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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 under the following topics:  
 

1. Governance and leadership: how well the centre is organised. 

2. The quality of the service. 

3. How well the healthcare needs of residents are met.  

4. Premises and equipment: appropriateness and adequacy.  

5. Communication: information provided to residents, relatives and staff.  

6. Staffing: the recruitment, supervision and competence of staff.  

 
This report summarises the findings of the inspection under some or all of these 
topics, highlighting areas of good practice as well as areas where improvements 
were required as follows:  
 
Evidence of good practice – this means that an acceptable standard was reached 
and the provider demonstrated a culture of review and improvement and aimed to 
drive forward best practice. 
 
Some improvements required – this means that practice was generally 
satisfactory but there were areas that need attention. 
 
Significant improvements required – this means that unacceptable practice was 
found.  
 
The report also identifies minor issues, where applicable, to which the provider 
should give consideration to enhance the quality of the service. 
 
Registration inspections are one element of a process to assess whether 
providers are fit and legally permitted to provide a service. The registration of a 
designated centre is for three years. After that the provider must make an 
application for registration renewal at least six months before the expiration date of 
the current registration. New providers must make an application for first time 
registration 6 months prior to the time the provider wishes to commence. 
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In controlling entry to service provision, the Chief Inspector of Social Services is 
fulfilling an important regulatory duty under section 40 of the Health Act 2007. Part 
of this duty is a statutory discretion to refuse registration if the Chief Inspector is not 
satisfied about a provider’s fitness to provide services, or the fitness of any other 
person involved in the management of a centre.  
 
The registration inspection is one element for the Chief Inspector to consider in 
making a proposal to the provider in respect of registration. Other elements of the 
process designed to assess the provider’s fitness include the information provided in 
the application to register, the Fit Person self-assessment and the Fit Person 
interviews. Together these elements are used to assess the provider’s understanding 
of, and capacity to, comply with the requirements of the regulations and the 
Standards. Following assessment of these elements, a recommendation will be made 
to the Chief Inspector and the formal legal process for registration will proceed. As a 
result, this report does not outline a final decision in respect of registration. 
  
The report is available to residents, relatives, providers of services and members of 
the public, and is published on our website www.hiqa.ie. 
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About the centre 
 

Description of services and premises 

 
Riverside Nursing Home is purpose-built on a three and a half acre site. It is a  
single-storey building with two wings, one either side of the main entrance.  
 
On the day of inspection, there were 24 long term residents all over the age of 65 
living in the centre. The centre can accommodate up to 26 residents. Bedroom 
accommodation includes 11 single bedrooms, eight with a wash-hand basin and 
three with a shower, toilet and wash-hand basin en suite. Three twin bedrooms one 
with a wash hand-basin and two with a toilet and wash-hand basin en suite and 
three, three bedded rooms’ one with a wash-hand basin and two with a toilet and 
wash-hand basin en suite. There are two bathrooms: one contains an assisted bath, 
shower, toilet and a wash-hand basin the other an assisted shower, toilet and  
wash-hand basin. There is a visitors/staff toilet and a toilet for use by kitchen staff 
only. 
 
Residents have access to two bright sitting rooms, a dining room and a smoking 
room which leads into an enclosed secure courtyard. 
 
There is a patio area and an enclosed courtyard to the rear of the centre which can 
be accessed by residents from one of the sitting rooms. 
 
There is ample car parking to the front of the building. 
 

Location 

 
Riverside Nursing Home is located in St Margaret’s Dublin. It is five minutes drive 
from Dublin airport and from the suburb of Finglas. 
 

Date centre was first established: 1992 
 

Number of residents on the date of inspection 24 
 

Number of vacancies on the date of inspection 2 
 

 
Dependency level of 
current residents  

Max High Medium Low 

Number of residents 8 8 7 1 
 

 
Management structure 
 
The Registered Provider is Willoway Nursing Home Limited trading as Harvey 
Healthcare Group which also provides care in four other centres. The designated 
providers are Seamus Brady and Denis (Derry) Shaw.  
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The Director of Care, Noeline Kinnear, is employed to oversee and supervise the 
Person in Charge of each centre. The Person in Charge at Riverside Nursing Home is 
Rachelle Josling who reports to the Director of Care. The nurses, carers, catering, 
domestic and maintenance staff all report to the person in charge. There is a team of 
maintenance staff that provide services across the group of five centres.   
 

Staff 
designation 

Person 
in 

Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 

laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on duty 
on day of 
inspection 

1 2 4 2 2 0 *2 

 
*activities coordinator and the maintenance manager 
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Summary of findings from this inspection 
 
This was an announced registration inspection. The provider had applied for 
registration under the Health Act 2007 and the Health Act 2007 (Registration of 
Designated Centres for Older People) Regulations 2009. As part of the registration 
process, the provider and person in charge have to satisfy the Chief Inspector of 
Social Services that they are fit to provide the service and that the service will 
comply with the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009. This registration inspection took place 
over two days. 
 
Inspectors met with residents, relatives, both providers, director of care, person in 
charge and members of the staff team. Records were examined including care plans, 
medical records, complaints log, accident and incidents log, fire safety records, staff 
records including training records, policies and procedures. Time was also spent 
talking with residents in their bedrooms, communal areas and observing care 
practice as staff went about their daily duties.  
 
Separate fit person interviews were carried out with both providers and the person in 
charge, all of whom had completed the fit person self assessment document in 
advance of the inspection. This was reviewed by inspectors, along with all the 
information provided in the registration application form and supporting documents. 
 
The providers had fully addressed two of the three action plans from the previous 
inspection report. The statement of purpose submitted to the Authority on 31 March 
2011 needs additional information added in order for it to meet the regulatory 
requirements. The register now meets the regulatory requirements and the roster is 
written in black ink, includes the hours worked by the person in charge. The padlocks 
remained on the two fire exit doors. However, they were not securing the doors 
closed. 
 
The Governance of the centre was good. However, some improvements were 
required regarding the required notifications to be made to the Authority and the 
setting out of roles and responsibilities for volunteers working in the centre. 
 
Procedures and processes were not in place such as an up to date health and safety 
statement, an emergency plan or a robust complaints policy. Inspectors found that 
although there was a risk management policy in place it did not meet the regulatory 
requirements and the centre had been not risk assessed. Risks identified on 
inspection included the hot water been above 43 degrees centigrade and poor 
infection control practices. 
 
Inspectors were satisfied that the quality of service provided to residents was good. 
Residents’ independence was promoted, their rights respected and they had choice 
of their preferred daily routine.  
 
Medical, nursing and other health care needs of residents were provided. However, 
inspectors found the referral procedure to inter disciplinary team members could be 
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improved to ensure prompt care is provided to residents’. Nursing documentation 
was not completed to a high standard.  
 
The premises were tidy and bright. Residents had access to a two secure courtyards. 
Inspectors noted some of the communal bathroom doors were not fitted with 
functioning privacy locks. Separate cleaning rooms were not available for catering 
and non catering staff and there were an inadequate number of toilets and showers 
to meet the needs of residents’ and staff. There was inadequate storage space for 
equipment, no visitors’ room, treatment room or hairdressing room available for 
residents use and no changing room for staff. However, the providers informed 
inspectors that plans were in place to address these issues. 
 
