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

 
 
 
Centre name: 

 
St John’s House of Rest 

 
Centre ID: 

 
0101 
 
202 Merrion Road Centre address: 

  
Dublin 4 

 
Telephone number: 

 
01 269 2213 

 
Fax number: 

 
01 260 4552 

 
Email address: 

 
admin@stjohnshouse.ie 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
The Trustees of St John’s House 

 
Person in charge: 

 
Aileen Eagan 

 
Date of inspection: 

 
13 July 2011 

 
Time inspection took place: 

 
Start: 10:30 hrs         Completion: 17:30 hrs  

 
Lead inspector: 

 
Finbarr Colfer 

 
Support inspector: 

 
N/A 

Type of inspection:  Announced                          Unannounced 

Purpose of this inspection 
visit: 

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

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

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

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

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

Description of services and premises 

 
St. John’s House of Rest is a two-storey Victorian building which has 50 residential 
places. It has 13 single bed rooms, 11 twin bed rooms, one three-bedded room and 
three four-bedded rooms. There are two day rooms on the ground floor, a 
conservatory, a chapel, two visitors’ rooms and a dining room. There is a large 
garden area at the back and an enclosed patio area to the front, which is accessible 
by a ramp from the conservatory. There were 40 residents on the day of inspection. 
On the ground floor, there are three shower rooms and six toilets. Upstairs is one 
assisted bathroom, three showers and four toilets. All are wheelchair accessible with 
the exception of one toilet on the upstairs level. A lift is available to access the upper 
floor. Adequate parking is available on site for visitors.  
  
Residents at St. John’s House of Rest originate from several countries including the 
UK, USA, Austria and Ireland and many do not have any living relatives in Ireland. 
St. John’s House forms part of the Sheltered Housing Division of Protestant Aid, a 
registered charity which includes the Brabazon trust.  
 

Location 

 
St. John’s House of Rest is located on a main road directly across from St Vincent’s 
Hospital, in Dublin and within a brief walk of the Merrion Shopping Centre. It is 
accessible to and from the city centre by bus and is a short walk from Sydney Parade 
Dart station.  
 

 
Date centre was first established: 

 
circa 1870s 

 
Number of residents on the date of inspection: 

 
39 + 1 in hospital* 

 
Number of vacancies on the date of inspection: 

 
10 

 
 

Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
14 

 
8 

 
8 

 
10 

 
* dependency levels include resident in hospital 
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Management structure 
 
The Providers are the trustees of St. John’s House and they have a Committee of 
Management. The Chairperson is Ivor Moloney and he is the nominated contact 
person for the Provider. The Sheltered Housing Manager is Bryan Burdett and he 
reports to the Chairperson. Aileen Egan is the Person in Charge and she reports to 
the trustees of St. John’s and is supported by the Sheltered Housing Manager. There 
is one Clinical Nurse Manager (CNM1) who acts as the Assistant Director of Nursing 
and she reports to the Person in Charge. Staff nurses and care assistants report to 
the Clinical Nurse Manager (CNM). The Administrator, cleaning and maintenance 
staff all report to the Person in Charge. The catering service is now provided by an 
external agency. 
 
 

Staff 
designation 

Person 
in 
Charge

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on 
duty on 
day of 
inspection 

1 3 in am 
 
2 in pm 

7 in am 
 
5 in pm 

1 Chef 
 
2 Catering 
Assistants*

2 0 3** 

 
*Employees of catering contractors 
**Assistant Director of Nursing, Activities Worker and Maintenance Worker 
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Background  
 
This follow up inspection is the fourth inspection of this centre by the Health 
Information and Quality Authority (the Authority) and the reports for the other 
inspections can be found on www.hiqa.ie. 
 
The centre had a registration inspection on 14 and 15 December 2010. The 
registration process for the centre was delayed because the provider was unable to 
submit a letter from a competent person stating that the centre was in substantial 
compliance with the statutory fire and building control regulations. Initially, the 
provider submitted a plan to undertake building works to ensure compliance with 
these Regulations. The Authority found that the timeframe for completion was 
excessive given the risk to the safety of residents through non-compliance. The 
provider reviewed the timescale and agreed to a completion date of October 2011. 
Following completion of these works, the provider intends to submit the required 
letter from a competent person confirming substantial compliance. 
 
