line with the assessed needs of residents.  
 
Reference:  

Health Act 2007 
                   Regulation 6: General Welfare and Protection 
                   Regulation 17: Training and Staff Development 
                   Regulation 31: Risk Management Procedures 
                   Standard 13: Healthcare 
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                   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: 
 
All staff will be undertaking refresher moving and patient 
handling training on the mentioned dates of 30 August 2011 and 
6 September 2011. 
 
All manual handling assessments and care plans of residents are 
being reviewed in line with current best practice in manual 
handling. Management will ensure that the appropriate assistive 
devices are available to staff. 
 

 
 
6 September 
2011 
 
 
19 September 
2011 

 
13. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Rosters when reviewed by the inspector did not support the transparency of, or 
validate the arrangements in place for the management of the centre by the person 
in charge as agreed with the Authority. 
 
Action required:  
 
The provider will ensure that the person in charge is regularly and consistently 
engaged in the operational management and administration of the centre on a 
regular and consistent basis. 
 
Action required:  
 
The provider shall ensure that management systems are effective and promote and 
support the delivery of safe, quality care services. 
 
Action required:  
 
The person in charge shall ensure that there is a planned and actual staff rota that 
clearly demonstrates the duty roster of all persons employed in the centre and 
whether the roster was actually worked. 
 
Reference:  

Health Act 2007 
                   Regulation 15: Person in Charge 
                   Regulation 16: Staffing 
                   Standard 23: Staffing Levels and Qualifications 
                   Standard 27: Operational Management 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
To enhance the management and leadership of the nursing 
home, Bramleigh Lodge has recruited a director of nursing. As a 
result the provider shall be responsible for all operational and 
strategic development of the nursing home. The director of 
nursing shall be responsible for all clinical and social care as the 
person in charge. Job descriptions shall be signed by the director 
of nursing and held on file. 
 
To support the governance, leadership and communication within 
Bramleigh Lodge Nursing Home, the following shall also be 
implemented: 

 management team structure revision 
 continued resident council meetings 
 multi-disciplinary care team establishment 
 multi-disciplinary support team establishment 
 quality improvement team establishment. 

 
Rosters clearly show a planned and actual staff rota which shows 
the duty roster of all person employed in the centre including the 
person in charge and management. 
 

 
 
19 September 
2011 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Complete 
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
We welcome the visit of the Authority and aim to utilise the findings to help develop 
a comprehensive system of quality resident centred care. We are aware that we have 
much work to undertake. To achieve this we have developed a 12 month 
programme, involving all staff, to maximise compliance with the standards, but most 
importantly to improve the care provided to the residents.   
 
As new proprietors since March 2011, we are 100% committed to implementing the 
highest standards of quality care for our residents at Bramleigh Lodge Nursing Home. 
 
 
 
 
Provider’s name: Selma Kelly of Bramleigh Lodge Nursing Home Limited       
 
Date: 5 September 2011 
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