The action plan at the end of this report identifies the areas where improvements are 
required.  
 
Comments by residents and relatives 
 
Resident and relative questionnaires were sent to the centre prior to the inspection. 
Ten relatives and four residents provided responses. Inspectors talked to all 
residents and four relatives during the course of the inspection. 
 
All residents spoken with said they felt safe living in the centre. They expressed a 
high level of satisfaction with staff their comments included “staff are very attentive” 
and “staff are around at all times”. 
 
Residents said they would speak to “director of nursing”, “the boss” or “any member 
of staff” if they had a concern. However, residents had no complaints they were all 
satisfied with the quality of care they received particularly with the wide variety of 
activities they had to choose from including access to activities outside of the centre. 
 
Overall, residents were happy the way things were. However, one resident would like 
“more choice in television stations like BBC and UTV” and another would like “more 
regular visits/drop ins by the doctor”. 
 
All relatives had been invited to visit the centre prior to the admission, some had 
visited and a all of them had positive comments about the centre for example “I was 
very impressed with the centre” and “impressed with both the atmosphere thanks to 
the staff”. 
 
Relatives stated that the variety of activities available to residents both inside and 
out side the centre was good, they had improved and residents were given the 
choice whether to participate or not. They also said they are always informed about 
what’s going on and invited to attend trips outside the centre. 
 
A number of relatives spoke about the three monthly care plan review meetings 
which they were invited to attend. At these meetings they are consulted with about 
their loved ones care plan, medications and general progress.  
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Relatives said the director of nursing and all nursing staff were very approachable 
and they would go to either if they had a complaint. Relatives spoken to stated they 
did not have cause to complain. 
 
One relative felt that a third member of staff was required on night duty; another 
wrote the provision of a chapel for residents use would be good. 
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Overall findings 
 
 
1. Governance: how well the centre is organised 
 
 
Outcome: The centre is well organised and managed and complies with the 
requirements of the Health Act 2007, the regulations and standards. 
 
Good governance involves the effective and efficient deployment of 
resources in accordance with the stated purpose and function of the 
centre. Governance includes setting clear direction for the service, a 
commitment to continual improvement and having a system in place to 
effectively assess and manage risk. 
 
Evidence of good practice 
 
The person in charge managed the service in an organised way. She was a general 
nurse with significant experience in working with older people and as a manager. 
She had a diploma in first line management. She is employed fulltime. The inspector 
reviewed the roster which confirmed this. 
 
There was a supportive management structure in place. The person in charge 
reports to the director of care of Harvey Healthcare group who reports to the 
providers, they meet on a week/biweekly basis. The inspector reviewed minutes’ of 
these meetings; issues discussed included resident/staff issues and numbers, 
complaints, incidents, and maintenance issues. The director of care is the named key 
senior manager and deputises in the absence of the person in charge. 
 
The providers, director of care, and the five directors of nursing (one from each of 
the Harvey Healthcare Group) meet on a monthly basis. Minutes of these meetings 
were available for review by the inspector. Issues discussed include; content of 
weekly meetings with providers, contracts of care, recruitment of staff and 
documentation. The minutes showed that information and experiences from the five 
centres were shared by the group and reflected upon.  
 
There was appropriate insurance in place as required by the regulations. 
 
Inspectors reviewed the policy on accidents and incidents, read the documented 
reports and spoke with staff regarding the process in place for documenting and 
reporting any such accidents/incidents. The inspectors found that there was an 
effective system of reporting in place and evidence of continuous quality 
improvement.  
 
Staffing levels were adequate to meet the needs of residents. A review of the roster 
confirmed this. 
 

Page 9 of 43 



Quality assurance systems were in place to determine the quality and safety of care 
delivered to residents. Inspectors reviewed a number of audits completed by the 
person in charge on medication management, accidents, nursing documentation and 
falls. The results of these audits were communicated to qualified staff at meetings, of 
which minutes were reviewed. Some changes to practice were made to improve care 
delivered to residents’. 
 
Quality of life for residents’ living in the centre was determined by an analysis of the 
residents’ questionnaire issued to them in November 2010. The questionnaire 
provided feedback on general issues, care, activities, visitors, meals and 
clothing/laundry service. The results were used to improve service provided as 
reported by the providers during their interview. Staff were also issued with a 
questionnaire to complete; issues covered included general comments, activities, 
bedtime and mealtimes. These results were used to inform and improve practices. 
 
Residents’ finances were managed according to the policy in place, which was clear 
and concise. The providers looked after the finances of three residents living in the 
centre. The inspector was issued with account records from the groups’ accounts 
office. A record of money received and withdrawn from each resident’s individual 
account was clear. The person in charge said that residents’ were issued with a 
statement of their account on request.  
 
Petty cash held on behalf of a number of residents was kept secure in a locked safe 
within a locked cupboard behind the nurses’ station. An accurate record of all petty 
cash outgoings was recorded and money spent on behalf of the resident had a 
corresponding receipt. The running total of petty cash held for each resident 
corresponded with sum of cash held on their behalf within the safe. 
 
Some improvements required  
 
The statement of purpose received by the Authority on 31 March 2011 and reviewed 
by inspectors prior to inspection. However, this did not accurately reflect the services 
and facilities provided and did include the all the information outlined in schedule 
one. The following information was not included: 
 

 the application states that the provider is Willoway Nursing Home Limited the 
directors of which are Seamus Brady and Denis Shaw; this is not reflected in 
the statement of purpose, as Willoway Nursing Home Limited is not referred 
to 

 the front page refers to Harvey Healthcare, page two states “the proprietors 
established Harvey Healthcare in 2003 and operate five nursing homes” as per 
application form. However, in the statement of purpose it is not clear what the 
connection between Harvey Healthcare and Willoway Nursing Home Limited is 

 the address of the registered provider and of the person in charge 
 the total staffing complement in whole time equivalents, for the designated 

centre with the management and nursing complements given by grade 
 the age-range of the residents for whom it is intended that accommodation 

should be provided 
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 the number and size of rooms. It currently states that there are 11 single 
rooms, eight of which are en suite, three double rooms and two three bedded 
rooms. The inspector viewed 11 single rooms, three of which were en suite, 
three twin rooms, two of which were en suite and three, three bedded rooms 
two of which were en suite. The sizes of the bedrooms were included in m2. 
However, the sizes of other rooms were not included. 
 

Content that needs reviewing includes: 
 

 under fire safety; it states “fire evacuation sheets are use on beds for high 
dependency residents”. The dependency rating provided states there are eight 
maximum and eight high dependency residents currently living in the centre. 
However, the inspector observed fire evacuation sheets in place on only four 
of these residents’ beds 

 under other emergencies; it states staff will follow emergency policy but this 
currently only deals with fire  

 arrangements made for dealing with complaints. 
 

There was a complaints policy in place. Inspectors reviewed the procedures for 
making, handling and investigating complaints which stated that residents can 
complain to a number of people of different grades. It included a named complaints 
person and an independent appeals process. Inspectors reviewed the issues logged 
and found that they were investigated and addressed promptly as per policy. 
However, inspectors had a concern with maintaining residents’ privacy and dignity 
when the person in charge explained the nominated independent appeals person 
was the next of kin of a resident who currently lives in the centre.  
 
