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Centre name: 
 

Boyne Valley Nursing Home 

Centre ID: 
 

0119 

Dowth  

Drogheda Centre address: 
County Meath 

Telephone number:  
 

041 9836130 

Fax number: 
 

041 9846899 

Email address: 
 

niamhbvnh@eircom.net 

Type of centre: 
 

 Private           Voluntary           Public 

Registered provider: 
 

Nemeco Ltd 

Person authorised to act on 
behalf of the provider: 

Niamh Darcy 

Person in charge: 
 

Niamh Darcy 

Date of inspection: 
 

13 and 14 April 2011 

Time inspection took place: Day 1 Start:  11.20 hrs    Completion: 18.10 hrs 
Day 2 Start:  08.25 hrs    Completion: 15.10 hrs 

Lead inspector: 
 

Leone Ewings 

Support inspector(s): 
 

Geraldine Jolley 

Type of inspection: 
 

    Registration 
 

    Announced 
    Unannounced 

 
 
 
 

   
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Registration Inspection report 
Designated Centres under Health Act 2007 
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About registration 
 

The purpose of regulation is to protect vulnerable people of any age who are 
receiving residential care services. Regulation gives confidence to the public that 
people receiving care and support in a designated centre are receiving a good, safe, 
service. This process also seeks to ensure that the health, wellbeing and quality of 
life of people in residential care is promoted and protected.  
 
The Health Information and Quality Authority has, among its functions under law, 
responsibility to regulate the quality of service provided in designated centres for 
children, dependent people and people with disabilities.  
 
Under section 46(1) of the Health Act 2007 any person carrying on the business of a 
designated centre can only do so if the centre is registered under this Act and the 
person is its registered provider.  
 
As part of the registration process, the provider must satisfy the Chief Inspector that 
s/he is fit to provide the service and that the service is in compliance with the Health 
Act 2007 (Care and Welfare of Residents in Designated Centre for Older People) 
Regulations 2009 (as amended).  
 
In regulating entry into service provision, the Authority is fulfilling an important duty 
under section 41 of the Health Act 2007. Part of this regulatory duty is a statutory 
discretion to refuse registration if the Authority 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 process confirms publicly and openly that 
registered providers are, in the terminology of the law, “fit persons” and are legally 
permitted to provide that service.  
 
Other elements of the process designed to assess the provider’s fitness include, but 
are not limited to: the information provided in the application to register, the Fit 
Person self-assessment, the Fit Person interviews, findings from previous inspections 
and the provider’s capacity to implement any actions as a result of inspection.  
 
Following the assessment of these elements, a recommendation will be made by 
inspectors to the Chief Inspector. Therefore, at the time of writing this report, a 
decision has not yet been made in relation to the registration of the named service.  
 
The findings of the registration inspection are set out under eighteen outcome 
statements. These outcomes set out what is expected in designated centres and are 
based on the requirements of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended); the National 
Quality Standards for Residential Care Settings for Older People in Ireland. Resident’s 
comments are found throughout the report. 
 
The registration inspection report is available to residents, relatives, providers and 
members of the public, and is published on www.hiqa.ie in keeping with the 
Authority’s values of openness and transparency.   
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About the centre 
 
Location of centre and description of services and premises 
 

Boyne Valley Nursing Home is a converted family home, located in a quiet rural 
setting just off the Drogheda-Slane Road. The centre is located a short drive from 
the M1 motorway, and is approximately five miles from the town of Drogheda.  
 
The centre has been developed and extended a number of times. There are 14 single 
and two double bedrooms, all located on the ground floor. The centre can 
accommodate up to 18 male and female residents.  
 
Communal sitting and dining space is located to the front of the centre. The 
communal sitting area is spacious with patio doors opening onto an outside seating 
area that has graded ramped wheelchair access to the front of the building. The 
current provider has completed extensions and improvements since purchase of the 
centre in 1999. 
 
Private office space is provided on the first floor, which is accessed by a split level 
staircase. There is a garden to the front and a larger garden to the rear of the 
centre. There is adequate car parking to the front and the side of the centre. 
 
The centre provides for mainly long-term and some short-term (planned respite) care 
to residents. A number of these placements are contracted by the Health Service 
Executive (HSE) in Meath. 
 
The centre currently provides care for one resident with a learning disability. The 
inspectors also noted a small number of residents living at the centre assessed as 
having Alzheimer’s disease and dementia. 

 
Date centre was first established:  
 

1987 

Number of residents on the date of inspection: 
 

16 (+1 resident in 
hospital) 

Number of vacancies on the date of inspection:  
 

1 

Dependency level of current 
residents:  

Max High Medium Low 

Number of residents: 9 0 4 4 

Male Female  Gender of residents: 
  

 
 
 
 
 
 



 

Page 4 of 29 

Management structure 

 
Boyne Valley Nursing Home is a family-run centre operated by Nemeco Ltd. Niamh 
Darcy is a director of Nemeco and the provider’s representative, she also works full 
time as the person in charge at the centre. For the purposes of this report the 
provider and the person in charge will be referred to as “the provider”. 
 
