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Centre ID: 
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94/95 Cappaghmore Centre address: 
 
Clondalkin, Dublin 22  
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Type of centre: 

 
 Private         Voluntary        Public 

 
Registered provider: 

 
Clondalkin Nursing Home Ltd 
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Eileen Coates 
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Eileen Coates 
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Day-2 Start: 09:00 hrs  Completion: 17:30 hrs  

 
Lead inspector: 

 
Finbarr Colfer 

 
Support inspector: 

 
Nan Savage 

Type of inspection: 

 
 Registration 
 Announced 
 Unannounced 
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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 
 

Tower Nursing Home consists of two semi-detached houses converted into one 
house. It is situated on a housing estate and has capacity for 21 older people. One 
resident is under 65 years of age and six residents have mild to moderate dementia 
care needs. The centre is arranged over two floors and there is a stair lift and a ramp 
for wheelchair access at the front and the rear of the building. The administration 
office, a kitchen, the open plan dining/sitting room and a small conservatory are on 
the ground floor. Bedrooms on this floor consist of one single, two twin bedrooms, 
and two three-bedded rooms. There are two assisted toilet/shower rooms nearby.  
 
Upstairs, there are six single and three twin bedrooms and an assisted toilet/shower 
rooms and an assisted bathroom. The sluice room is also on the first floor. There is 
an emergency fire stair access from upstairs leading to the back garden.  
 
Outside, there is a lawn and patio area with plenty of garden seating and mature 
planting. The garden is enclosed with gate access to the front. The laundry and staff 
room are located in two separate buildings to the rear of the centre. There is also a 
covered smoking shelter with seating.  
 
The parking to the front of the centre is limited and visitors also use the streets in 
the surrounding area. 
 
The centre is situated in a residential housing estate within a short walk of Clondalkin 
village in west Dublin. There are several bus routes to and from the city centre and 
the Luas station is approximately a five minute drive away.  

 
 
Date centre was first established: 

 
30 January 1987 

 
Number of residents on the date of inspection: 

 
18 

 
Number of vacancies on the date of inspection: 

 
3 

Dependency level of current 
residents: 

Max High Medium Low 

 
Number of residents 

 
0 

 
5 

 
9 

 
4 

Male 
( ) 

Female 
( ) 

 
Gender of residents 
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Management structure 

 
This is a family business and the Provider is Clondalkin Nursing Home Ltd. Eileen 
Coates is the person nominated to act on behalf of the Provider. She is also the 
Person in Charge. Her daughters, Aine and Patricia are directors of the company. 
Aine is a qualified nurse, is the Assistant Director of Nursing (ADON) and deputises 
for the Person in Charge in her absence. Patricia is the Administration Manager and 
is involved in activity provision. Nurses report to the Person in Charge and the carers 
report to the nurse on duty. The kitchen, catering staff and the maintenance worker, 
who is a family member, report to the Person in Charge.  
 

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 logs, policies and procedures and staff files. 
Separate fit person interviews were carried out with the provider and the person in 
charge who had completed the fit person self-assessment document with the ADON 
and the administration manager in advance of the inspection. This was reviewed by 
inspectors, along with all the information provided in the registration application form 
and supporting documentation.  
 
In general, inspectors found that the centre was warm and homely. A strong culture 
of respect for residents and promoting the dignity of residents had been established, 
as reflected in the interactions of staff with residents. Residents’ health was being 
cared for and residents were provided with a good quality of life, with a variety of 
social and activity based options. 
 
However, inspectors found that the provider did not have adequate knowledge of her 
legal responsibilities. Consequently, many of the governance arrangements that 
would ensure the consistency and safety of the service had not been established.  
 
While work had commenced on improving risk management in the centre, further 
improvements were required to meet the Regulations. Inspectors were significantly 
concerned about the temperature of hot water in the centre, which presented a risk 
of scalding to residents. The provider was required to submit an immediate action 
plan to address this issue, and the plan that was submitted was sufficient. Other 
areas for improvement under risk management included the provision of fire training 
for all staff, accident reporting and the absence of an emergency plan. 
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Other governance areas that required improvement included the statement of 
purpose, the process for reviewing the quality and safety of care, the complaints 
procedure and putting centre-specific policies and procedures in place. 
 
Although arrangements had been put in place to protect residents from abuse, this 
needed to be improved. Improvements were also required in the protection of 
residents’ finances and personal property. 
 
While inspectors found that residents were provided with good quality care, this was 
not reflected in the assessment and care planning process, and some areas such as 
wound management and restraint management needed to be improved. 
 
While the premises were homely, improvements were required. Many of the 
bedrooms did not meet the required sizes, space in the laundry room was very 
limited and screening curtains did not ensure the privacy of residents in shared 
bedrooms. 
 
These and other items are discussed in the body of the report and included in the 
action plan at the end of the report. 
 

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 provider had developed a statement of purpose which set out the services 
provided in the centre.  
 
However, the statement of purpose did not provide sufficient detail in some sections 
and did not include all of the information required by Schedule 1 of the Regulations.  
For example, the organisational structure and the types of nursing care did not 
accurately describe arrangements in the centre. Some sections of the statement of 
purpose such as fire arrangements and complaints management referred to attached 
documentation but this documentation was not attached to the statement. 
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Some required information was not included in the statement of purpose such as 
arrangements for consultation with residents about the operation of the centre and 
the staffing complement in whole time equivalents. 

 
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 
The administration manager had identified this as an area for development. She had 
started to gather information on falls and provided inspectors with a copy of that 
information. The data gathered had not yet been analysed and there was no 
evidence of learning and action taken to improve the quality and safety of care in the 
centre.  
 
She had also developed an audit tool for environmental risk management process 
but had not yet implemented this. There was no evidence of the monitoring of other 
key areas such as medication management and restraint management. 

 
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 
 

 
Inspection findings 
The provider did not meet the regulatory requirements in relation to complaints. 
There was a complaints procedure which was generic and did not provide guidance 
on the specific arrangements in the centre. The policy did not include a nominated 
person to deal with complaints, a separate nominated person to ensure complaints 
were recorded and were responded to appropriately and there was no independent 
appeals process. The complaints procedure was not displayed in a prominent location 
in the centre. 
 