There was a health and safety statement available for review. It included food 
safety, the safety of residents, staff and visitors. However, the inspector noted it was 
dated February 2009. The person in charge confirmed this was the most recent 
statement. The person in charge and a carer were both health and safety 
representatives. 
 
Significant improvements required  
 
The records of two verbal complaints made by two residents’ were reviewed by the 
inspector. One related to a resident complaining that a staff member had been 
“rough” with the resident. The second was in relation to a resident making a 
complaint about another resident who became “verbally abusive” towards her. 
Although both complaints were investigated appropriately, neither incident was 
reported to the Authority. The providers and person in charge explained to the 
inspectors that they were aware of their legal obligation to report to the Authority 
any allegation of suspected or confirmed abuse of any resident or any allegation of 
misconduct by any person who works in the designated centre. However, they had 
not reported these incidents. 
 
Risk was not well managed. Although there was a risk management policy in place it 
did not meet the regulatory requirements for the following reasons: 
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 there was no evidence that the centre had been risk assessed, therefore risks 
had not been identified, rated or acted upon 

 it did not include precautions in place to control specified risks 
 although relatives were informed at an advocacy meeting on 23 February 

2011 that there was “an emergency plan in place”. Inspector noted the plan 
displayed dealt with fire only. It did not include actions to be taken in the 
event of other emergencies such as loss of water, electricity or flooding. The 
person in charge explained that staff knew to call the management team, their 
telephone numbers were displayed at the nurses’ station.  

 
Risks identified by inspectors included: 
 

 hot water being above 43 degrees in a number of hot water taps accessible to 
residents 

 storage of clinical dressing and cleaning trolleys/equipment in the sluice room  
 storage of kitchen cleaning equipment in the outer boiler room.  

 
The fire certificate submitted to the Authority prior to inspection did not meet the 
regulatory requirements.  
 
Staff spoken with were familiar with fire procedures within the centre; all had 
completed mandatory fire training. Inspectors reviewed the fire register and found 
documented up to date checks on all fire fighting equipment. Professional fire 
personnel checked fire alarms, emergency door releases, fire exit doors and 
emergency lighting on six-monthly basis. However, inspectors observed that padlocks 
remained in place on two fire doors, although they were not securing the door closed 
on this occasion. The providers removed the padlocks from both doors after a 
discussion with the inspectors. The inspector tested one of the two doors and was 
satisfied that it was alarmed and could be opened without delay. Inspectors found 
bedroom doors were wedged opened when not occupied. 
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2.      Quality of the service 
 
 
Outcome: Residents receive a good standard of service, appropriate 
treatment and are treated with courtesy and respect. 
 
A quality service is one where residents are protected from harm or abuse, 
where practice is person-centred, where rights are protected, where 
residents are enabled to play an active part in the centre and where 
management, staff and residents work together towards continuous 
improvement. 
 
Evidence of good practice 
 
Residents were satisfied that they could influence change. They told inspectors that 
they had just been consulted with about the planting boxes being put in place in the 
patio area. 
 
Inspectors found there was a friendly atmosphere in the centre. Inspectors observed 
staff interacting with residents in a pleasant and positive manner. Staff, including 
catering and household staff, knew the residents’ names and chatted with them 
throughout the inspection. Residents told inspectors that staff were always respectful 
and courteous and that they enjoyed communicating with staff.  
 
Inspectors found that staff treated residents with dignity and respect. Bedroom doors 
were closed during provision of intimate care. Inspectors observed staff knocking on 
bedroom doors, asking residents permission to enter and seeking their consent prior 
to providing assistance.  
 
Staff promoted residents independence as much as possible. Inspectors observed 
staff assisting residents’ to walk from their bedroom to the sitting room. 
 
An inspector joined residents for lunch and noted that the food was attractively 
presented. Tables were nicely set with fresh flowers, napkins, condiments and a jug 
of water. Assistive aids were provided to enable residents to eat independently. 
Residents were well supervised during meals and staff were available to provide 
assistance to residents who required help. Staff were patient and caring and 
encouraged residents with their meal. Many residents told inspectors that the food 
was good and they enjoyed their meals. 
 
Inspectors saw residents being offered a variety of drinks throughout the day and a 
choice of snacks. Residents could independently access a choice of fresh fruit, from 
the dining room counter. A cold water dispenser was also available in the dining 
room.  
 
There was a policy in place in relation to elder abuse and staff were aware of it. 
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Those spoken with gave a clear response of their responsibility to report any form of 
witnessed or suspected abuse. Records reviewed showed all staff had received 
training in elder abuse.  
 
Open visiting was practiced; a relative confirmed this to inspectors. Residents were 
free to come and go as they pleased once they informed a member of staff and 
signed in and out at the front door. 
 
A wide range of activities were displayed on the activities time table. The activities 
co-ordinator for the group attends the centre one day per week; each day a member 
of staff is allocated by the person in charge to coordinate activities with the 
residents. A personal and social evaluation assessment was completed with each 
resident, where their interests, hobbies, preferences, likes/dislikes were recorded. 
However, activities could be changed at anytime according to the residents’ choice. 
Inspectors saw residents participating in activities both in small and larger groups. 
Inspectors observed residents with a cognitive impairment participating in a Sonas 
class lead by a carer. There was very good interaction from the residents in 
attendance. 
 
Residents’ religious and civil needs were met. Residents could attend monthly Mass 
in the centre or watch it on the television. Residents spoken with were satisfied with 
this service.  
 
Minor issues to be addressed  
 
Residents were communicated with about general issues via their relatives. There 
was a well established advocacy group which met on a bimonthly basis. Attendees 
usually included one of the providers, the person in charge, a staff member and 
some relatives. No residents attended. Issues discussed included; introduction of 
Sonas classes, the newsletter, upcoming events and the planned extension. Minutes 
of these meeting were not displayed on residents’ notice boards. 
 
Contact details of an advocacy service were available to residents. However, there 
was no trained advocate coming in to centre. 
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3. Healthcare needs 
 
 
Outcome: Residents’ healthcare needs are met. 
 
Healthcare is integral to meeting individual’s needs. It requires that 
residents’ health, personal and social care needs are assessed and 
reviewed on an ongoing basis, within a care planning process that is 
person centred. Emphasis is firmly placed on health promotion, 
independence and meaningful activity. 
 
Evidence of good practice 
 
Residents informed inspectors that they enjoyed a healthy lifestyle. Inspectors 
observed that residents had the choice of a well balanced diet, a variety of activities 
which kept them mentally stimulated such as completion of crosswords, exercise 
classes and bingo. Inspectors observed a carer facilitating a Sonas session with 
cognitively impaired residents, a care assistant was present to assist and the 
interaction among residents was good. Residents later told inspectors that they really 
enjoyed the class.  
 
Residents’ general health was monitored by nursing staff and their general 
practitioner. Inspectors reviewed two resident records, one who had recently been 
admitted was assessed by her general practitioner (GP) on admission and the other 
long term care residents was reviewed by her general practitioner within a three 
month period. 
 
Residents’ had access to optician services and chiropody services both of who called 
to the centre to assess and treat residents.  
 