The overall management of the centre is the responsibility of Niamh Darcy. She has 
recently appointed her daughter and fellow director, Maeve Darcy as a general 
manager, she has responsibilities for health and safety, human resources and she 
also co-ordinates the activities programme along with other duties as delegated by 
the provider. 
 
There are 4.2 whole-time equivalent nurses employed at the centre, all seven staff 
nurses employed work on a part time basis. The care assistants report directly to the 
staff nurses, who in turn report to the senior nurse Catherine Fagan. Catering and 
cleaning staff also report to the nurse on duty on a daily basis. 
 
Maintenance cover was provided by another family member, and director of the 
company on a part-time basis. The rostered care staff undertake laundry and ironing 
duties at night. 
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Summary of compliance with 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. 
 
This report set out the findings of a registration inspection, which took place 
following an application to the Health Information and Quality Authority for 
registration under Section 48 of the Health Act 2007. 
 
Inspectors met with residents, relatives, and staff members, over the two day 
inspection. Inspectors observed practices and reviewed documentation such as care 
plans, medical records, accident reports, policies and procedures and staff files. Fit 
person interviews were carried out with the provider, who had completed the fit 
person self-assessment document in advance of the inspection. This information was 
reviewed by inspectors, along with all the information provided in the registration 
application form and supporting documentation.  
 
Inspectors found substantial compliance with the Health Act 2007 (Care and Welfare 
of Residents in Designated Centres for Older People) Regulations 2009 and with 
National Quality Standards for Residential Care Settings for Older People in Ireland. 
This was reflected in the positive outcomes for residents evidenced throughout the 
inspection and confirmed by residents and relatives. Overall, inspectors found that 
resident’s wellbeing was central to service provision. The services and facilities 
outlined in the centres’ statement of purpose were reflected in practice and served to 
meet the diverse needs of residents, including those residents living at the centre 
with disabilities. A detailed statement of purpose and function was available. 
However, all matters outlined in schedule one were not included.  
 
Residents received dignified and respectful care and received a satisfactory standard 
of evidence-based nursing care and medical and allied health care. Staff delivered 
care in a person-centred way. There were appropriate staff numbers and skill mix to 
the assessed needs of residents, and to the size and layout of the designated centre. 
Daily life in the centre maximised the residents’ capacity to exercise choice and 
personal autonomy and their views were sought and listened to. Overall, the physical 
environment was suitable for its stated purpose and was homely, comfortable, and 
was found to be maintained to a good standard. However, some improvements to 
staff facilities, a separate cleaning room for the kitchen, and improvements to the 
layout and equipment in the laundry and sluice room need to be addressed to 
comply with best practice in infection prevention and control. 
 
Practice and documentation relating to the health and safety of residents required 
improvements particularly relating to the assessment and safe use of bedrails, and 
completion of an up to date written safety statement. The centre was not in 
compliance with regard to records maintained; staff records, resident’s guide, 
contracts of care and record of actual staff rosters worked. These findings of risk 
required the attention of the provider, and measures put in place to satisfactorily 
address them, are set out in the action plan under the relevant outcomes. 
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Other improvements were required to enhance the findings of good practice. These 
are described under the outcome statements and related actions set out in the action 
plan under the relevant outcomes. 
 
 
 
 
 



 

Page 7 of 29 

 

Section 50 (1) (b) of the Health Act 2007  
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.   

 
1. Statement of purpose and quality management 
 
Outcome 1 
There is a written statement of purpose that accurately describes the service that is 
provided in the centre. The services and facilities outlined in the statement of purpose, and 
the manner in which care is provided, reflect the diverse needs of residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 
 
Inspection findings 
  
The statement of purpose accurately described the aims, objectives and ethos of the 
centre. The facilities and services were outlined and reflected those available to 
residents. The statement of purpose was not found to be accurately reflecting service 
provision at the time of the first inspection, and was previously subject of an action 
plan following inspection on 16 September 2009. 
  
All matters referred to in schedule one were not included in version submitted to the 
Authority. Omissions were: the number and size of all the rooms in the centre, and 
clarity was required on the graphic outlining the organisational structure. The 
provider undertook to review the statement and correct any ambiguous information, 
and the diagram depicting the organisational structure. 
 
The current statement was kept under review by the provider and is made available 
to residents on admission. 
 
 
Outcome 2 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 
  
Inspection findings 
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Quality improvement activity was developing in all areas of the centre. A number of 
improvements to the recreational activities available, and analysis of information 
from the electronic record keeping system on falls was in place. 
 
The provider and staff nurses were involved in gathering information and auditing 
their practice in relation to falls, nursing documentation and the use of restraint. The 
results of these audits were somewhat incomplete and there was no evidence that 
learning from incidents and falls had been presented to and reviewed by the provider 
to all staff at staff meetings. 
 
The provider audited the quality of service provided to residents on an informal 
basis. Comment cards were available to residents and relatives, but no meaningful 
feedback had been received although feedback was actively encouraged. The last 
written quality questionnaire by the provider had been in 2006. The provider stated 
she intended to undertake a further questionnaire later this year. 
 
The general manager had been researching pastimes and provision of meaningful 
activities with residents with a cognitive impairment, she had also been involved with 
the recent provision of a physiotherapist to assess each residents mobility. 
 