Other areas of non compliance with the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
were identified during the registration inspection and this inspection focussed on 
progress on the action plan that had been submitted by the provider following the 
previous inspection. 
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Summary of findings from this inspection  
 
 
In general, the inspector found that the provider and person in charge had made 
substantial progress on the actions contained at the end of previous report. Eight of 
the actions had been completed including those relating to staffing levels and skill-
mix, fire training for staff and provision of meaningful recreation for more dependent 
residents. Six actions had been partially completed but required further improvement 
and these included care planning, restraint management and risk management. The 
inspector found that three actions had not been addressed adequately and these 
were medication management, putting operational policies in place and consultation 
with residents or their representatives.  
 
These items are discussed in the body of the report and outstanding non compliance 
issues are included in the Action Plan at the end of the report. 
 
Additional issues identified on inspection 
 
Premises 
The inspector found that all residents did not have access to a suitable and safe 
outdoor area. The exit doors to the garden were kept secure. While there were nicely 
landscaped gardens and patio area, they were not secure and could not be safely 
accessed by all residents, including those with dementia without supervision.  
 
There were four bedrooms which had occupancy of more than two residents. The 
rooms had sufficient space for the current residents and there were screening 
curtains around beds to promote privacy. However, the rooms did not meet the 
requirements of the Standards and the person in charge was aware of the timeframe 
to meet these requirements by July 2015. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Page 6 of 23 



Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Ensure that the numbers and skill-mix of staff are appropriate to the assessed needs 
of residents, and the size and layout of the designated centre. 
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
 
 
This action had been completed. 
 
The person in charge provided the inspector with the current staff roster which 
confirmed that an additional staff member had been rostered from 2.00 pm to 11.00 
pm each day to meet the needs of residents. The inspector found that there were 
sufficient staff on duty during the day of the inspection. The inspector spoke with 
staff and residents who confirmed that staff were available in sufficient numbers to 
respond to the needs of residents during the day and at night time. 
 
The assistant director of nursing showed the inspector the documented dependency 
levels of residents. She said that this was reviewed on a regular basis and was used 
in conjunction with the professional judgement of the director of nursing to 
determine staffing levels. She said that the position of assistant director of nursing 
was additional to the core nursing complement and that if there was an urgent need, 
she was available to assist with nursing care. 
 
2. Action required from previous inspection:  
 
Provide a suitable assessment and care plan to reflect this resident’s palliative and 
pressure sore care needs and ensure that this resident’s care plan is kept under 
formal view as required by the resident’s changing needs or circumstances and no 
less frequent than at three-monthly intervals. 
 
Keep each resident’s care plan under formal view as required by the resident’s 
changing needs or circumstances and no less frequent than at three-monthly 
intervals. 
 
Provide a high standard of evidence based nursing practice. 
 
Ensure that all residents or their nominated representative are involved in the care 
planning process.  
 
 
This action had been partially completed. 
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The person in charge had submitted a care plan to the Authority on the palliative 
care needs of the resident identified at the previous inspection and stated that a 
specific care plan would be developed for each person when required. There were no 
residents receiving palliative care or end-of-life care during this inspection. The 
inspector reviewed the new end-of-life care policy in the centre. The policy included 
a section on palliative care. However, the policy had been developed by an external 
group and had not been adapted to reflect the practices in the centre. For example, 
the assistant director of nursing informed the inspector that the local palliative care 
team provided services to residents when referrals were made through the general 
practitioner (GP). This information was not included in the policy. 
 
A new computer based care planning process had been introduced and nurses had 
been provided with training on the use of the new system. The inspector reviewed 
the care plans of a sample of residents. The care plans were detailed, informative 
and based on validated assessment tools. They provided clear guidelines to staff on 
interventions. The daily notes provided relevant on-going information. However, the 
care plans had not been developed and agreed with the residents or their 
representatives. There was no evidence that residents had been consulted about 
their care plans or were involved in the reviews of their care plans. The assistant 
director of nursing stated that the initial focus was to ensure that the care plans 
were implemented properly and that staff received relevant training.  
 