There was a nutrition policy in place that guided practice. Inspectors found that risk 
assessments were undertaken and residents were weighed on a monthly basis or 
more regularly if required. Care plans were developed for residents at risk of 
malnutrition. Inspectors checked care plans and noted that food preferences were 
documented and residents were reviewed and monitored by their GP.  
 
Inspectors found evidence of safe medication management processes in place. There 
were comprehensive medication management policies which provided guidance to 
staff. Inspectors observed nurses on their medication rounds and found that 
medication was administered in accordance with An Bord Altranais guidelines. The 
doctor reviewed residents’ medications every three months.  
 
Medications that required special control measures were carefully managed and kept 
in a secure cabinet. A register of controlled drugs was maintained by the nurses who 
counted these medications at the time of administration and at the change of each 
shift. Two nurses signed and dated the register and the stock sheets at the change 
over of each shift. 
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Some improvements required  
 
Evidence-based recognised risk tools were used to identify and address health issues 
relating to the risk of pressure ulcers, falls, nutrition, and management of behaviour 
that challenges. However, residents mental health status was not assessed during 
the pre-admission assessment but post admission to the centre and was assessed 
using an abbreviated mental test score which is not a validated assessment tool. This 
was discussed with the person in charge who recognised the need to assess 
residents’ mental status prior to admission and the need to use a validated 
assessment tool. 
 
Inspectors examined residents’ nursing assessments and found assessments were 
completed. However, on review of residents’ nursing assessments inspectors 
observed that a number of residents had their mini-mental status and falls risk re-
assessed at 1am. Staff nurses present confirmed that the night staff usually reviewed 
such assessments when residents’ were sleeping. 
 
Some residents confirmed they were involved in developing their own care plan 
which were developed with them or their relative and based on their preferences and 
the nurses’ assessment. All those reviewed were up dated when there was a change 
in the residents’ condition or at least every three months. However, the daily 
narrative written did not provide an evaluation of the effectiveness, or otherwise, of 
the nursing care provided and was in some cases based on summation. The narrative 
was not linked to the residents’ care plan and care given was been evaluated by 
night staff at 02:00 hrs to 03:00 hrs, when their shift did not finish until 08:00 hrs. 
For example, one entry read “assisted as necessary, all care provided, slept well, 
comfortable” this entry was made at 02:05 hours. 
 
Inspectors spoke with one resident who appeared to be in pain and she told the 
inspector she was in pain, rating her pain level 8/10, 10 being severe. On review of 
the resident’s discharge notes from a local acute hospital the discharge letter 
recommended input from a palliative care team. However, there was no evidence of 
such a referral having been made. The person in charge stated that the residents’ GP 
was controlling her pain and this was the reason the palliative care team had not 
been contacted.  
 
Her pain score assessment completed by staff three to four times per day showed 
she had not been pain free for three days and had not been reviewed by her GP 
within this time. On request, the palliative care team were contacted by the person in 
charge and asked to review this resident. 
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4. Premises and equipment: appropriateness and adequacy 
 
 
Outcome: The residential care setting provides premises and equipment 
that are safe, secure and suitable. 
 
A good physical environment is one that enhances the quality of life for 
residents and is a pleasant place to live. It meets residents’ individual and 
collective needs in a comfortable and homely way, and is accessible, safe, 
clean and well-maintained. Equipment is provided in response to the 
assessed needs of each of the residents and maintained appropriately. 
 
Evidence of good practice 
 
The centre was secure and safe for residents. The front entrance was controlled by 
staff, thus ensuring wandering residents could not access unsecured grounds. 
 
Resident bedrooms appeared comfortable and homely. Residents informed inspectors 
that they were encouraged to decorate their private space as they wished; many had 
done so with their own pictures, photos and personal belongings. 
 
Residents had adequate storage space for their personal items which included an 
individual lockable storage area. The corridors were wide and bright. Residents were 
observed mobilising in these corridors using the handrails provided. 
 
The patio and enclosed courtyard were both freely accessible to residents, both were 
safe and secure and well maintained. The patio area contained two free standing 
planting boxes used by residents to plant what they wished, it also contained seating 
and tables for residents use. One resident informed inspectors that he was going to 
plant some strawberries. 
 
All equipment required to meet the needs of the residents was available. Service 
documents reviewed demonstrated that all equipment was being serviced according 
to manufacturers’ instructions. 
 
There was a ventilated smoking room available to resident, the sliding door from 
which lead into enclosed courtyard. 
 
Some improvements required  
 
There was inadequate storage available for equipment. Equipment not in use was 
stored in the sluice room and in both communal bath/shower room. 
 
The toilet facilities do not meet the criteria for existing designated centres. Thirteen 
residents have access to en suite toilet facilities. There are two assisted toilets 
available for the remaining 13 residents’ to use. These are located near communal 
areas.  
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The bathroom/shower facilities do not meet the criteria for existing designated 
centres. Three residents have access to an en suite shower. There are two assisted 
shower rooms for use by the remaining 23 residents’, one of which includes an 
assisted bath.  

One three bedded bedroom contained just one wash-hand basin thus did not meet 
the required criteria. Inspectors noted that all en suites’ and communal bathrooms 
did not have privacy locks in place. 
 
There were no cleaning rooms available for catering or non catering staff. Catering 
staff tried to promote save practice with the facilities available to them by obtaining 
hot water from the taps in the laundry room and discarding waste water in the 
outside drain. However, the cleaning equipment was being stored in the outer boiler 
room. 
 
There was no visitors’ room available for residents use. 
 
The sluice room did not contain a bedpan washer. 
 
The centre was not thoroughly clean. Inspectors observed dust in high areas. On 
review of the roster there were no cleaning staff employed at the weekends. 
 
Infection control practices were not good. For example, maintenance staff was 
observed entering the kitchen without putting on any protective clothing, and 
cleaning equipment was stored in the sluice.  
 
Significant improvements required  

On day one inspectors were informed by one of the providers that the hot water taps 
had individual thermostatic controlled valves in place apart from the hot water tap in 
the sluice room. The maintenance manger confirmed to both the provider and the 
inspector that individual thermostatic control valves were not in place on hot water 
taps. However, a record of random temperature checks recorded showed hot water 
temperatures in three randomly selected rooms, accessible to residents, varied 
between 55 and 61 degrees centigrade.  

The thermostatic control valves should not allow the hot water to go above 43 
degrees centigrade to prevent scalding. On day two, the inspectors observed that hot 
water in the boiler room was stored at 40 degrees. The maintenance manager who 
accompanied the inspector stated that it was stored at 60 degrees on the previous 
day. However, due to the risk to residents it was temporary reduced until individual 
thermostatic controlled valves were installed on all hot water taps. 
 
Minor issues to be addressed  
 
Residents were treated by their bed space. There was no separate treatment room. 
 
There was no hairdressing room available. Inspectors were informed by a member of 
staff that the hairdresser used either the residents’ bedroom or a communal 
bathroom. 
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5. Communication: information provided to residents, relatives 

and staff  
 
 
Outcome: Information is relevant, clear and up to date for residents. 
 
Information is accessible, accurate, and appropriate to residents’ and staff 
needs. Feedback is actively sought from residents and relatives and this 
informs future planning and service provision. Information is recorded and 
maintained in accordance with legal requirements and best practice and is 
communicated to staff on a need to know basis to ensure residents’ 
privacy is respected.  
 