Residents confirmed to inspectors that the residents’ committee meeting took place 
on a monthly basis; residents confirmed to inspectors that they enjoyed this, as their 
views were listened to and acted upon without delay.  
 
 
Outcome 3 
The complaints of each resident, his/her family, advocate or representative, and visitors are 
listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
 
 
Complaints were well managed with an established complaints procedure in place. 
 
The local complaints procedure was written in a user-friendly manner and 
prominently displayed at the nurse’s station near the front door entry point. It was 
also described in the residents’ guide and statement of purpose. The provider was 
identified as the complaints officer. She described her role and how complaints are 
documented on the electronic record keeping system. Inspectors reviewed electronic 
records of the complaints since the last inspection held at the centre. These included 
all relevant details, including how the issue was managed, the outcome of the issue, 
and the complainants’ level of satisfaction with the outcome. The provider had 
recently identified a third party to review complaints where an appeal would be 
necessary. 
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Both residents and relatives confirmed to inspectors that they lived in a “happy 
athmosphere” and could speak to Niamh the matron, the senior nurse or nurse on 
duty, or any staff member if they needed any issue addressed or resolved. 
 
Details of advocacy services were listed in the residents’ guide and the statement of 
purpose. This aspect had not been developed further. However, the provider told 
inspectors she was keen to develop links with an independent advocate.  
 
2. Safeguarding and safety 
 
Outcome 4 
Measures to protect residents being harmed or suffering abuse are in place and appropriate 
action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection  
Standard 9: The Resident’s Finances 
 
 
Inspection findings 
 
Measures were in place to protect residents from being harmed or suffering abuse.  
 
Further to the initial unannounced inspection on 16 September 2009, all staff had 
received training on identifying and responding to elder abuse. A centre-specific 
policy was available. The person in charge and a number of staff spoken to displayed 
sufficient knowledge of the different forms of elder abuse and all were clear on 
reporting procedures.  
 
Residents spoken to confirmed to inspectors that they felt very safe in the centre. 
They primarily attributed this to the staff being available to them if they had a 
concern and to the fact that they received a high standard of care. Both staff and 
residents spoken with confirmed that the person in charge was at the centre every 
day, and the senior nurse or nurse in charge was accessible to them at all times. One 
resident told inspectors the “staff are wonderful”. 
 
Inspectors examined records of one residents’ finances managed by the centre. The 
records were clear, concise and reflected sums of cash held. However, no regular 
audit takes place of an account held by the provider on behalf of one resident. The 
contract of care in place for this resident had not been updated since admission in 
2001 to reflect the current fees, and additional charges for services provided as 
discussed in outcome 10. The provider told inspectors she would address this and 
ensure that an audit took place of the funds, receipts and account by the general 
manager. 
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Outcome 5 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems  
 
 
Inspection findings 
Practice in relation to health and safety and the management of risk was promoted 
by the provider and person in charge. However, it was not always reflected in 
practice and documentation review. The provider and nursing staff did not ensure 
the safety of residents when bedrails were in use. There was no evidence of written 
risk assessments, associated identification of hazards or any required controls put in 
place, prior to the use of bedrails. 
 
The environment was kept clean and well maintained by the cleaning staff. Measures 
were in place to control and prevent infection, including arrangements for the 
segregation and disposal of waste, including clinical waste. Staff had access to 
supplies of personal protective equipment such as gloves and disposable aprons. 
Facilities to wash and dry their hands at each wash hand sink and they were 
observed using the alcohol hand gels which were available throughout the centre. All 
staff had received moving and handling training.  
 
Measures were in place to prevent accidents and facilitate residents’ mobility, 
including ramps and hand rails which were provided on both sides of the corridor to 
promote independence. Residents were observed moving around the building during 
the day using the handrails for support. However, the staircase to offices on the first 
floor was open, and two sets of stairs were in place at the front entrance hall, which 
may pose a potential hazard. 
 
The provider had developed a risk management policy to inform practice and there 
was a health and safety statement in place. However, following recent risk 
assessments during February and March this year, the written safety statement 
required updating. The provider told inspectors this was “in progress” and the 
general manager had received training on undertaking risk assessment by an 
external consultant. There was evidence of written risk assessments last conducted 
in this year, where identification of hazards had been made, risk rated and any 
required controls put in place.  
 
There was an emergency plan in the centre. This gave clear direction to staff on 
what to do if the in the event of any emergency residents’ needed to be evacuated 
from the centre.  
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Fire safety and evacuation training took place on an annual basis. All staff had 
attended the training. Inspectors were informed that fire drills were held 6 monthly, 
records of fire drills were maintained.  
 
However, although a review of fire records showed that all fire safety equipment, 
including the fire alarm had been serviced at appropriate intervals. The records of 
emergency lighting service were not available for inspection. Written confirmation 
from a competent person that all the requirements of the statutory fire authority 
have been complied with had been received by the Authority on application for 
registration. 
 
Outcome 6 
Each resident is protected by the designated centres’ policies and procedures for medication 
management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 
 
 
Inspection findings 
 
There was a recently reviewed medication policy with procedures for prescribing, 
administering, recording and storing of medication. Review of records and 
observation of practice indicated that these procedures were implemented. 
Controlled drugs were stored safely in a double locked cupboard and stock levels 
were recorded at the end of each shift and recorded in a register in keeping with the 
Misuse of Drugs (Safe Custody) Regulations, 1982. There were appropriate 
procedures for the handling and disposal for unused and out of date medicines. 
However, inspectors found the medication fridge in use was found to be outside the 
recommended range and ranged between 0 and minus 2 degrees.  
 