As part of the examination of care plans, the inspector reviewed the management of 
pressure ulcers and wounds and found evidence of good practice. Nurses were using 
a validated skin integrity assessment tool. Two residents had wound management 
care plans and the inspector reviewed these. The plans provided daily records of the 
interventions and detailed weekly assessment of the wound, including periodic 
photographs of the wound. The GP notes recorded regular review of the wounds and 
there were also notes of appointments with skin care specialists in the hospital. 
 
3. Action required from previous inspection:  
 
Provide a suitable assessment and care plan to reflect this resident’s high risk of falls  
and ensure that this resident’s care plan is kept under formal view as required by the 
resident’s changing needs or circumstances and no less frequent than at three-
monthly intervals. 
 
 
This action had been partially completed. 
 
A suitable assessment and care plan had been developed for the resident identified 
on the previous inspection. The inspector reviewed the assessment and care 
planning for a sample of residents. Residents were being assessed regularly. Care 
plans included specific interventions to prevent falls. The assistant director of nursing 
showed the inspector monthly reviews and six-monthly audits of falls. These included 
detailed information on times of falls, outcomes and actions taken. 
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The inspector reviewed the response to two residents who had fallen and required 
medical attention prior to the inspection. The inspector found that the care needs of 
the residents had been responded to in a timely manner. Also, the person in charge 
had notified the chief inspector promptly, as required. One of the residents had 
recently returned to the centre. Staff were able to tell the inspector about 
precautions in place to care for the resident and prevent further falls. However, this 
had not been documented in the resident’s care plan. 
 
4. Action required from previous inspection:  
 
Provide a suitable fire cert stating full compliance with all fire safety Regulations.  
 
Provide suitable training for staff in fire prevention.  
 
 
This action had partially completed. 
 
The provider stated that the registration requirement to submit a letter to the 
Authority by a competent person of substantial compliance with the statutory fire 
and building control regulations would be complied with once building works were 
completed. The planned completion date for these works was October 2011. The 
inspector confirmed that this work was being undertaken and saw contractors doing 
some of these works during the inspection. 
 
The assistant director of nursing showed the inspector records of fire training that 
had been provided to all staff by an external contractor during April and May 2011. 
Certificates confirming training had not yet been received but the inspector viewed a 
sign off sheet that staff had completed to confirm their attendance at the training 
and also an invoice from the external contractor confirming that the training had 
been provided. Staff were able to tell the inspector about the fire training and what 
they would do in the event of a fire. 
 
5. Action required from previous inspection:  
 
Arrange suitable seating assessments for all residents to be carried out by a suitably 
qualified occupational therapist.  
 
 
This action had been substantially completed. 
 
The inspector reviewed the resident files for a sample of residents who used 
specialist seating. The files contained documentation confirming that an occupational 
therapist (OT) had assessed the residents seating requirements, and that changes 
had been made based on the recommendations of the OT. For example, one of the 
residents required different footplates on her chair and these had been ordered. 
 
However, the inspector found that some of the recommendations of the OT had not 
been included in the care plans of residents. 
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6. Action required from previous inspection:  
 
Carry out a review of the use of bedrails for all residents.  
 
Implement a suitable assessment and care plan for the use of bedrails for each 
individual resident.  
 
Ensure that there is a policy and procedure in place for the ongoing review of 
bedrails and that maintenance checks are regularly carried out on bedrails.  
 
 
Substantial progress had been made on the assessment and care planning for the 
use of bedrails, but further improvements were required. 
 
Nurses used a validated assessment tool for residents who used bedrails. The 
assessment included consideration of specific risks associated with the use of the 
restraint measure in relation to each resident. The care plans and assessments were 
reviewed regularly and the reviews were documented. 
 