Evidence of good practice 
 
Inspectors noted good practice in how staff communicated with residents. Care staff  
Participated in completing crosswords with residents, while doing so they took time 
to sit and chat to residents in a kind and gentle manner, and spoke clearly to them 
with an appropriate tone of voice and used touch when applicable. This resulted in a 
calming atmosphere. 
 
Information for residents was clearly displayed on two different notice boards in the 
centre. Inspectors saw details of the date and time of the next advocacy meeting, 
the activities timetable, complaints policy and weekly menu displayed on both notice 
boards.  
 
Residents had their own news letter issued twice a year by one of the volunteers 
which informs them of up and coming social events and activities. 
 
Staff told inspectors they could approach the person in charge with any issues they 
had. They felt supported and any change that would improve the quality of care 
provided to residents was welcomed. 
 
Staff spoken with confirmed that staff meetings took place every three months. 
Minutes of the last meeting which took place in February 2011 were reviewed all 
staff who could not attend had signed to say they had read the minutes of the 
meeting.  
 
Relatives informed inspectors that they felt well informed about the wellbeing of 
their family members, they could approach the person in charge with questions or 
concerns at any time.  
 
The person in charge had taken initiatives to communicate and consult with residents 
and their relatives. A suggestion box with suggestion forms was located in the 
reception area. The suggestion form asked the person to leave a comment.   
The person in charge stated there was not much feedback via this system as most of 
the residents’ were long term and both families and residents tended to inform staff 
verbally of any issue as they were always addressed promptly. 
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Residents had been issued with a questionnaire to complete in 2010. This 
questionnaire asked for residents’ feedback on the general matters, care provided, 
activities, reception of visitors, meals and clothing/laundry. The results of this 
questionnaire provided positive feedback about the quality of service provided by 
staff. 
 
There was also an advocacy group established. Members included residents’ relatives 
and the person in charge. One of the two named providers was in attendance at 
these meetings held on a quarterly basis. They discussed issues such as planning 
events for residents’, staffing levels, completion of staff training and commencement 
of Sonas classes for residents’.  
 
Residents’ met with the chef and kitchen assistant to discuss the summer/winter 
menu and any issues they may have with their diet. Minutes of these meetings were 
reviewed, they showed that up to seven residents who were in attendance had the 
capacity to voice their opinion which was then taken on board by the kitchen staff 
and used to make improvements/changes requested by residents. These meetings 
took place twice a year. 
 
The records required by legislation were available for review and inspectors noted 
that these records were kept up to date. For example, the directory of residents 
reviewed contained the required matters in respect of each resident as outlined on 
schedule 3 of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). 
 
Some improvements required  
 
Policies outlined in schedule five were available and reviewed by inspectors. 
However, practice observed did not reflect that outlined in the relevant policy. For 
example, the pressure area care policy was not been implemented. Inspectors 
observed “kylie sheets” placed on top of pressure relieving cushions. This is not 
recommended best practice. The end of life policy does not address end of life care it 
states “when the resident dies please observe the following guidelines” and outlines 
the procedure for staff to follow when a resident dies. The admission policy is brief, 
for example it does not state who is responsible for completing the pre-admission 
assessment or where the assessment is done and does not reflect practice outlined 
under “Admissions” on the statement of purpose. The residents’ guide reviewed on 
inspection with the person in charge did not meet the regulatory requirements. It did 
not include a copy of the most recent inspection report or include a synopsis of all 
the information included in the statement of purpose. Also the wording on page five 
under laundry, page six under personal items and page nine and ten where 
complainants are referred to the Authority need to be reviewed. 
 
 
 
 
 
 

Page 20 of 43 



 
6. Staff: the recruitment, supervision and competence of staff 
 
 
Outcome: Staff are competent and recruited in sufficient numbers to meet 
residents’ needs. 
 
Staff numbers and skill-mix are determined by the size and complexity of 
the service and there should be sufficient competent staff on duty, both 
day and night, to meet the needs of residents. Robust recruitment and 
selection procedures ensure the appointment of suitably qualified and 
experienced staff. Staff are supported in their work by ongoing training 
and supervision. 
 
Evidence of good practice 
 
Staff spoken with said they enjoyed their work and felt very well supported by the 
person in charge who was open to suggestions, approachable and encouraging. Most 
of the staff were permanent and had been in the centre for a number of years. They 
were knowledgeable about residents, had established a good relationship with them 
and inspectors saw them responding to their needs in an informed way. Staff were 
clear about their roles and responsibilities explaining these to inspectors.  
 
There was an induction programme and mentorship arrangements for new staff, 
which included a two week period where staff worked on a supernummery basis. 
Inspectors reviewed the roster and saw that one newly employed carer was working 
with a senior carer for two weeks. The person in charge stated that she would 
formally assess the carer at the end of one month at which stage mandatory training 
should be completed, three months and six months at which stage the probation 
period would end.  
 
The person in charge was committed to providing on going training and supported 
staff to continue their professional development. The person in charge explained, 
staff training needs were determined by when completing their annual professional 
development plan.  
 
Inspectors viewed documentation which showed that all staff had completed 
mandatory training in manual handling practices, fire practices, protection and 
prevention from elder abuse, Cardio Pulmonary Resuscitation (CPR), infection 
control, food safety and health and safety. Some staff had completed training in, 
catheter care, caring for residents with dementia, wound management, standard 
setting and audit, palliative care and Sonas.  
 
Care staff told inspectors where emergency equipment was located and pointed out 
the fire assembly point. The results of the staff questionnaire issued to staff for 
completion at the end of 2010 indicated that overall staff were happy with the level 
of training they received. 
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An Bord Altranais registration details for 2011 were available for all staff nurses 
whose name appeared on the actual staff roster. 
 
There was a supervision system in place whereby a staff nurse and a carer work 
together. Staff were aware of the reporting structure within the centre.  
 
The person in charge explained that she determines the staffing levels and skill-mix 
based on residents’ dependencies and the size and lay out of the building. Inspectors 
reviewed the schedules and found that there was adequate numbers and skill-mix of 
staff on duty to meet the current residents’ needs. Residents confirmed to inspectors 
that there was enough staff on duty each day and said they always got prompt 
attention when they required assistance. 
 
Staff recruitment was in line with best practice. The inspector reviewed three staff 
files and found they contained the documents outlined on schedule 2 of the Health 
Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended).  
 
Some improvements required  
 
Facilities provided for staff included a separate toilet with wash-hand basin for 
catering staff. Non catering staff shared a toilet with wash-hand basin with visitors. 
Staff locker facilities were located behind the door in the residents’ dining room. Staff 
spoken with said they changed in the staff toilet as they had no other place to 
change. 
 
The name of the key senior manager did not appear on the staff schedule during the 
two week period when the person in charge was on annual leave in December 2010. 
 