Complaints were not being recorded. The provider explained that any expressions of 
dissatisfaction were responded to immediately before they became complaints. The 
provider and other members of staff gave inspectors examples of verbal complaints 
they had received and discussed how they had been responded to. These had not 
been recorded, as required in the Regulations. 
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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 
The person in charge had taken measures to protect residents from abuse, but 
improvements were needed in the process, particularly in the arrangements for 
responding to and managing any allegations of abuse. 
 
The policy on preventing elder abuse provided useful information on recognising and 
responding to abuse and provided directions for staff should they suspect abuse. 
 
The provider had used training sessions with the use of a DVD and discussion to 
make staff aware of the arrangements around preventing and responding to elder 
abuse. Inspectors reviewed the training logs and found that not all staff had 
participated in this training. When inspectors spoke with staff, they were 
knowledgeable about recognising different forms of abuse. While they all stated that 
they would report any suspicions of abuse, different staff told the inspectors about 
different reporting requirements. They were not aware of the reporting 
arrangements in the policy. 
 
During the fit person interview, the provider was not clear about how she would 
respond to and manage any allegations of abuse. She stated that she would inform 
the Health Service Executive (HSE) Case Worker and follow her direction. The policy 
stated that the HSE case worker would be responsible for any investigation process 
and did not contain directions on how the provider should respond to and manage 
any allegations. 
 
The inspector reviewed the arrangements to protect the finances of residents. A 
nurse told inspectors that staff looked after the personal monies of residents in 
exceptional situations. She said that when they did look after residents’ money, it 
was kept locked in the medication cabinet in an envelope and that two staff always 
signed any transactions. Staff were not looking after any residents’ money at the 
time of inspection. 
 
An inspector reviewed the policy on the management of residents’ property and 
money. The policy contained information on the rights of residents to manage their 
own finances, the payment of fees and issuing of receipts. It contained no directions 
for the occasions when staff managed residents’ personal monies. 
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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 
The provider had not taken adequate precautions to manage the risk of fire. While 
mandatory fire training had been provided to staff, inspectors found that not all staff 
had participated in the training and one staff member had not had fire training in at 
least two years. Records indicated that there were two fire drills in the same week in 
2010 and in 2011. There was no record of the results of the fire drill and no record of 
any learning to improve staff responses to fire. The servicing of fire equipment could 
not be verified as the records were not available. The provider stated that the 
records were in the home of the ADON who was away on holidays. The provider had 
submitted a letter from a competent person confirming that the centre was in 
substantial compliance with statutory fire and building control regulations. 
 
The risk management process was being reviewed by the administration manager. 
Recent improvements had been introduced but further improvements were required 
to comply with the Regulations.  
 
An inspector reviewed the risk management policy. It had been reviewed by the 
administration manager in May 2011 and provided guidelines on promoting the 
safety of residents, staff and visitors and the responsibilities for various aspects of 
this process. However, some aspects of the risk management policy were very 
general and did not reflect the practices in the centre. Also, the risk management 
policy did not include all of the specific risks required in the Regulations. 
 
The provider had retained the services of an independent consultant to assist with 
the review of the health and safety arrangements in the centre. The consultant had 
developed a centre-specific safety statement but his had not yet been signed and 
dated by the provider. 
 
The administration manager had undertaken a risk analysis of the environment and 
work practices. She had produced clear guidelines for the management of the risks 
identified. She had developed an audit tool to undertake three-monthly reviews of 
the effectiveness of the arrangements but this had not yet been implemented. 
 
An inspector reviewed the accident and incident folder and found that accidents and 
incidents were being recorded but that improvements were required. While accidents 
and incidents, particularly falls of residents were being recorded, some of the records 
did not contain adequate information such as the time of the fall and some of the 
descriptions of the accident were insufficient. Some accidents involved injury to the 
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face or head and nurses had not recorded neurological observations, which would be 
considered good practice. Actions taken as a follow up to accidents were not 
recorded. 
 
However, the administration manager was aware of these deficits and showed the 
inspector a new template that was to be introduced to make the process more robust 
and to provide more useful information to inform the new auditing process. She also 
showed the inspector minutes of the monthly directors’ meetings where falls were 
reviewed and actions discussed. 
 
The centre had no emergency plan to provide direction to staff in responding to an 
emergency. This is a requirement of the Regulations. 
 
Inspectors found that while cleaning staff had a good knowledge of hygiene 
processes that contributed to infection control, the laundry process was an infection 
control risk. Care assistants managed residents’ laundry as part of their duties. They 
were able to tell inspectors about different temperatures to be used with different 
categories of laundry.  
 
However, a number of practices presented a risk of cross infection, including: 

 the laundry was a small area and there was very little room for sorting and 
separating clothes 

 open weave baskets were being used to transfer laundry from residents’ 
bedrooms to the laundry through common areas of the centre  

 the same baskets were being used for soiled and clean clothes 
 sponges, which were used for personal care with residents, were steeped as an 

infection control measure but they were steeped using general washing 
detergent and there were no guidelines for the recommended solution to be 
used. These sponges were communal, were not allocated to any particular 
resident and were re-used after being washed. 

 
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 
In consultation with the pharmacist, the provider had introduced a new medication 
administration process to increase the safety for residents and reduce the possibility 
of medication error. Medication was being provided by the pharmacist in pre-packed 
cups in a daily administration tray which had the pharmacy label and the residents 
photograph. In addition, residents’ files indicated that medication was being 
reviewed at least on a three-monthly basis and more often if the needs of residents 
changed. 
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However, a number of areas for improvement in the management of medication 
were identified. The centre had a medication policy but it did not provide direction to 
staff on all aspects of medication management, such as the disposal of medication 
that was no longer required and recording and managing medication errors. 
Instructions to nurses on other medication management issues such as the 
transcribing of prescriptions were not adequate and did not reflect the transcribing 
practice in the centre.  
 
An inspector reviewed the prescription sheets and found that each medication was 
not being individually signed by the general practitioner (GP) and some of the sheets 
had group signatures. Also, the maximum dose for medications that could be 
administered as prescribed (PRN) had not been stated which increased the risk for 
residents of over administration. The inspector also found that some medication was 
being administered up to two hours after the time specified on the prescription 
sheet. This is not in accordance with professional guidelines and could have an 
impact on the effectiveness of medication interventions. 

 
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 
Residents had access to general practitioner (GP) services. Where possible, they 
could retain their own GP but where this was not possible, the provider arranged for 
them to be seen by a local GP. Inspectors saw records of appointments to a range of 
other health professionals such as opticians, chiropodists and dental services in 
residents’ records. They could also access physiotherapy services at an additional 
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cost. Inspectors saw information on appointments with skin specialists and 
cardiology consultants. The provider often accompanied residents to appointments 
when family members were not available and residents confirmed this. 
 