The practice outlined above was reviewed and monitoring of medication 
management practice by the nursing staff was checked medication deliveries from 
the pharmacy at night. The provider was not currently involved with formal auditing 
of medication management. 
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3. Health and social care needs 
 
Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-based 
nursing care and appropriate medical and allied healthcare. Each resident has opportunities 
to participate in meaningful activities, appropriate to his or her interests and preferences. 
The arrangements to meet each resident’s assessed needs are set out in an individual care 
plan, that reflect his/her needs, interests and capacities, are drawn up with the involvement 
of the resident and reflect his/her changing needs and circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging 
  
    
 
Inspection findings 
The centre had sufficient general practitioner (GP) cover, for long term residents and 
North East Doctors on Call (NEDOC) service provided an on-call service out of hours. 
Review of residents’ medical notes showed that GPs visited the centre regularly and 
the person in charge informed inspectors that the GPs were available by phone any 
time to offer advice to staff. The sample of medical records reviewed also confirmed 
that the health needs and medications of residents were being monitored on an 
ongoing basis and no less frequently than at three-monthly intervals. However, the 
small number of residents at the centre placed by the HSE for planned respite care, 
were from a part of Co Meath where their own GP did no cover them as residents in 
the nursing home. The provider told inspectors she would follow up on this with the 
HSE. 
  
Residents had access to a range of other health services, including dietetic, 
chiropody, physiotherapy, occupational therapy, ophthalmology, speech and 
language therapy, hearing and dental services. A review of three residents’ files 
confirmed that there was no delay with referral / access for outside services. A 
recent series of visits by the physiotherapist was to assess each resident for mobility 
and promote independence. 
 
Inspectors examined three care plans in detail and found that person-centered care 
plans were in place. Recognised evidence based assessment tools were used to 
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promote health and address health issues. These included assessments for risk of 
pressure ulcers, malnutrition, and falls risk and appropriate measures were put in 
place to manage and prevent risk. There was a strong emphasis on social care, with 
prescribed interventions within care plans to promote residents’ social care needs, 
based on residents assessed preferences, interests and capacities. Three-monthly 
assessment and care plan reviews were completed, dated, and signed by staff. 
Residents and relatives spoken to confirmed that they had been involved in the initial 
assessment and ongoing care plan reviews. 
 
Activities including music to enhance interaction and communication were available. 
Inspectors observed staff interacting during activities. All of the residents spoken to 
commented on the various activities available to them, including walks, exercise 
classes, cards, and importantly, the quiet of their own rooms to relax.  
 
The centres’ policy on the use of restraint included a direction to consider all other 
alternative interventions. However, no detailed risk assessments were undertaken 
before any form of restraint was used. The three residents’ records reviewed did not 
provide details and evidence that the use of restraint was subject to assessment and 
on-going review. Risk assessments were not undertaken before use of bedrails. The 
residents’ records did not provide enough detail on the reason for the use of restraint 
and the duration of its use as detailed in outcome 5. 
 
 
 
Outcome 8 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
 
References: 
Regulation 14: End of Life Care 
Standard 16: End of Life Care 
 
    
Inspection findings 
 
Caring for residents at end of life was regarded as an integral part of the care service 
provided in centre. This practice was informed by the centres’ policy on end of life 
care, which was observed by inspectors to be implemented in practice, particularly 
relating to one resident at the centre. 
 
Documentation from one resident receiving end of life care, confirmed that residents’ 
end of life care needs were assessed documented and discussed with residents and 
relatives on admission. Care plans indicated that residents’ wishes regarding end of 
life care were discussed, and staff members spoken to were knowledgeable about 
the residents’ preferred choices, spiritual practices, and wishes in relation to end of 
life care including family members. 
 
In accordance with residents’ assessed needs referrals were made to the palliative 
home care team to advise on and support staff and the residents and relatives on 
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symptom management. Staff told inspectors that the inputs from the palliative care 
team were beneficial addition which enhanced the quality of life for residents who 
they visited. 
 
 
Outcome 9 
Each resident is provided with food and drink at times and in quantities adequate for his/her 
needs. Food is properly prepared, cooked and served, and is wholesome and nutritious. 
Assistance is offered to residents in a discrete and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes   
 
     
 Inspection findings 
 
Residents received a nutritious and varied diet that offered them choices. Mealtimes 
were unhurried social occasions which provided opportunities for residents to interact 
with each other and staff.   
 
Inspectors observed staff discussing the menu options for dinner with each resident. 
Residents were asked what meal they would like the day before and the food orders 
are passed to the kitchen staff. The kitchen staff and residents confirmed that 
choices were available when what was on the menu was not suitable. Inspectors saw 
that residents who needed their food pureed or mashed had the same menu options 
as others and the food was presented in appetising individual portions. Residents 
who needed assistance with dining received such assistance from staff. Inspectors 
observed staff sitting with these residents and assisting them respectfully in the 
dining room and in their bedrooms. Residents told inspectors it was their choice 
where they dined. 
 