Significant improvements required  
 
Three volunteers worked in the centre did not have their roles and responsibilities for 
set out in a written agreement. The person in charge informed the inspector that she 
was satisfied Garda Síochána vetting was not required for these volunteers as they 
were never left unsupervised with residents  
 
Minor issues to be addressed  
 
All care staff had not yet completed Further Education and Training Certificate 
(FETAC) level five training. 
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Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the providers, 
director of care and person in charge, to report on the inspectors’ findings, which 
highlighted both good practice and where improvements were needed.  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 

Action Plan 

Provider’s response to inspection report1 
 

Centre: Riverside Nursing Home 
 

Centre ID: 0154 
 

Date of inspection: 06 and 07 April 2011 
 

Date of response: 01 July 2011, 5 September 2011 and 12 September 
2011 
 

 
Requirements 
 
These requirements set out what the registered provider must do to meet the Health 
Act 2007, the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 (as amended) and the National Quality Standards 
for Residential Care Settings for Older People in Ireland. 
 
1. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The Statement of Purpose does not include all matters listed in Schedule 1 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). 
 
Action required:  
 
Compile a Statement of Purpose that consists of all matters listed in Schedule 1 of 
the Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). 
 
                                                 
1 The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Reference:  
                   Health Act, 2007 
                   Regulation 5: Statement of Purpose 
                   Standard 28: Purpose and Function 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Within the Health Act 2007, schedule 1 contains 25 
requirements to be included in the statement of purpose and 
there has been some confusion in the sector regarding certain 
parts of this, some parts of which were open to interpretation.  
 
We are pleased to see that the Health Information and Quality 
Authority (the Authority) sent out a communiqué on June 23 
2011, following our inspection, to clarify some of these issues 
and we have amended the statement of purpose and attached 
it to this report and have copies available in our centre. 
 

 
 
Completed 
 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The independent appeals process in place was not independent of the residents 
living in the centre and did not ensure all residents’ privacy and dignity. 
 
Action required:  
 
Ensure the complaints procedure contains an independent appeals process, which 
maintains residents’ privacy and dignity. 
 
Reference:                   
                      Health Act, 2007 
                    Regulation 39: Complaints Procedures 

 Standard 6: Complaints  
 Standard 4: Privacy and Dignity 
 

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

Timescale: 
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Provider’s response: 
 
Regarding the independent complaints person, the Health Act, 
2007 states, Section 39.10 ‘ The registered provider shall 
ensure that a nominated person, independent to the person 
nominated in article 39.5, (Director of Nursing), is available in 
a designated centre to ensure that:....’complaints are reviewed 
and dealt with appropriately.   
 
This was generally assumed to be a person who was 
independent of the nursing home, which by its very nature 
would involve that person becoming privy to complaints and 
their resolution. Several reports on the Authority’s website 
showed that the Authority’s inspectors had insisted that the 
independent complaints person must be external to the centre. 
Since then, the Authority have stated that the independent 
complaints person can be a member of the management team 
not involved in the complaint, but some relatives find this 
misleading. 
 
We believe that the relative acting in this capacity who is also a 
member of the advocacy group, had the best interests of the 
residents at heart and this sent a positive message to other 
relatives about the centre’s core values of inclusivity and 
transparency.  
 
Following discussions with the Authority, we have appointed an 
independent complaints person from within the group to 
review complaints 
 

 
 
Completed 
 

 
3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The health and safety statement in place had not been updated in two years. 
 
Action required:  
 
Ensure the health and safety statement is updated on an annual basis in line with the
Health, Safety and Welfare at Work Acts, 1989 and 2005. 
 
Reference:  
                    Health Act, 2007 
                    Regulation 30: Health and Safety 

 Standard 26: Health and Safety  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
There are two points we would like to make on this action 
point.  
 
Firstly, health and safety is dealt with under Part 8 of the 
Health Act, 2007, ‘the management and control of the 
operations of a designated centre’. In this part the only 
reference to any timeframe is Regulation 28.2, where it states 
‘The registered provider shall ensure that all written 
operational policies and procedures of a designated centre are 
reviewed on the recommendation of the Chief Inspector and at 
least every three years...’ 
 
Secondly, there may be a degree of misunderstanding between 
our health and safety audit and our health and safety 
statement. The health and safety statement was completed in 
2009, and the health and safety audit was carried out on the 
14 of December 2010. The audit document is akin to a building 
fire report which highlights any health and safety risk 
contained within the home. It does not change unless there 
are changes to the building or its practices. Also, there have 
been no significant changes in staff since the safety statement 
was complied. All new staff read the safety statement during 
their probation period but it is a dynamic document in that it is 
reviewed regularly by staff to update on the risks within the 
facility and on those that have been acted upon. 
 
Furthermore we have recently appointed a group health and 
safety officer, who will conduct regular health and safety risk 
assessments.  
 
Our health and safety statement was reviewed again in July 
2011.  
 

 
 
Completed 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The risk management policy in place did not meet the legislative requirements and 
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risk was not well managed in the 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 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.  
 
Action required:  
 
Put in place an emergency plan for responding to all emergencies. 
 
Action required:  
 
Put a plan in place to control the following risks identified on inspection: 
 

 hot water above 43 degrees 
 storage of cleaning equipment in sluice room 
 Storage of cleaning equipment in boiler room 

 
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: 
 
Action point 1 
Please see response to point three which refers to the regular 
health and safety checks that are completed in the nursing 
home. In addition, on foot of a recommendation from another 
inspector from the Authority, we also have a risk assessed 
maintenance book which attaches a low, medium or high risk 

 
 
 
Completed 
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to any damage or maintenance issue within the centre. High 
risk requires the maintenance team or management being 
informed. The risk management policy has been updated. We 
have also strengthened this area by a closed loop Management 
system for all potential hazards.  
 
Action point 2 
Our policy folder on the day of inspection already contained 
policies on, the unexplained absence of a resident, assault, 
accidental injury to resident or staff, aggression and violence, 
and self harm. These are in the policy folder at the nurses’ 
station and have been signed by staff that they have read and 
understood. Another copy of these risk policies have been sent 
to the inspectors. 
 
Action point 3 
We have sent a copy of the notice that is displayed on the 
notice board in the centre, which states, ‘Emergency Numbers:’ 
and has a list of numbers to contact in the case of an 
emergency. We have also submitted a document that is kept in 
the front page of our own phone directory which states ‘ in 
emergency please contact.....and it lists the telephone 
numbers of management and maintenance for staff to contact 
in ANY emergency. This policy has been tried and tested and 
was acted upon when there was minor flood damage some 
years ago and more recently when there were power and 
water disruptions. (These events were included in our quarterly 
returns and reported to the HSE at the time). We have now 
included the particular emergencies contained within the 
regulations to this notice 
 
In addition, following an inspection by the Authority conducted 
in another centre, we also changed the manner in which we 
record entries in our maintenance book. We have low, medium 
and high risk factors attached to entries with any high risk 
entries requiring the maintenance team to be contacted (or 
management if maintenance is unavailable).  
 
We already have a plan for all emergencies, which also include 
details of how many taxis, ambulances and wheelchair taxis 
would be required in any emergency that required the centre 
to be vacated. This was available on the day of inspection and 
updated regularly.  
 
Action point 4 
Point 1, has been resolved and individual thermostats have 
been fitted to residents’ taps and are tested on a regular basis. 

 
 
 
 
 
 
 
Completed 
 
 
 
 
 
 
 
 
Completed 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Completed 
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Point 2, we will provide a separate area as part of our new 
build program.  
 
Point 3 we will provide a separate area for kitchen cleaning 
equipment, furthermore a storage room for cleaning 
equipment and materials will be included as part of our new 
extension. 