The administration manager had responsibility for providing activities in the centre. 
In addition, two staff had been appointed to work additional hours with specific 
responsibility for organising activities. Inspectors found that all staff were involved in 
making the day interesting for residents. During the day, staff were observed 
spending time with residents in small groups or individually and encouraging chat 
and banter. All residents, including those with a cognitive impairment were included 
in this. Organised activities were also provided. For example, on the first day of 
inspection a care assistant facilitated a karaoke singing session with residents. Most 
residents, including those with a cognitive impairment, chose to participate and 
inspectors saw residents enjoying the session, participating in the singing and 
encouraging each other to sing. Residents told inspectors that there was always 
something to do or someone to chat with in the centre. They told inspectors about 
events such as quiz’s, day trips and visits by local school children.  
 
Some residents had dementia or a cognitive impairment. Inspectors found that staff 
made efforts to include these residents in the life of the centre by chatting with 
them, assisting them when they were disoriented and managing situations where 
some residents may have been agitated. The care assistants with responsibility for 
activities had Sonas training, which is a specialist programme to promote 
communication and engagement by using the five senses. They told inspectors of 
group and individual sessions that were provided to residents.  
 
Residents were encouraged to be independent and to mobilise. Assistive equipment 
had been provided to residents who needed it and inspectors observed staff 
encouraging residents to walk about in the centre. Staff provided assistance to 
residents who required it. 
 
All residents had a care plan, as required by the Regulations. However, the quality of 
the care plans needed to be improved and the plans did not meet all of the 
requirements of the Regulations. Validated assessment tools were being used to 
identify residents’ care needs. However, the assessments were not being carried out 
in relation to all of the residents’ care needs. For example, a resident with behaviour 
that challenges had not had the relevant assessment carried out while another 
resident had not had a moving and handling assessment.  
 
The care plans did not reflect the care being provided to residents and were not 
being used to direct staff practice. General pre-printed care plans were being used 
that did not adequately reflect the individualised needs of residents and there were 
no care plans to guide staff for some care needs. For example, one resident had 
recently had a skin tear. The resident’s medical notes recorded that the resident had 
been referred to skin care specialists and the GP notes indicated that effective care 
had been provided which resulted in the wound healing. However, there had been no 
wound assessment and a care plan had not been developed to guide staff practice.  
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There was no evidence that care plans had been developed and agreed with 
residents or their representatives. The provider stated that the care being provided 
to residents was discussed with the residents and families, but acknowledged that 
there had been no formal input from residents or families in the care plans, as 
required by the Regulations. Care plans were not being reviewed consistently every 
three months or when the needs of residents changed. 
 
Some residents used bedrails and an inspector reviewed the safe management of 
these devices. The assistant director of nursing had attended a ‘Train the Trainer’ 
programme on the management of restraint. She had introduced a new assessment 
process for the use of bedrails which included an assessment of the reasons for 
using bedrails, consideration of alternatives and an examination of the risks to the 
resident should bedrails be used. While this had been implemented for many 
residents, it had not been implemented for some residents who used bedrails. The 
centre’s policy on restraint had not been updated to reflect the new practices that 
had been introduced. 
 
Sufficient procedures were not in place to ensure that the service could meet the 
needs of new admissions. There was an admission policy but the provider stated that 
there was no formal pre-admission assessment. She stated that she met with 
potential new admissions and conducted an informal assessment of their needs to 
decide if the centre was suitable for that person. 
 

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 
None of the residents were receiving end of life care at the time of the inspection. 
Inspectors reviewed the end-of-life policy, which contained useful information for 
staff on preparing for end of life with a resident and included information on the 
physical, emotional, spiritual and social needs of those residents.  
 
However, the policy had not been adapted to reflect practices in the centre and did 
not provide sufficient guidance to direct staff practices. For example, staff told 
inspectors about accessing the local palliative care team but this information was not 
included in the policy. The policy stated that the privacy of residents would be 
promoted at this time but there were no details on how this would be achieved, 
particularly for residents in shared bedrooms. Staff were also unable to explain to 
inspectors how this would be achieved.  
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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 
Inspectors observed good practice in this area, but identified some improvements 
that were required around the provision of choice at meal times. 
 
The catering staff had received training in food control and food hygiene. The cook 
had developed a two week menu cycle based on the likes and preferences of 
residents. The cook was knowledgeable about residents who required specialist diets 
or who required modified consistency meals. These meals were presented in an 
appetising manner.  
 
Inspectors found that there was a sufficient supply of fresh and frozen food. 
Residents had access to a range of snacks and fresh fruit during the day and 
confirmed that this was the usual arrangement. Residents were provided with a 
variety of drinks and inspectors saw staff offering residents drinks throughout the 
day. Inspectors also saw staff bringing tea to residents when they asked for it.  
 
There was a nutrition management policy and it informed practice in the centre. 
Residents were weighed regularly and if there were concerns about weight 
fluctuations, a validated tool was used to assess their needs. Residents also had 
access to a dietician from a private company, and recommendations were included in 
the residents’ files.  
 
An inspector joined residents for lunch on one of the days. The provider had recently 
acquired round dining tables to promote social interaction during meals. The tables 
were nicely set with table mats, condiments and small flower arrangements. Staff 
encouraged residents to chat during the meal and it was generally a very sociable 
occasion. Some residents required assistance while having their meal. Staff offered 
this assistance to residents and provided the assistance in a respectful manner. 
 
However, inspectors found that residents’ choice at mealtimes could be improved. On 
the first day of inspection, no menu had been displayed and the menu displayed on 
the second day did not contain accurate information about the meal. Residents were 
not offered a choice at meal times. The cook provided a main meal and if residents 
did not like the main meal, the cook would offer an alternative. In addition, residents 
were not offered second helpings during the meal. 
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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 
Inspectors reviewed residents’ contracts of care and found that they did not meet 
the requirements of the Regulations. Some residents did not have a contract of care, 
other residents’ files contained contracts that had not been signed or dated by either 
the resident or the provider. The contracts were generic and did not have the name 
of the centre entered in the appropriate blank sections. They did not contain details 
of the fees and did not specify what was included in the fees and services that 
required an additional charge. 
 