However, the assessments did not include information on any alternatives that had 
been considered, as set out in the centre’s own policy. The inspector discussed this 
with a staff nurse who gave details of alternatives that had been considered and 
tried with residents, but this information had not been documented. In addition, 
some of the information in the risk assessments had not been incorporated into the 
care plans, which meant that staff did not have clear guidelines on the use of the 
restraint. For example, one resident required the use of bumper cushions. The 
assessment included information on the risk identified and the reasons for the use of 
bumper cushions. However, this information was not included in the care plan. 
 
7. Action required from previous inspection:  
 
Provide a review of this electrical socket by a suitably qualified electrician. 
 
 
The provider had submitted a letter from a qualified electrician to confirm that the 
electrical socket identified on inspection was not overloaded.  
 
8. Action required from previous inspection:  
 
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. 
 
Ensure that there is suitable and appropriate liaison with the pharmacist regarding 
the administration of crushed medicines.  
 
 
This action had not been completed. 
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The assistant director of nursing stated that the medication management processes 
were being reviewed and that a planning meeting with the pharmacist had taken 
place three weeks previously. She stated that the new process would be incorporated 
into the new computer based care planning system and address all of the deficits 
previously identified.  
 
In the interim, the pharmacist had undertaken an audit of the medication 
management process. Alternative liquid medications to those that were formerly 
crushed had been recommended by the pharmacist and prescribed by the GP. 
However, some medications continued to be crushed and were not individually 
prescribed as such by the GP. Medication administration charts continued to have a 
general note from the GP saying that medications should be crushed. 
 
9. Action required from previous inspection:  
 
Provide a suitable updated safety statement.  
 
 
The inspector viewed the safety statement and found that it had been reviewed and 
updated following the previous inspection in December 2010.  
 
10.  Action required from previous inspection:  
 
Review the risk management policy and ensure that it covers all areas identified in 
the Regulations. 
 
Review all operating policies to ensure that the name of the centre is clearly 
referenced. 
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward 
incidents or adverse events involving residents. 
 
Review the restraint policy and ensure that staff are provided with clear guidance to 
inform best practice.  
 
 
This action had not been completed. 
 
The inspector reviewed the risk management policy which was included with the 
health and safety statement and found that it required improvements. Some 
requirements of the Regulations, such as the policy on a resident absent without 
leave were included in the general policies folder. The risk management policy did 
not contain all of the specific items required in the Regulations such as a policy on 
self-harm. 
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The policy did include risk assessments for the environment and work practices. In 
addition, the provider had established a Health and Safety Committee. The inspector 
reviewed the minutes of these meetings and noted that they met every second 
month, identified risks and actions to be taken to manage these risks. 
 
The inspector reviewed the operating policies of the centre and found that while the 
policies contained useful information relating to the areas covered, they had been 
obtained from an external agency, they were generic and they had not been adapted 
to provide guidance to staff on work practices in the centre. 
 
The assistant director of nursing stated that staff were required to read and 
familiarise themselves with up to three policies a week and to sign to confirm that 
they had done this. The inspector reviewed the sign off sheets for a sample of 
policies and found that only nursing staff had been required to read and sign for 
them. 
 
The inspector reviewed the restraint policy and found that while it provided useful 
information on the management of restraint, it had not been adapted to reflect work 
practices in the centre and did not provide staff with adequate direction on the 
management of restraint in the centre. 
 
11.  Action required from previous inspection:  
 
Ensure that all staff are vetted appropriate to their role and level of involvement in 
the designated centre.  
 
Maintain, in a safe and accessible place, a record of the name, date of birth and 
details of position and dates of employment at the designated centre of each 
member of the nursing and ancillary staff.  
 
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. 
 
 
This action had been completed. 
 
The inspector reviewed a sample of staff files and found that they contained the 
items required in Schedule 2 of the Regulations.  
 