 
 
 
October 2012 
 
October 2011 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Written confirmation from a competent person that all the requirements of the 
statutory fire authority have been complied with has not been submitted to the 
Authority. 
 
Action required:  
 
Provide to the Chief Inspector of Social Services, together with the application for 
registration or renewal of registration, written confirmation from a competent person 
that all the requirements of the statutory fire authority have been complied with. 
 
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: 
 
We understand that Niall Byrne, Deputy Director of the Social 
Services Inspectorate has re-worded the Authority’s 
requirement which now makes it feasible for to fire engineers 
to complete.  
 
As a result of these changes our fire officer is now in a position 
to be able to submit a new fire cert and this will be sent to the 
Authority by September 2011 
 

 
 
 
 
 
 
 
September 2011  
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6. The provider has failed to comply with a regulatory requirement in the 
following respect: 

 
Two incidents of alleged/suspected elder abuse were not notified to the Authority. 
 
Action required:  
 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of any allegation, suspected or confirmed abuse of any resident. 
 
Reference:  
                  Health Act, 2007 
                  Regulation 36: Notification of Incidents 
                  Standard 29: Management Systems 
                  Standard 30: Quality Assurance and Continuous Improvement  
                  Standard 32: Register and Residents’ Records 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We have spoken to a number of senior social workers within 
the HSE with responsibility for Elder Abuse and they do not 
believe that the two cases referred to in the report were 
notifiable incidents as defined in the legislation or NF06 forms.  
 
We appreciate the inspectors’ comments that the matters were 
appropriately investigated and dealt with and families informed 
and are happy to report any such cases to the Authority in the 
future. However, we think it would be worthwhile for the 
Authority and the HSE Elder Abuse Officers to meet so that the 
guidelines on such matters could be clarified. 
 
Within the group we have reported cases of notifiable events 
to the Authority (NF06) and our director of nursing has 
completed a train the trainer course on elder abuse and our 
director of care is on the HSE Elder Abuse Committee. We take 
the issue of elder abuse very seriously. 
 
The verbal altercation referred to in the report was actually a 
one-way outburst directed by a resident to one of our care 
staff, who was in the company of a resident who became upset 

 
 
Completed 
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by the outburst. In the other example our director of nursing 
wrote up a conversation with the resident who stated that a 
carer was ‘rough’. During the same conversation the resident 
clarified that she had meant to use the word ‘rushed’ instead 
and also assured our director of nursing that she no ill effects 
from this carer and could, in fact, ask the carer to slow down, 
if required. Neither resident made a complaint on these 
matters but our director of nursing thought that it was best 
practice to record them as complaints on the residents’ behalf.  
 
As stated we will notify the Authority with any such incidents 
going forward or indeed would happy to notify the Authority of 
any complaints we receive in the centre. 
 
 
7. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
Professional guidelines for recording in clinical practices were not adhered to. 
 
Action required:  
 
Complete, and maintain in a safe and accessible place, an adequate nursing record 
of each resident’s health and condition and treatment given, on a daily basis, signed 
and dated by the nurse on duty in accordance professional guidelines, Recording 
Clinical Practice Guidance to Nurses and Midwives An Bord Altranais (November 
2002).  
 
Action required:  
 
Ensure nurses entries provide an evaluation of the effectiveness, or otherwise, of the 
nursing/midwifery care provided. 
 
Action required:  
 
Ensure all information documented is factual and not based on summation. 
 
Reference:  
                   Health Act, 2007 
                  Regulation 25: Medical Records 
                  Standard 13: Healthcare                   
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Following dialogue with inspectors we have strengthened this 
area and have improved our practice of when nurses complete 
the residents’ nursing assessments, Nursing care plans and 
nursing narrative notes. This is now in line with guidelines from 
Bord Altranais. 
 
The practice now in place is that the nurses are writing up the 
residents’ nursing narrative notes on a factual basis during the 
day/night, which are updated during the day/night and at the 
end of the shift period. 

 
 
Completed 
 
 
 
 
 
 
 
 
 
 

 
8. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
The residents did not have their mental status assessed prior to admission. 
 
Action required:  
 
Maintain, in a safe and accessible place, a record of the medical, nursing and where 
appropriate, psychiatric condition in respect of each resident at the time of 
admission.  
 
Reference:  
                  Health Act, 2007 
                  Regulation 25: Medical Records 
                  Standard 13: Healthcare                   

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

Timescale: 
 

Provider’s response: 
 
The Health regulation 25. 1.a states ‘a record of the medical, 
nursing and psychiatric (where appropriate) conditions of the 
person at the time of admission’. Our practice in line with the 
regulations is that we, either accepted the hospital consultants 
MMSE report, or conduct our own when the resident is 

 
 
Completed 
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admitted to the centre.  
 
We have discussed with the inspectors the difficulties of 
conducting a psychiatric pre-assessment in a hospital 
environment where the resident may be unsettled or believing 
that they are returning home rather than entering a Nursing 
Home. We have agreed that we will endeavour to have the 
hospital staff conduct this assessment (pre-admission), which 
we will then review when the resident is settled in their new 
environment. 
 
 
9. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
The mini mental assessment tool in use was not a validated tool and residents were 
asleep when reassessments were completed by staff. 
 
Action required:  
 
Ensure assessment tools used are validated. 
 
Action required:  
 
Ensure residents are awake when reassessed by staff. 
 
Reference:  
                  Health Act, 2007 
                  Regulation 8: Assessment and Care Plan 
                  Standard 10: Assessment 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The Mini Mental tool that we use is validated and we list its 
validations below, however, we had used an abbreviated 
version of this and this practice has now changed. 
 
Folstein MF, Folsteins, McHugh PR ‘mini mental state’ a 
practical method for grading the cognitive state of patients for 
the clinician.’ Journal of Psychiatric Research 1975: 12: 189-

 
 
Completed 
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198; Crum RM, Anthony JC, Bassett SS, Folstein MF: 
Population based norms for mini mental state examination by 
age and education level Journal of the American Medical 
Association 1993: 269: 2386-2391  
 
 
10. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The process for referring residents to inter disciplinary team members does not 
facilitate residents receiving appropriate health care within an acceptable timeframe. 
 
Action required:  
 
Provide appropriate care and comfort to each resident approaching end of life to 
address his/her physical, emotional, psychological and spiritual needs. 
 
Reference:  
                    Health Act, 2007 
                  Regulation 14: End of Life Care 
                  Standard 16: End of Life Care                   
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
In our duty of care we ensure that doctors are made fully 
aware of the transfer letter and instructions from the hospital 
on a resident’s return to the nursing Home. In the example 
included the doctor decided to treat the resident’s pain and 
visited her on a regular basis. The resident’s pain management 
was always discussed with the resident and her family, which 
included when she should be referred to the palliative care 
team. 
 
When the palliative team visited our resident they continued 
with the treatment being administered by the doctor. Her 
medication was changed, however, when her condition 
deteriorated. 
 
Not only are we very happy to facilitate all medical treatment 
recommended for our residents but sometimes, such is the 

 
 
Completed 
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scarcity of resources within the HSE, we have to harrang 
various departments of the HSE or seek private treatment 
alternatives. We believe that we acted in the best interests of 
this resident and the family were very appreciative of the 
efforts made by her doctor and the palliative care team and we 
will continue to ensure the best care for our residents. 
 