The dining room was decorated in a homely manner, table settings were pleasant 
and included condiments, sugar bowls and milk jugs and appropriate place settings 
with napkins for all residents. Lunch was a pleasant, unrushed occasion. Staff 
members chatted with residents and encouraged discussion. After the meal 
inspectors asked residents if they were satisfied with their meals. A small number of 
residents stayed to talk inspectors while they took their tea. 
  
Fresh water and a variety of juices were available in communal areas and staff 
regularly offered drinks to residents. Residents told inspectors that they could have 
tea or coffee and snacks any time. 
 
Residents had a full nutritional assessment completed on admission and three 
monthly thereafter to identify those at risk of malnutrition. Residents were weighed 
monthly, and those with weight loss were monitored more frequently. The kitchen 
was found to be clean and well organised. However, one room was also used for 
storage of cleaning materials and chemicals, with food items. The facilities and 
arrangements in place for this was not in full compliance with the Standards. 
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4. Respecting and involving residents 
 
Outcome 10 
Each resident has an agreed written contract which includes details of the services to be 
provided for that resident and the fees to be charged. 
 
References: 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
 
 
Inspection findings 
 
Contracts were agreed with and provided to residents within a month of admission. 
They set out the overall care and services provided to the residents and the fees 
charged. Inspectors noted the wording and fees on some of the sample of contracts 
reviewed did not reflect the current fees and additional charges found to be in place 
and this was brought to the attention of the person in charge. 
 
 
Outcome 11 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. He/she is 
facilitated to communicate and enabled to exercise choice and control over his/her life and 
to maximise his/her independence.  
 
References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
Standard 5: Civil, Political and Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts 
    
 
Inspection findings 
 
Inspectors found that residents received care in a respectful and dignified manner. 
Their capacity to exercise personal choice and autonomy was maximised and their 
views were sought and listened to.  
 
The interaction between all disciplines of staff and residents was good. Staff were 
observed taking time to sit and chat to residents’. Residents stated that they could 
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talk to staff at any time and that they were approachable. There was at least one 
member of staff available to residents at all times. Residents had access to call bells 
in all areas of the centre. Inspectors saw staff answer resident call bells without 
delay and attending to their requests in a prompt manner. Daily newspapers were 
delivered to some individuals at their request. Residents told inspectors they had 
their post hand delivered daily at midday after the postman had delivered the mail. 
 
All residents interviewed indicated that they had privacy in all aspects of personal 
care which was observed by inspectors. The manner in which residents were 
addressed by staff was appropriate and respectful. Staff knocked before entering 
residents’ bedrooms, waited for permission before entering. New advisory signage 
was placed on bedroom doors, while personal care was being delivered thereby 
protecting the privacy of residents. However, inspectors observed that there was no 
privacy lock in the assisted bathroom.  
  
Daily life in the centre maximised the residents’ capacity to exercise choice and 
personal autonomy. Residents told inspectors that they could decide whether to 
attend communal or individual activities, whether to eat in their bedroom or the 
dining room they were facilitated in their choice. They confirmed that living in the 
centre did not restrict their preferred daily routine. 
  
Contact with family members was encouraged and residents could meet with their 
visitors in the privacy of their own rooms or in the visitor’s room. There were no 
restrictions on visits. The person in charge explained to inspectors that this was not 
necessary as family members and other visitors were sensitive to and respectful of 
residents’ wishes and needs.  
 
Residents told inspectors that all activities are displayed on their notice board and if 
they have something special going on that will be on the notice board, one resident 
gave the example of the date of their next residents’ meetings. Residents spoken 
with confirmed satisfaction with the choice of activities available to them. Staff told 
inspectors that detailed social assessments of each resident was documented in the 
residents records, and this assists with planning recreational activities. 
 
 
Outcome 12 
Adequate space is provided for residents’ personal possessions. Residents can appropriately 
use and store their own clothes. There are arrangements in place for regular laundering of 
linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
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Inspection findings 
 
Residents were encouraged to personalise their bedrooms. They showed inspectors 
their family photos, personal items. All residents had adequate storage space for 
their personal items. 
 
There was a laundry system in place which involved the care assistant on duty on 
the night shift undertaking laundry duties. The laundry room was well equipped with 
a drier and facilities for ironing clothing. However, the washing machine was 
plumbed into the sluice room next door and this was a potential infection control 
risk, and not in line with best practice outlined in the centres infection control policy. 
Clothing was marked discreetly on admission and all residents’ clothes were folded 
and returned to the resident’s cupboards by the care assistants. Residents and 
relatives expressed satisfaction with the service provided and the safe return of their 
clothes to them. One resident had complained that three items of clothing had been 
mis-laid, however, the clothing was found and returned safely to the resident, who 
was satisfied with the outcome. Additional charges were levied by the provider for 
residents who make use of the in house laundry facility and this was not outlined in 
the contract for provision of services as outlined in outcome 10. 
 
There was a policy in place for Residents’ Personal Property and Possessions. 
However, practice did not follow the policy, inspectors noted all residents did not 
have an up to date list of personal possessions in their records. 
 