The provider told inspectors that all residents had contracts of care but that new 
contracts were in the process of being introduced. 

 
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, Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts 
 
 
Inspection findings 
Inspectors found that the dignity and respect of residents was promoted, with the 
exception of screening curtains in shared bedrooms which are discussed under 
Outcome 15. Staff were observed interacting with residents in a gentle, respectful 
manner. Residents were encouraged to determine their own daily routine and 
inspectors saw residents getting out of bed at different times. Residents told 
inspectors they could choose when to go to bed. Residents also told inspectors that 
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they decided when they would have a bath or shower and also whether to participate 
in organised activities or not.  
 
The provider facilitated contact with the local community. Residents told inspectors 
that if they wished to go to the local shop to make purchases, staff would help them 
to do this. The provider also said that residents enjoyed going for walks in the 
neighbourhood with the assistance of staff. The provider had organised for a resident 
to attend a community based computer training course. Residents also spoke of 
enjoying visits to the centre by the local school children. 
 
The provider had made arrangements to support residents to practice their religious 
beliefs and had arranged for residents to vote at the recent general election. The 
provider had also established a residents’ committee which met regularly and was 
facilitated by an external person to promote free expression by residents. The 
inspector reviewed the minutes of the recent meeting and residents had discussed 
meals and activities. 
 
Residents had access to a telephone and there was a library in the day room 
containing a variety of books and audio books. A notice board at the nurses’ station 
to the rear of the day room provided information such as the day of the week, 
activities planned for the day and which staff were on duty that day. 
 

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 
 

 
Inspection findings 
Inspectors found that residents had sufficient storage space in bedrooms for their 
clothes and personal property. In addition, the provider also gave residents a locked 
cashbox so that they could keep their personal valuables safe in their rooms. 
 
However, inspectors found that sufficient care was not taken with residents’ laundry 
and the provider was not complying with the Regulations relating to protecting 
residents property. As well as the infection control issues identified under Outcome 5, 
residents told inspectors that their clothing sometimes went missing. Inspectors 
reviewed the laundry process and were informed that some residents’ clothing was 
labelled and others were not. No one had responsibility for ensuring that the all 
clothes were labelled to reduce the risk of clothes going missing.  
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The Regulations require the person in charge to keep a record of the each resident’s 
property that is signed as accurate by the resident. There was a property list for 
some residents but many were incomplete and none were signed by the resident or 
their representative. The property list had not been completed for other residents. 

 
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 person in charge, who was also the provider, was a qualified nurse, was 
registered with An Bord Altranais and had many years of experience in delivering 
care to older people. She had a established a strong culture of care and respect in 
the centre and promoted a feeling of homeliness for residents.  
 
However, during the fit person interview, inspectors found that the person in charge 
did not have sufficient knowledge of her legal responsibilities as a person in charge 
or as provider. She acknowledged this and stated that she had appointed an 
assistant director of nursing and an administration manager to assist her to meet 
these legal responsibilities. 

 
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 there were sufficient staffing levels and skill-mix during the 
inspection. A review of the rotas confirmed that this was the usual staffing 
arrangement. Staff who spoke with inspectors were clear about their roles and 
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responsibilities. Staff stated that they enjoyed working in the centre and this was 
reflected in the very low staff turnover. Residents told inspectors that there were 
adequate staff and that they were available to provide assistance when needed. 
 
Mandatory training in fire and manual handling was being provided to staff. Records 
indicated that staff had received manual handling training but as discussed in 
Outcome 5, not all staff had received fire training. Other training had also been 
provided. For example, the deputy director of nursing had attended training on 
restraint management and was doing a course on gerontological nursing. Staff told 
inspectors that they had training on nutrition from the dietician. Cleaning staff said 
they had completed a cleaning operation course. However, records of training were 
fragmented and it was difficult to verify the training that had been provided. There 
was no training plan based on the needs of residents and the identified development 
needs of staff. 
 
An inspector reviewed the recruitment, selection and vetting policy and found that 
the policy was general and did not reflect the recruitment practices in the centre. It 
did not provide guidance on the selection of staff and did not reflect the 
documentation required by the Regulations to indicate that the candidate was 
suitable to work in the centre. 
 
There were significant gaps in the documentation in the staff files. None of the files 
contained Garda Síochána forms. The provider stated that this had been applied for 
through an external organisation and that she was awaiting the results. She stated 
that she had not checked with the external organisation and also accepted that she 
should have applied for the clearance when the Regulations were enacted in 2009. 
Other omissions included three written references and evidence of physical and 
mental fitness for the role. 

 
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 
Inspectors found that the provider had placed emphasis on creating a warm homely 
environment for residents. The centre was domestic in nature with domestic 
furnishings and décor throughout. The centre was bright and clean throughout, with 
sufficient lighting and ventilation. 
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A stair lift was available for residents who had rooms on the first floor. Residents told 
inspectors that although they could use the stair lift, staff were always available to 
assist them and ensure their safety. Inspectors confirmed this during the inspection.  
 
The provider had recently commenced an upgrade of the centre and was replacing 
the older fire doors. She had also started to install handrails on corridors, although 
this had not been completed for all corridors at the time of inspection. A new sluice 
room had recently been installed and the provider was awaiting the delivery of a new 
bedpan washer. 
 
Residents had access to a patio area and nicely landscaped garden to the rear of the 
centre. The provider had ensured safe access to the garden for all residents, 
including those with cognitive impairment. Residents could access the garden 
through the rear doors and the garden area was secure. 
 
Inspectors visited the kitchen and found that it was well equipped with sufficient 
supplies of fresh and frozen food.  
 
However, some improvements were required. Inspectors were concerned that the 
temperature of hot water was a significant risk of scalding to residents. Inspectors 
required the provider to submit an immediate action plan to address this issue. 
Inspectors were satisfied with the action plan which was submitted in a timely 
manner. The plan included immediate measures to protect residents and a plan for 
the installation of thermostatic temperature controls within a short timeframe.  
 
The space in the laundry area was limited and there was not enough space for the 
segregation of clean and soiled laundry.  
 
Although care was taken to promote the privacy of residents, screening curtains in 
shared bedrooms did not extend fully around the beds of residents and this 
compromised the privacy of those residents, particularly those with their bed close to 
the door of the bedroom. Any resident, staff or visitor had to pass this resident to 
access the area occupied by other residents in the rooms. 
 