On the previous inspection, the files of some catering staff did not contain all of the 
required documentation to indicate that they were fit to work in the centre. Since 
then, the provider had obtained the services of external catering contractors. The 
inspector spoke with the chef who stated that staff working in the kitchen were 
required to meet the requirements of Schedule 2 of the Regulations. The inspector 
reviewed a sample of the kitchen staff files and confirmed that the required 
documentation including Garda Síochána vetting had been included. The recruitment 
policy of the catering contractor also reflected the requirements of the Regulations. 
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12.  Action required from previous inspection:  
 
There was limited meaningful recreation for residents with dementia.  
 
Provide sufficient meaningful recreation for residents with dementia. 
 
 
This action had been completed. 
 
The inspector observed activities during the inspection, interviewed one of the 
activities workers and reviewed residents’ records. 
 
During the inspection, the inspector found that there was a very sociable 
atmosphere, with residents facilitated and encouraged to socialise with each other. 
Also, staff were observed engaging with residents and chatting with them throughout 
the inspection. 
 
When the inspector arrived to carry out this unannounced inspection, many of the 
residents were in the garden enjoying the warm weather and others were in the 
conservatory overlooking the garden. The activities worker was assisting residents to 
undertake a variety of activities. Some residents were listening to the radio, others 
were painting and others were doing word puzzles.  
 
The activities worker told the inspector about the regular Sonas programme sessions 
which used activities based on the five senses to stimulate and promote 
communication with residents. The inspector found that the activities worker and 
other staff were conscious of residents who had cognitive impairment or other 
communications difficulties and included them in activities. They also spent time 
engaging with residents who chose not to participate in group activities and there 
were a range of social options available to these residents such as hand massage 
and music. 
 
The inspector reviewed the social care plans for three residents, including two who 
had a cognitive impairment. The inspector found that the plans were written in a 
respectful way, referring to the resident by his/her preferred name and including 
information on each resident’s interests prior to coming to live in the centre. There 
was also a record of the various activities that had been suggested or tried with the 
resident. The documentation indicated that when a resident tired of activities, others 
were suggested and tried.  
 
The activities worker told the inspector about how she used her training to enhance 
the quality of life for residents and described the recent updated training on the 
Sonas programme that she had undertaken. 
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13.  Action required from previous inspection:  
 
Provide appropriate assistance to residents who, due to infirmity or other causes, 
require assistance with eating and drinking. 
 
 
This action had been completed. 
 
The inspector observed residents during lunch. Since the previous inspection, some 
residents who required additional assistance at meal times now had their meals in 
the conservatory. The inspector observed staff assisting these residents in a 
respectful way, sitting with them and chatting to them as they provided assistance. 
 
Even though the dining room was full during lunch and very busy, the inspector saw 
staff offering assistance to residents and providing it discreetly and respectfully. 
 
14.  Action required from previous inspection:  
 
Put in place arrangements to facilitate residents’ consultation and participation in the 
organisation of the designated centre. 
 
 
This action had not been completed. 
 
The assistant director of nursing told the inspector that there were informal 
arrangements for residents to express their views on the running of the centre. She 
stated that the activities workers sometimes brought the views of residents to the 
person in charge. She also referred to a suggestion box available to residents but 
acknowledged that it was not used, and therefore was not an effective way of 
consulting with residents  
 
There was no evidence that residents had been consulted with or facilitated to 
participate in the organisation of the centre. The provider had spoken about the 
challenges of including residents with high dependency in a consultation process but 
there was no evidence that there had been any research into best practice or of any 
attempts to use established models for achieving this. 
 
15.  Action required from previous inspection:  
 
Compile a statement of purpose that consists of all matters listed in Schedule 1 of 
the Regulations. Keep the statement of purpose under review. 
 
 
This action had been partially completed. 
 
The statement of purpose had been reviewed since the last inspection and contained 
much of the required information. However, all of the information required by the 
Regulations was not included such as arrangements for emergency admissions, 
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experience of the provider and person in charge and arrangements for consultation 
with residents. 
 
16.  Action required from previous inspection:  
 
Produce a resident’s guide which includes: 

 a summary of the statement of purpose 
 the terms and conditions in respect of accommodation to be provided for 

residents 
 a standard form of contract for the provision of services and facilities to 

residents 
 the most recent inspection report 
 a summary of the complaints procedure provided for in Regulation 39 
 the address and telephone number of the Chief Inspector. 