 
5. Suitable staffing 
 
Outcome 13 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management  
 
         
Inspection findings 
 
The post of person in charge was full time and held by a registered nurse with the 
required experience in the area of nursing of older people. Staff confirmed to 
inspectors that the person in charge visited Boyne Valley on a daily basis. The senior 
staff nurse Catherine Fagan is employed part-time and is also is responsible for the 
day to day running of Boyne Valley Nursing Home. She does not have a detailed job 
description in place to outline her role and responsibilities, other than a job 
description for staff nurse. 
 
The provider has experience working with older persons services locally in her 
previous employment. All members of the team, spoken with were clear about their 
areas of responsibility and reporting structures. The provider’s knowledge of the 
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regulations and standards and her statutory responsibilities as provider and person in 
charge was sufficiently demonstrated to inspectors, further to an interview during the 
inspection.  
 
Inspectors found that while clinical leadership was in place. The provider or senior 
staff nurse did not demonstrate a detailed knowledge of clinical audit. The provider 
told inspectors that she had audited the falls. The electronic records of each falls 
were provided to inspectors, with no evidence of any further meaningful audit. 
Following a review of the documented falls over the last twelve months, inspectors 
found 33 of the 34 falls had been un-witnessed. The provider had “closed” off on 13 
of the falls, but no detailed follow up and review had taken place or had been 
documented on the electronic record keeping system. The provider told inspectors 
that she had retained the services of an external consultant to advise on risk 
management. The safety statement was “in progress” but not completed following 
risk assessments. There was no established a process for auditing information to 
identify trends to improve the quality of service and safety of residents.  
 
Throughout the inspection process the person in charge demonstrated she had 
limited knowledge of audit and the audit process relating to the need to review  
current practices. However, she accepted many of the findings of the inspection in a 
positive way. 
 
 
Outcome 14 
There are appropriate staff numbers and skill-mix to meet the assessed needs of residents, 
and to the size and layout of the designated centre. Staff have up-to-date mandatory 
training and access to education and training to meet the needs of residents. All staff and 
volunteers are supervised on an appropriate basis, and recruited, selected and vetted in 
accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision  
 
     
Inspection findings 
 
Inspectors found that the levels and skills mix of staff were sufficient to meet the 
needs of residents on the day of inspection and a review of staffing rotas indicated 
that these were the usual arrangements. The staffing rosters did not indicate actual 
hours worked as detailed in outcome  
 
There was a detailed policy for the recruitment, selection and vetting of staff. 
However, it was not fully reflected in practice. Following a review of a recently 
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recruited staff members files, inspectors found the new general manager did not 
have a job description in place. The sample of files reviewed did not contain evidence 
of physical or mental fitness for staff working at the centre, and one staff nurse did 
not have a reference in place from her last employer. This was not in line with the 
centres own policy on recruitment. 
 
Staff turnover was low and there was an induction policy in place for all newly 
recruited staff. New staff worked alongside existing staff, observing procedures and 
practices and reading policies. An assessment form was available for completion 
during the induction period to ensure staff reached an acceptable level of 
competency at the end of their induction.  
 
Four of the eleven care assistants employed held the FETAC (further education and 
training awards council) Level 5 qualification. Investment in training was found to be 
limited, but some staff were self-funding their own education. The provider told 
inspectors she was funded mandatory training. The general manager was in place to  
address issues relating to health and safety, activities, maintaining staff records, 
auditing finances and other administrative work. The general manager told 
inspectors she had not undertaken any training on activity provision, but was looking 
into this at the time of the inspection. 
 
 
6. Safe and suitable premises 
 
Outcome 15 
The location, design and layout of the centre is suitable for its stated purpose and meets 
residents’ individual and collective needs in a comfortable and homely way. There is 
appropriate equipment for use by residents or staff which is maintained in good working 
order. 
 
References: 
Regulation 19: Premises 
Standard 25: Physical Environment  
 
  
Inspection findings 
 
The two storey building was originally a family dwelling, in 1987 it was converted for 
use as a 14 bed nursing home. This provider commenced in 1999, further 
development and building works in recent years created additional bedrooms, a 
visitor’s room and improvements to the kitchen and laundry facilities. The 
environment was bright, clean and well maintained throughout. Residents reported 
that the centre offered a homely comfortable environment and told inspectors that 
they enjoyed the lifestyle provided. Communal areas such as the living room had a 
variety of pleasant furnishings and comfortable seating. However, inspector observed 
that the ceiling of one bathroom required re-painting following a minor water leak, 
and flooring in one corridor was uneven and a potential trip hazard. 
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There were fourteen single (one with en-suite) two double bedrooms all with a wash 
hand basin in place. Bedrooms were all located on the ground floor. Residents’ 
bedrooms were spacious, comfortable and personalised. There were ample toilets 
accessible to residents. There was an assisted bathroom and an assisted shower 
room.  
 
The centre had a mature landscaped garden, and an accessible patio off the main 
living area, with ample garden furniture, and a sun shelter for residents and visitors 
use. Residents told inspectors that they enjoyed spending time on the patio during 
fine weather. Some residents liked to walk around the building, and the large rear 
garden was laid to grass and somewhat under utilised. The garden and premises 
were not fully secure and openly accessible from the quiet country road to the front 
of the premises. The rear garden had a large wooden maintenance store. The 
designated smoking area was outside the building, a small number of residents liked 
to go outside to smoke. 
 