The space in bedrooms did not meet the requirements in the Standards. Single 
rooms ranged in size from 8.7 metres squared to 14.4 metres squared. The minimum 
size required is 9.3 metres squared for existing centres. Some of the shared rooms 
were significantly below the required space of 7.4 metres squared per resident. For 
example, a twin room on the first floor had 5.6 metres squared per resident and was 
not sufficient to meet the needs of two residents. Two of the bedrooms exceeded the 
maximum occupancy of two residents contained in the Standards. The provider was 
aware of the requirement to meet these Standards by 2015. 
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7. Records and documentation to 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 
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*  
 
While much of the required information is contained in the Residents’ Guide, some 
items such as a sample of the contract of care are not included. The complaints 
arrangements contained in the guide were not sufficient and residents were referred 
to the Authority’s website to access copies of recent inspection reports rather than 
making the most recent inspection report available to residents. 
 
Records in relation to residents (Schedule 3) 
 
Substantial compliance                                          Improvements required*  
 
General records (Schedule 4) 
 
Substantial compliance                                          Improvements required*  
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The centre did not have all of the records required as reflected under other 
outcomes in this report. For example, all of the required staffing documentation had 
not been obtained and the records of residents’ property were inconsistent and 
inadequate. 
 
Operating policies and procedures (Schedule 5) 
 
Substantial compliance                                          Improvements required*  
 
Some of the required policies were not available such as a policy on the provision of 
information to residents. Other policies were not centre-specific and did not provide 
sufficient guidance to staff on practices in the centre, as discussed under other 
outcomes in this report. 
 
Directory of residents 
 
Substantial compliance                                          Improvements required*  
 
While details on all of the current residents were entered in the directory of 
residents, not all of the required information, such as the sex of the resident was 
included. Other required information such as the address of the next of kin and the 
marital status of the residents were not being completed for all residents. 
 
Staffing records 
 
Substantial compliance                                          Improvements required*  
 
Staff files did not contain all of the required documentation to indicate the suitability 
of staff for working in the centre. 
 
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 
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Inspection findings 
The provider had an incident folder where staff recorded accidents and incidents. As 
stated earlier in the report, there were gaps in the information being gathered. The 
administration manager had already identified this as an area for improvement. An 
inspector reviewed the accidents folder and there had been no accidents that 
required immediate notification. 
 
However, the provider had failed to make the required quarterly notification 
submissions to the Authority. This had been an area for improvement in the previous 
inspection report. Following that inspection, one quarterly return had been made but 
no further quarterly returns were made. 

 
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 
The provider was aware of the requirement to notify the Authority if the person in 
charge was to be absent for a prolonged period. To date, this had not been 
necessary. 
 
Arrangements were in place to cover the absence of the person in charge. The 
assistant director of nursing would cover in the absence of the person in charge. 
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Closing the visit  

 
At the close of the inspection visit a feedback meeting was held with the provider 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 report∗ 
 

 
Centre: 

 
The Tower Nursing Home 

 
Centre ID: 

 
0110 

 
Date of inspection: 

 
6 and 7 September 2011 

 
Date of response: 

 
17 October 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 

1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The statement of purpose did not provide sufficient detail in some sections and all of 
the information required by Schedule 1 of the Regulations had not been included.   
 
Action required:  
 
Compile a Statement of purpose that consists of all matters listed in Schedule 1 of the 
Regulations. 
 
Reference: 

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

 
 
 

                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Patricia Robinson will make checklist of Schedule 1 Regulations and 
ensure all are contained in the Tower Nursing Home Statement of 
Purpose document. This process has begun and will be completed 
by 31 October 2011. 
 

 
 
31/10/2011 

 
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:  
 
A new falls audit had been introduced but the data gathered had not yet been 
analysed and there was no evidence of learning and action taken to improve the 
quality and safety of care in the centre. Reviews were planned but had not been 
implemented for other aspects of the service. 
 
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 at appropriate 
intervals. 
 
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: 
 
In order to insure the safety of care for our residents we wish to 
improve our current system of recording, reviewing and learning. 
 
At directors meeting we will review our falls recording sheet. We 
will include a tick-box system whereby staff completing the form 
will be prompted for more information. This will provide us with a 
more detailed analysis of the incident/accident. 
 
We will create a ‘follow up report’ sheet for any additional 
information which needs to be reviewed after the incident e.g. 
medical follow up.  
 

 

 

 

Achieved 
 
 
 
 
Achieved 
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Patricia will produce a falls audit which will give a detailed analysis 
of falls trend. This information will be fed back to directors at 
meetings. At Directors monthly meetings, we will review falls 
records with all three directors. The review of falls at these 
meetings will in include:  

 an analysis of falls recorded 
 analysis of follow up recording 

 
The information gathered at the director falls meetings will be 
written up as an action plan every month, and implemented. 
The action plan will include: 

 any changes needed in care plan for individual resident 
following an accident/incident  

 any proposals for maintenance work to be carried out due to 
accident/incident 

 information to be rolled out to staff at daily meetings with Staff 
Nurse in charge 

 
Directors will meet to review falls every two weeks. 
 
A health and safety periodic service review has been created for 
the centre and will be indicated on a monthly basis. 
 
All staff will attend an in-house training day on report writing. This 
training will be rolled out to staff over a two-week period beginning 
3 November 2011. 

All staff will attend a staff meeting, where we will present a 
PowerPoint presentation on risk management and risk 
assessments. 
 

 
02/11/2011 
 
 
 
 
 
 
 
02/11/2011 
 
 
 
 
 
 
 
 
 
 
 
02/11/2011 
 
 
03/11/2011 
 
 
 
30/11/2011 

 
Outcome 3: Complaints procedures 

3. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The complaints policy did not include a nominated person to deal with complaints, a 
separate nominated person to ensure complaints were recorded and were responded 
to appropriately and there was no independent appeals process. The complaints 
procedure was not displayed in a prominent location in the centre. Complaints were 
not being recorded.  

 
Action required:  
 
Make available a nominated person in the designated centre to deal with all 
complaints. 
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Action required:  
 
Make a person available, independent to the person nominated in Regulation 39(5), 
to ensure that all complaints are appropriately responded to and that the person 
nominated under Regulation 39(5) maintains the records specified under Regulation 
39(7).  
 
Action required:  
 
Ensure the complaints procedure contains an independent appeals process, the 
operation of which is included in the designated centre’s policies and procedures.  
 
Action required:  
 
Display the complaints procedure in a prominent position in the designated centre. 
 