We have updated our end of life policy, which incorporates 
palliative care referrals and training for staff. We are working 
with two hospitals on the relevant Staff training programs 
which should commence in October 2011   
 
 
11. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Some written and operational policies listed in schedule five did not reflect current 
practices. 
 
Action required:  
 
Review all the written operational policies and procedures of the designated centre to 
ensure they reflect current practices. 
 
Reference:  
                    Health Act, 2007 
                  Regulation 27: Operating Policies and Procedures 
                  Standard 29: Management Systems 

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

Timescale: 
 

Provider’s response: 
 
All policies are reviewed regularly and were reviewed following 
this inspection and we continue to ensure that they inform and 
reflect current practice in the Nursing Home. These are 
updated on a regular basis 
 

 
 
Completed 
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12. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The three volunteers working in the centre did not have their roles and 
responsibilities set out. 
 
Action required:  
 
Set out the roles and responsibilities of volunteers working in the designated centre 
in a written agreement between the designated centre and the individual. 
 
Reference:  
                    Health Act, 2007 
                   Regulation 34: Volunteers 
                   Standard 22: Recruitment             

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

Timescale: 
 

Provider’s response: 
 
The volunteers referred to in this action point are members of 
the advocacy group. This group is made up of resident’s 
relatives, staff members and, when possible, residents who 
meet every 2/3 months to discuss the Nursing home and ways 
of continuing to best tailor our service for our residents.  
 
The role of the volunteers in the advocacy group will be 
defined and will be presented for advocates to sign as well as 
Garda Síochána vetting. 
 

 
 
October 2011 
 
 
 
 
 
October 2011  

 
13. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The key senior managers’ name did not appear on the actual staff rota, showing staff 
on duty at the time during the person in charge was on annual leave in December 
2010. 
 
Action required:  
                             
Ensure the name of the key senior manager in charge of the centre in the absence of 
the person in charge is reflected on the actual staff roster. 
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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: 
 
We apologise for any confusion caused in this matter. The 
position is that when the director of nursing is not at work the 
staff nurse becomes the person in charge. Our director of care 
will also assist in the running of the nursing home while the 
director of nursing is away but may not actually be there all 
the time. We will amend this in our documentation 
 

 
 
Completed 
 

 
14. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The physical design and layout of the premises does not fully meet the needs of each 
resident, having regard to the number and needs of the residents. 
 
Action required:  
 
Provide sufficient numbers of toilets, and wash-basins, baths and showers fitted with 
a hot and cold water supply, which incorporates thermostatic control valves or other 
suitable anti-scalding protection, at appropriate places in the premises.  
 
Action required:  
 
Provide a sufficient number of toilets having regard to the number of dependent 
residents in the centre. 
 
Action required:  
 
Provide a sufficient number of baths and showers having regard to the number of 
residents in the designated centre. 
 
Action required:  
 
Provide suitable changing, shower and toilet facilities for both catering and non 
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catering staff. 
 
Action required:  
 
Provide necessary sluicing facilities including a suitable bedpan washer. 
 
Action required:  
 
Provide suitable facilities for residents to meet visitors in communal accommodation 
and a suitable private area which is separate from the residents’ own private rooms. 
 
Action required:  
 
Keep all parts of the designated centre clean and suitably decorated to meet the 
needs of residents. 
 
Action required:  
 
Provide adequate storage space for all equipment. 
 
Action required:  
Ensure measures are put in place to prevent cross infection: 
 

 address issue of non kitchen staff entering the kitchen without protective 
clothing put in place 

 address the risk of cross infection by storing cleaning equipment in the sluice 
room 

 address the risk of cross infection by storing general equipment in the sluice 
room. 

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

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

Timescale: 
 

Provider’s response: 
 
As acknowledged in the report we have received planning 
permission for a new extension to our facility and it is our 
intention that work will commence in 2011. We expect build 

 
 
October 2012 
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time to be about seven to ten months and we believe all the 
matters raised will be addressed in the extended and 
refurbished facility.  
 
Those points raised in the report that do not require additional 
building or structural changes will be completed over the next 
three months. 
 
With reference to non kitchen staff in the kitchen, the person 
referred to in the report was an outside contractor and we will 
ensure that all persons adhere to the policy of wearing 
protective clothing when entering the kitchen 
 

 
 
 
 
December 2011 
 
 
 
Completed 

 
15. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There were no privacy locks in place on bedroom, en suite or communal bathrooms 
doors. 
 
Action required:  
                             
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private. 
 
Reference:  
                   Health Act, 2007 
                   Regulation 10: Residents’ Rights, Dignity and Consultation 
                   Standard 4: Privacy and Dignity      

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

Timescale: 
 

Provider’s response: 
 
The fire department, Townsend Street, produced a report 
recently stating that we were not permitted to have locks on 
the residents’ doors for fire safety. We have assumed that not 
to mean privacy locks in their en-suites/bathroom and these 
will be replaced or installed. Staff, however, have been trained 
to ensure that they respect the residents’ privacy and dignity 
by always knocking before entering a resident’s room 
 

 
 
October 2011 
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16. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The residents guide available to residents did not meet the regulatory requirements. 
 
Action required:  
                             
Produce a resident’s guide which includes a summary of the statement of purpose; 
the terms and conditions in respect of accommodation to be provided for residents; a 
standard form of contract for the provision of services and facilities to residents; the 
most recent inspection report; a summary of the complaints procedure provided for 
in Regulation 39; and the address and telephone number of the Acting Chief 
Inspector of Social Services. 
 
Reference:  
                   Health Act, 2007 
                   Regulation 21: Provision of Information to Residents 
                   Standard 1: Information 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Previously the three parts to this guide, the resident’ guide, the 
latest inspection report and statement of purpose were 
distributed separately but we are happy to ensure that they 
are now distributed as one package. 
 

 
 
Completed 
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Recommendations 
 
 
These recommendations are taken from the best practice described in the 
National Quality Standards for Residential Care Settings for Older People 
in Ireland and the registered provider should consider them as a way of 
improving the service. 
 
Standard Best practice recommendations 
Standard 2 
Consultation 
and 
Participation 
 

Consider facilitating the establishment of an in-house residents’ 
representative group for feedback, consultation and improvement on 
all matters affecting the residents’. 
 

Standard 5 
Civil, Political 
and Religious 
Rights 

Consider contacting and availing of the facilities provided by the 
independent advocacy for Dublin North within Age Action Ireland. 
 
 
 

Standard 24 
Training and 
Supervision 

Ensure long term staff has a competency and skills assessment 
completed to determine their need for training. Where evidence that 
further training is required continue to source this for health care 
staff. 
 

Standard 25 
Physical 
Environment 
 

Consider including a hairdressing room and a treatment in the plans 
for the new extension. 
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Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
 
We would like to thank the inspectors for their positive and constructive comments 
about our nursing home. The inspectors were welcomed by staff and residents. We 
very much welcome the inspection process and the positive effects it has brought in 
contribution towards the quality of care for all residents in nursing homes. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Provider’s name: Seamus Brady 
Date:  12 September 2011 
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