The kitchen was found to be well-organized and equipped with sufficient storage 
facilities. Inspectors observed a plentiful supply of fresh and frozen food. However, 
the kitchen cleaning store was not separate from the kitchen; it was part of the food 
storage area, situated by the back door where deliveries were made. However, a 
report from the Environmental Health Officer dated 25 June 2010 outlined a number 
of improvements required to meet the relevant food safety legislation. The provider 
told inspectors she had addressed all the issues outlined in the report. Deliveries of 
frozen foods including fish are monthly, and fresh vegetables, twice weekly. The 
general manager is responsible for other shopping at a local supermarket. 
 
There was appropriate assistive equipment available such as hydraulic beds, mobile 
hoists, pressure relieving mattresses and cushions, wheelchairs and walking frames. 
The corridors enabled easy accessibility for residents in wheelchairs or those with 
mobility aids. Hand rails were available to promote independence. Hoists and other 
equipment had been maintained and service records were up-to-date.  
 
 
7. Records and documentation to be kept at a designated centre 

 
Outcome 16 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained in a 
manner so as to ensure completeness, accuracy and ease of retrieval. The designated 
centre is adequately insured against accidents or injury to residents, staff and visitors. The 
designated centre has all of the written operational policies as required by Schedule 5 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended). 

 
References:   
Regulation 21: Provision of Information to Residents 
Regulation 22: Maintenance of Records 
Regulation 23: Directory of Residents 
Regulation 24: Staffing Records 
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Regulation 25: Medical Records 
Regulation 26: Insurance Cover  
Regulation 27: Operating Policies and Procedures  
Standard 1: Information 
Standard 29: Management Systems 
Standard 32: Register and Residents’ Records 
 

 
Inspection findings: 
 
*Where “Improvements required” is indicated, full details of actions required are in the 
Action Plan at the end of the report.   
 
Resident’s Guide  
 
Substantial compliance                                                Improvements required*       
 
 
 
Records in relation to residents (Schedule 3)  
 
Substantial compliance                                                Improvements required*         
 
Records of restraint used were not fully maintained. 
 
General Records (Schedule 4) 
 
Substantial compliance                                                Improvements required*         
 
The duty roster did not contain a record of hours worked by each staff working at the 
centre. The fire records did not contain evidence of the emergency lighting system having 
been checked by a competent person. 
 
Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                                                Improvements required*        
 
              
Directory of Residents 
 
Substantial compliance                                                Improvements required*         
 
 
Staffing Records 
 
Substantial compliance                                                Improvements required*         
 
The actual staff roster was not maintained on a weekly or monthly basis for all staff on 
duty. 
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Medical Records 
 
Substantial compliance                                                Improvements required*         
 
Insurance Cover 
 
Substantial compliance                                                Improvements required*         
 

 
 
Outcome 17 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 

 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 

 
Inspection findings 
 
Inspectors reviewed a record of all incidents that had occurred in the designated 
centre since the previous inspection and cross referenced these with the notifications 
received from the centre. Inspectors noted that one incident involving a resident who 
required emergency hospital admission for treatment, had not been identified and 
reported to the Authority within the required three working days. The details of the 
incident were properly notified to the Authority on 15 April 2011.  
 

 
Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from the 
designed centre and the arrangements in place for the management of the designated 
centre during his/her absence.  

 
References:   
Regulation 37: Notification of periods when the Person in Charge is absent from a 
Designated Centre 
Regulation 38: Notification of the procedures and arrangements for periods when the 
person in charge is absent from a Designated Centre 
Standard 27: Operational Management 
 

 
Inspection findings 
 
There were appropriate arrangements in place for the absence of the provider who 
undertakes the dual role as person in charge.  
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The assistant director of nursing deputises for the provider. The provider told 
inspectors that the general manager will also be available to assist for non-nursing 
management duties. However, inspectors found that no formal job description was in 
place for the newly appointed general manager. Inspectors were informed that there 
have been no absences of the person in charge for such a length that required 
notification to the Chief Inspector.  
 
 

Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider, 
general manager and the senior nurse to report on the inspectors’ findings, which 
highlighted both good practice and where improvements were needed.  
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Provider’s response to inspection report 
 

Centre: 
 

Boyne Valley Nursing Home 

Centre ID as provided by 
the Authority: 

0119 

Date of inspection: 
 

13 and 14 April 2011 

Date of response: 
 

28 July 2011 

 
Requirements 
 
These requirements set out the actions that must be taken to meet 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. 
 
Outcome 1: Statement of purpose and quality management 
 
The provider is failing to comply with a regulatory requirement in the following 
respect:  

 
The statement of purpose did not include all of the twenty five 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:  
 
Review the Statement of purpose and function 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). 
 
 
Reference:    

Health Act 2007 
Regulation 5: Statement of Purpose and Function 
Standard 28: Purpose and Function  

 

   
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The statement of purpose has been reviewed and now includes all 
25 matters listed in Schedule 1 of the Health Act 
 

 
 
Complete 

 
Outcome 2: Reviewing and improving the quality and safety of care  
2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There is no system in place to gather and audit information related to risk, quality of life 
and obtain the views and comments of the residents. 
 