Action required:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
Reference: 

Health Act, 2007 
Regulation 39: Complaints Procedures 
Standard 6: Complaints  

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

Timescale: 
 

Provider’s response: 
 
A Nominated person to deal with all complaints will be identified at 
the Directors meeting. 
 
A Nominated person to regulate the process will be identified at 
the Directors meeting. 
 
We are currently gathering information and acquiring advice on the 
best practise for an independent appeals process. We will have our 
independent appeals process included in the policy and procedure. 
 
The complaints procedure will be displayed in a prominent position 
at the front entrance of the home. 
 
A complaints record file will be set up, which includes details of the 
investigation, the outcome and the satisfaction of the complainant. 
 
A complaints review meeting will be held on a monthly basis at 
Director meetings. 

 
 
Achieved 
 
 
Achieved 
 
 
15/11/2011 
 
 
 
31/10/2011 
 
 
Achieved 
 
 
03/11/2011 
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Outcome 4: Safeguarding and safety 

4. The provider/ person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
Staff were not sufficiently aware of the arrangements aimed at preventing residents 
being harmed or suffering abuse or being placed at risk of harm or abuse. The policy 
did not provide adequate directions on responding to abuse and the provider was not 
clear on how to respond to any allegations of abuse. 
 
Action required: 
 
Make all necessary arrangements, by training staff or by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
or abuse. 
 
Action required: 
 
Put in place a policy on and procedures for the prevention, detection and response to 
abuse. 
 
Reference: 

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 

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

Timescale: 
 

Provider’s response: 
 
All Staff will attend our in-house training day on prevention, 
detection and response to abuse. This training is modelled on the 
training day provided by the HSE. It will consist of group discussion 
and viewing of HSE DVD. This training will be rolled out to three or 
four staff at one time. This process will take place over a three 
week period. 
 
The policy will be re-written to include comprehensive procedure 
for staff on how to respond to allegations of abuse. 
 
We will present a PowerPoint presentation to all staff, on 
recognising, responding and reporting abuse at our annual staff 
meeting. 
 

 
 
15/11/2011 
 
 
 
 
 
 
15/11/2011 
 
 
30/11/2011 
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5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Adequate arrangements were not in place to protect residents’ finances. The policy 
contained no directions for the occasions when staff managed residents’ personal 
monies. 
 
Action required: 
 
Put in place written operational policies and procedures relating to residents’ personal 
property and possessions. 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
The finance policy will be rewritten to include operational policies 
and procedures relating to residents’ personal property and 
possessions. These procedures will be rolled out to staff on duty 
over a two week period. 
 

 
 
31/10/2011 

 
Outcome 5: Health and safety and risk management  

6. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The provider had not taken adequate precautions against the risk of fire in that: 

 not all staff had participated in the required mandatory fire training 
 fire drills were not happening at suitable intervals and there was no evidence of 

learning from fire drills 
 service records for fire equipment were not available in the centre. 

 
Action required:  
 
Provide suitable training for all staff in fire prevention.  
 
Action required:  
 
Ensure, by means of fire drills and fire practices at suitable intervals, that the staff 
and, as far as is reasonably practicable, residents, are aware of the procedure to be 
followed in the case of fire, including the procedure for saving life. 
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Action required:  
 
Maintain, in a safe and accessible place, a record of the number, type and 
maintenance record of fire-fighting equipment. 
 
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: 
 
All staff will participate in the required mandatory fire training. This 
training will be rolled out over a three-week period. 

 
Fire drills will take place on a monthly basis for four months and 
subsequently at intervals according to regulations. 
 
New fire drill record sheets will be created to ensure there is a 
learning outcome on all fire drills.  
 
The learning recorded from each fire drill, will be discussed and 
recorded with staff on the day of fire drill. A follow up report of 
each fire drill will be sent to staff by post and will be made 
available on the bulletin board in staff room 

 
Service records for fire equipment are available in the centre. 
 

 
 
06/11/2011 
 
 
Achieved 
 
 
Achieved 
 
 
06/11/2011 
 
 
 
 
Achieved 

 
7. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Adequate risk management arrangements were not in place. For example:  

 the policy was generic, did not provide sufficient guidelines relating to the 
centre, it did not include all of the specific risks identified in the Regulations and 
did not include other risks such as the risk of cross infection resulting from poor 
laundry arrangements  

 there was no emergency plan to guide staff in the event of an emergency 
 accidents and incidents were not being recorded with sufficient detail and this 

impacted on the ability to identify measures to prevent further accidents. 
 

Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
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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 emergencies. 
 
Action required:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 
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 risk management policy will be rewritten to include all the 
specific risks identified in the regulations. This policy is currently 
being typed and will be made available for all staff. 

 
The Risk management policy will cover the following specific risks: 

 the unexplained absence of a resident 
 assault 
 accidental injury to residents or staff 
 aggression and violence 
 self-harm  
 cross infection 
 

An emergency plan will be completed to guide staff in an 
emergency. This plan is under review by management and will be 
made available to all staff. 

 
The incidents and accidents recording sheet has been modified to 
include a more comprehensive detailing of incident/incident/near 
misses and follow up. We have also commenced with a two-weekly 
review of accidents/incidents/near miss, which will enable us to  

 modify systems 
 identify control measures needed 
 modify care plans 

 

 
 
30/11/2011 
 
 
 
30/11/2011 
 
 
 
 
 
 
 
30/11/2011 
 
 
 
Achieved 
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Outcome 6: Medication management 

8. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The medication policy did not provide adequate direction to staff on all aspects of 
medication management.  

 
Practices around the prescribing and administration of medication required 
improvement. For example: 

 each medication was not being individually signed by the general practitioner 
(GP), and that some of the sheets had group signatures  

 the maximum dose for medications that could be administered as prescribed 
(PRN) had not been stated which increased the risk for residents of over 
administration  

 some medication was being administered up to two hours after the time specified 
on the prescription sheet.  
 

Action required:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
Action required:  
 
Maintain, in a safe and accessible place, a record of each drug and medicine 
administered in respect of each resident, giving the date of the prescription, dosage, 
name of the drug or medicine, method of administration, signed and dated by a 
medical  practitioner and the nurse administering the drugs and medicines in 
accordance with any relevant professional guidelines.  
 
Reference: 

Health Act, 2007 
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Regulation 25: Medical Records 
Standard 14: Medication Management  
Standard 15: Medication Monitoring and Review 

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

Timescale: 
 

Provider’s response: 
 
We will amend the current policy document, to put in place 
appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of 
medicines to residents and ensure that staff are familiar with such 

 
 
15/11/2011 
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policies and procedures. This policy document is currently under 
review and will be made available for all staff. 
 
Nursing staff will be inducted in this policy. This policy will be rolled 
out on an individual basis to each nurse on duty. This will take 
place over a three-week period. 
 
We will create a medication audit on a three-monthly basis. We are 
in discussions with our pharmacist, to arrange an external audit of 
medication by his team. 
 
We will maintain, in a safe and accessible place, a record of each 
drug and medicine administered in respect of each resident, giving 
the date of the prescription, dosage, name of the drug or 
medicine, method of administration, signed and dated by a medical 
practitioner and the nurse administering the drugs and medicines 
in accordance with any relevant professional guidelines.  
 

 
 
 
15/11/2011 
 
 
 
06/12/2011 
 
 
 
Achieved 

 
Outcome 7: Health and social care needs 

9. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Assessments of care needs were not being implemented consistently. Care plans did 
not adequately reflect the individualised care needs of residents and there were no 
care plans to guide staff for some care needs. Care plans were not being reviewed at 
least three monthly and there was no evidence that the care plans were developed 
and agreed with residents. 
 
Action required: 
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Make each resident’s care plan available to each resident. 
 
Keep each resident’s care plan under formal review as required by the resident’s 
changing needs or circumstances and no less frequently than at three-monthly 
intervals. 
 
Reference: 

Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 

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

Timescale: 
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Provider’s response: 
 
We are reviewing the current care plans. We are creating a new 
care plan which will be a more person-centred document. These 
care plans will be developed with the help of and agreed with the 
resident. 
 
Our new care plans will be printed and ready for use. 
 
We will roll out the new care plans, to staff on duty over a three-
week period. 
 
Each resident’s care plan will be made available to them, at the 
admission process and formal review of care plan with staff.  
 
Resident will be made aware of their rights to access their care 
plan, within the residents guide, resident committee and in their 
personal contract on admission. 
 
Staff will keep each resident’s care plan under formal review as 
required by the resident’s changing needs or circumstances and no 
less frequently than at three-monthly intervals.  
 
We will set up a review process which consists of Planned three- 
monthly meetings with resident, staff nurse and director of nursing 
to take place under formal review and recorded. 
 

 
 
Achieved 
 
 
 
 
30/11/2011 
 
30/11/2011 
 
 
30/11/2011 
 
 
30/11/2011 
 
 
 
30/11/2011 
 
 
 
Achieved 

 
10. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The new restraint assessments and risk management processes had not been 
implemented for all residents who used bedrails, and the policy on restraint 
management had not been updated to include guidelines on the new processes.  
 
There were no procedures or assessment tools for wound management. 
 
Action required: 
 
Provide a high standard of evidence based nursing practice. 
 
Reference: 

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 13: Healthcare 
Standard 18: Routines and Expectations 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We will implement the new restraints assessment and risk 
management processes for all residents who used bedrails 
 
Procedures and assessment tools for wound management are 
currently under review by the management and nursing staff, to 
reflect the current work practises. Our new procedures and 
assessment tools will be available for roll out to staff. This roll out 
will take place over a two-week period to all nursing staff. 
 

 
 
15/11/2011 
 
 
15/11/2011 

 
Outcome 8: End of life care 

11. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The end of life policy had not been adapted to reflect practices in the centre and did 
not provide sufficient guidance to direct staff practices.  
 
Action required:  
 
Put in place written operational policies and protocols for end of life care. 
 
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: 
 
We are currently reviewing this policy document. We will re-write 
the end of life care policy to reflect the operational practises at the 
centre. 
 

 
 
30/11/2011 

 
Outcome 9: Food and nutrition  

12. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Residents were not provided with sufficient choice at mealtimes. 
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Action required:  
 
Provide each resident with food that is varied and offers choice at each mealtime. 
 
Reference: 

Health Act, 2007 
Regulation 20: Food and nutrition 
Standard 19: Meals and Mealtimes   

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

Timescale: 
 

Provider’s response: 
 
We have re-written the menu to reflect our current practice of 
offering choice at mealtimes. The menu has been created to reflect 
the like and dislikes of the current residents. Knowledge of 
residents meal preferences have come about through 1-1 talks, 
care staff advocating for resident, resident committee discussions.  
 
We will have monthly meetings with kitchen staff to ensure they 
have access to information on resident nutritional care needs and 
to promote change in menu and choice. 
 
Second helpings of meat/vegetable will be provided to residents on 
hot silver service trays, to residents five minutes after their meal 
has been served. 
 
Menus will be provided on all tables. Kitchen staff will speak with 
each resident prior to mealtimes to ask their choice on the day. 
Meal choice cards for kitchen staff will be printed. 
  

 
 
Achieved 
 
 
 
 
 
22/10/2011 
 
 
 
Achieved 
 
 
 
22/10/2011 

 
Outcome 10: Contract for the provision of services 

13. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The contracts of care did not reflect the charges and services specific to the centre 
and not all residents had a signed contract of care. 
Action required:  
 
Agree a contract with each resident within one month of admission to the designated 
centre.  
 
Action required:  
 
Ensure each resident’s contract deals with the care and welfare of the resident in the 
designated centre and includes details of the services to be provided for that resident 
and the fees to be charged. 
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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: 
 
We propose to agree a contract with each resident within one 
month of admission to the designated, and include as part of 
admissions process. 
 
We will source and re -issue a new copy of contract to each 
resident, which will deals with the care and welfare of the resident 
in the designated centre and includes details of the services to be 
provided for that resident and the fees to be charged. We plan to 
meet with resident and families to agree these changes. This roll 
out will take place over a three week period to allow for individual 
meetings with residents and their families. 
 

 
 
15/11/2011 
 
 
 
15/11/2011 

 
Outcome 12: Residents’ clothing and personal property and possessions 

14. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Residents’ property lists were incomplete and none were signed by the resident or 
their representative. 
 
Sufficient arrangements were not in place to protect residents’ clothing in the laundry 
process. 
 
Action required:  
 
Maintain an up-to-date record of each resident’s personal property that is signed by 
the resident. 
 
Action required:  
 
Provide adequate facilities for each resident to appropriately store, maintain and use 
his/her own clothes. 
 