Action required:  
 
Establish and maintain a system for reviewing the quality and safety of care provided to, 
and the quality of life of, residents in the designated centre. 
 
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: 
Collection of data on quality of care is now carried out by the nurse 
on duty and reviewed by the Provider on a weekly basis. The results 
of these reviews will now be presented and discussed at each staff 
meeting. 
 
In future, written views and comments will be obtained from the 
residents in relation to their quality of life in the nursing home e.g. 
meals, activities etc.  
 

 
Ongoing 
 
 
 
 
Ongoing 

 
Outcome 5: Health and safety and risk management  
5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
The written up to date safety statement, outlining hazard controls was not in place 
following the completion of initial risk assessments.  
 
The individual assessment completed prior to the use of bedrails was not documented prior 
to the application of bedrails to residents’ bed. 
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The records of fire alarm and emergency lighting maintenance was not available for 
inspection. 
 
Action required:  
 
Ensure that the risk management policy and procedures cover, but is not limited to, the 
identification and assessment of risks throughout the centre and the precautions in place to 
control the risks identified. Review and update safety statement for designated centre. 
 
Action required:  
Ensure a full written assessment takes place before use of bedrails is considered, associated 
identification of hazards and required controls, including and a record of any occasion 
restraint used is maintained by the provider. 
 
Action required: 
Make arrangements for the maintenance of fire alarm and emergency lighting, at suitable 
intervals, and submit evidence of maintenance of this equipment. 
 
Reference:    

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

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

Timescale: 
 

Provider’s response: 
The annual risk assessment was completed in March 2011, in 
consultation with Safety Consultants (see Health and Safety General 
Policy Statement attached). 
 
The Provider has completed a “Train the Trainer In Use of 
Restraints” course run by the HSE. A physiotherapist has been 
engaged to assist in the assessment of all residents who use 
bedrails to establish whether these are restraints or enablers. For 
those that are deemed to be restraints, hazards are being identified 
and controls are being put in place. Care plans are being updated to 
incorporate the use of bedrails both as a restraint and as an 
enabler. All findings are documented and maintained in the resident 
records. The staff training programme will now include training on 
use of restraints. 
 
Maintenance of fire alarm and emergency lighting carried out at 
suitable intervals by qualified consultants. Records have now been 
updated to include specific reference to emergency lighting.  
 
 

 
Complete 
 
 
 
October 2011 
 
 
 
 
 
 
 
 
 
 
Complete 
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Outcome 10: Contract for the Provision of Services 
10. The provider is failing to comply with a regulatory requirement in the 
following respect:  
Contracts for the provision of services were not up to date, and inclusive of all charges and 
fees payable. 
 
Action required:  
Review contract for the provision of services to reflect the current service provision and 
ensure each resident’s contract deals with the care and welfare of the resident, and includes 
details of the services to be provided for that resident and fees charged. 
 
Reference:    

Health Act 2007 
Regulation 28: Contract for the Provision of Services 
Standard 7: Contract/Statement of Terms and Conditions 

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

Timescale: 
 

Provider’s response: 
 
Contracts of care have been reviewed and updated to include 
details of services to be provided and all up-to-date charges and 
fees payable. 
 

 
 
Complete 

 
Outcome 12: Residents’ clothing and personal property and possessions 
The provider is failing to comply with a regulatory requirement in the following 
respect:  
There was no written policy or procedure in place to guide staff on the management of 
residents’ finances. 
 
An up to date record of each residents’ personal property was not found to be in place. 
 

Action required:  
Put in place an operational policy and procedure for the management of residents’ finances. 
 
Action required: 
Maintain an up to date record of each resident’s personal property that is signed by the 
resident. 
 
Reference:    

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

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

Timescale: 
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Provider’s response: 
 
A policy document on the management of residents’ finances has 
been in place over the last number of years. This document is 
reviewed annually and signed off by all staff.  
 
Property lists are completed by the staff nurse/carer for each 
resident on admission and signed by the resident. In future 
residents will be requested to inform staff of any additions which 
should be made to their individual property list. These property lists 
will be reviewed and updated accordingly on an annual basis with 
the residents’ permission. 
 

 
 
Complete 
 
 
 
October 2011 

 
Outcome 14: Suitable staffing 
14. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The actual staff roster of hours worked by each member of staff was not available for 
inspection, or maintained by the provider. 
 
The recruitment practices reviewed were not fully in compliance with the centres 
recruitment policy relating to reference from the last employer. 
 
Action required:  
The person in charge shall ensure that there is a planned and actual staff rota, showing 
staff on duty at any time during the day and night and that it is maintained.  

Action required: 
Review policy requirements and ensure the policy is implemented in full when staff are 
recruited. 
 
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: 
A planned roster and actual hours worked roster is now in place for 
all staff and is maintained by management. 
 
All staff folders have been reviewed and include references from 
previous employers. 

 
 
Complete 
 
 
Complete 
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Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
(No response made). 
 
 
Provider’s name: Niamh Darcy 
Date: 28 July 2011 
 
 
 
 
 
 
 
 
 
 