Reference: 

Health Act, 2007 
Regulation 13: Clothing 
Regulation 7: Residents’ Personal Property and Possessions 
Standard 4: Privacy and Dignity 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We will create and maintain an up to date record of each resident’s 
personal property that is signed by the resident. We will assign a 
care staff to each resident to spend time with the resident in going 
through the wardrobe and belongings for recording. 
 
We are currently reviewing the laundry facilities and systems and 
will have an action plan in place. 
 

 
 
30/11/2011 
 
 
 
 
30/11/2011 

 
Outcome 14: Suitable staffing 

15. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The recruitment selection and vetting of staff policy was general and did not reflect 
the recruitment practices in the centre.  

 
There were significant gaps in the documentation in the staff files. 
 
Action required:  
 
Put in place written policies and procedures relating to the recruitment, selection and 
vetting of staff. 
 
Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory information 
and documents specified in Schedule 2 of the Regulations have been obtained in 
respect of each person. 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
We will re-write the policies and procedures relating to the 
recruitment, selection and vetting of staff, to reflect the 
recruitment practises in the centre. 
 

 
 
30/11/2011 
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We have asked all staff for the information required by them. We 
are currently seeking advice from our HR company in order to 
advise staff about their legal requirements. 
  
We will include procedures in the recruitment policy to ensure no 
staff member is employed unless the person is fit to work at the 
designated centre and full and satisfactory information and 
documents specified in Schedule 2 have been obtained in respect 
of each person previous to their employment at the centre. 
 

30/11/2011 
 
 
 
30/11/2011 

 
Outcome 15: Safe and suitable premises 

16. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There were insufficient thermostatic control measures and the temperature of the hot 
water posed a risk of scalding to residents. 
 
The space in the laundry area was limited and there was not enough space for the 
segregation of clean and soiled laundry.  
 
Screening curtains in shared bedrooms did not extend fully around the beds of 
residents and this compromised the privacy of those residents. 
 
Bedroom sizes did not meet the requirements of the Standards, and at least one twin 
bedroom did not have adequate shared space to meet residents’ needs. 
 
Action required:  
 
Provide sufficient numbers of wash-basins, showers and baths 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:  
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents.   
 
Action required:  
 
Provide adequate private accommodation for residents. 
 
Reference: 

Health Act, 2007 
Regulation 19: Premises 
Standard 25: Physical Environment 
Standard 28: Purpose and Function  
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We have provided sufficient numbers of wash-basins, showers and 
baths fitted with a hot and cold water supply, which incorporates 
thermostatic anti-scalding protection, at appropriate places in the 
premises. 
 
We will ensure the physical design and layout of the premises 
meets the needs of each resident, having regard to the number 
and needs of the residents and in keeping with the legal 
requirements.   
 
We will provide adequate private accommodation for residents, by 
ensuring all screening curtains in shared bedrooms fully extend 
around the beds of residents. 
  
The laundry facilities are under review and we will have an action 
plan in place. 
 

 
 
Achieved 
 
 
 
 
31/12/2013 
 
 
 
 
31/10/2011 
 
 
 
30/11/2011 

 
Outcome 16: Records and documentation to be kept at a designated centre 

17. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Records were not maintained in a manner to ensure completeness and ease of 
retrieval. 
 
The Residents’ Guide did not contain all of the required information. 
 
All of the required policies and procedures had not been put in place and 
implemented. Many policies and procedures were generic and did not reflect the 
requirements of the centre. 
 
The directory of residents did not contain all of the required information. 
 
Action required:  
 
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) in a manner so to ensure completeness, accuracy and 
ease of retrieval. 
 
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 
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most recent inspection report; a summary of the complaints procedure provided for in 
Regulation 39; and the address and telephone number of the Chief Inspector. 
 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5 of the 
Regulations. 
 
Action required: 
 
Ensure that the directory of residents includes the information specified in Schedule 3 
paragraph (3) 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 22: Maintenance of Records 
Regulation 27: Operating Policies and Procedures 
Regulation 21: Provision of Information to Residents 
Regulation 23: Directory of Residents 
Standard 1: Information  
Standard 29: Management Systems 
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 will maintain the records listed under Schedule 3 (records in 
relation to residents) and Schedule 4 (general records) in a manner 
so to ensure completeness, accuracy and ease of retrieval. 
 
2.We will reproduce a Residents’ 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 
 the address and telephone number of the Chief Inspector. 

 
We will customise the generic policies listed in Schedule 5, that we 
currently have in place, to reflect the operational procedures of the 
Tower Nursing Home. We have begun this process in consultation 
with all directors and Nursing Staff. This process will take a three 

 
 
2011 
 
 
 
30/11/2011 
 
 
 
 
 
 
 
 
 
 
 
31/01/2012 
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month period to the volume of consultation needed.  
 
We will ensure that the Directory of Residents includes the 
information specified in Schedule 3 paragraph (3) of the Health Act 
2007 (Care and Welfare of Residents in Designated Centres for 
Older People) Regulations 2009 as amended. 
 

 
 
Achieved 

 
Outcome 17: Notification of incidents 

18. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The required notifications were not being submitted to the Authority. 
 
Action required:  
 
Provide a written report to the Chief Inspector at the end of each quarter of the 
occurrence in the designated centre any incident that the Chief Inspector may 
prescribe. 
 
Reference: 

Health Act, 2007 
Regulation 36: Notification of Incidents 
Standard 29: Management Systems 
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: 
 
We will provide a written report to the Chief Inspector at the end 
of each quarter of the occurrence in the designated centre, of any 
incident that the Chief Inspector may prescribe. 
 

 
 
30/10/2011 
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Any comments the provider may wish to make: 
 
 
Provider’s response:   
 
We are continually documenting policy to reflect the practises which already exist 
within the centre and we endeavour to review and upgrade practises where it is 
deemed necessary. 
 
Following the inspection, Eileen has begun to study the regulations in a more in-
depth way in order to fully meet the requirements of her role as person in charge. 
She is meeting with the ADON and an administration manager on a monthly basis, to 
assist her to meet these legal responsibilities and to enable her to confirm her roles 
and responsibilities.  
 
I hope that our action plan is satisfactory and coherent, and if there is any clarity 
needed, I will respond immediately. 
 
Provider’s name: Clondalkin Nursing Home 
Date: 17 October 2011 
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	Achieved
	All staff will attend a staff meeting, where we will present a PowerPoint presentation on risk management and risk assessments.