 
Keep the Residents’ Guide under review.  
 
 
This action had been partially completed. 
 
The Residents’ Guide had also been reviewed since the last inspection. However, it 
did not contain a copy of the most recent inspection report, and a copy of the report 
was not freely available to residents and their representatives. Instead, the 
Residents’ Guide informed the reader that a copy of the report had to be requested 
from the administration office or could be accessed on the Authority’s website. 
 
17.  Action required from previous inspection:  
 
Some residents sharing twin bedrooms did not have access to a television in their 
bedrooms.  
 
Put arrangements in place for each resident to access television in their bedrooms.  
 
 
This action had been completed.  
 
The provider had recognised the difficulties of residents viewing television in shared 
bedrooms and had instead provided a choice of locations for residents to view 
televisions with a television in the day room, the visitors’ room and the small sitting 
room. 
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Report compiled by: 
 
Finbarr Colfer 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
5 July 2011  
 

Chronology of previous HIQA inspections 
Date of previous inspection: Type of inspection: 

 
 
3 and 4 November 2009 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
5 March 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
14 and 15 December 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 

 
 

Provider’s response to inspection report ∗ 
 

 
Centre: 

 
St John’s House of Rest 

 
Centre ID: 

 
0101 

 
Date of inspection: 

 
13 July 2011  

 
Date of response: 

 
23 August 2011 

 
Requirements 
 
These requirements set out what the registered provider must do to meet the Health 
Act, 2007, the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 (as amended) and the National Quality Standards 
for Residential Care Settings for Older People in Ireland. 
 
1. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Some medications continued to be crushed and were not individually prescribed as 
such by the GP. 
 
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 25: Medical Records 
Standard 14: Medication Management 
Standard 15: Medication Monitoring and Review 

                                                 
∗ 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:  
 
Our pharmacy checks all our drug kardexes on a monthly basis 
and is also informed which of the residents need their medicines 
crushed. All of our 12 GPs prescribe every medicine individually 
and sign them accordingly on the drug kardex. The GP reviews 
the resident’s medication on every visit and they are made aware 
of the need for certain medications to be crushed. Monthly 
meetings with our pharmacist are held and any issues are 
discussed. We have consulted with our pharmacy and we will 
inform our GPs that it will be necessary to initial each medication. 
 

 
 
Completed 
 

 
2. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
Care plans had not been updated in a timely way to reflect changing needs.  
 
All of the assessed needs of residents had not been incorporated into their care plans 
such as OT assessments and assessments for the use of restraint.  
 
The care plans had not been agreed with the residents or their representatives, and 
were not available to them. 
 
Action required:  
 
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. 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Action required:  
 
Make each resident’s care plan available to each resident. 
 
Action required:  
 
Revise each resident’s care plan, after consultation with him/her. 
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Reference:  
Health Act, 2007 

                   Regulation 8: Assessment and Care Plan 
                   Standard 10: Assessment 
                   Standard 11: The Resident’s Care Plan 

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

Timescale: 
 

Provider’s response: 
 
All of our care plans have a formal review on a three-monthly 
basis. Daily changes are noted as they occur. A record of reviews 
by management will be maintained. 
 
A summary of the care plan will be in printed form and will be 
available for the benefit of both residents and their relatives. 
More detailed information can be made available as required. 
 
The resident care plan is initially developed by the nursing staff 
and involves the resident and/or their family. However, when a 
resident is cognitively impaired and it impossible for them to be 
involved in their Activity of Daily Living (ADL’s) we endeavour to 
enlist the assistance of their family/relatives for addition 
information. We make sure that relatives and friends are updated 
about their relative’s well-being on every visit to the nursing 
home or by telephone or immediately if the occasion warrants. 
 
Any concerns from family members are dealt with immediately. 
 

 
 
Completed 
 
 
 
12/10/2011 
 

 
3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The risk management policy did not contain all of the specific items required in the 
Regulations. 
 
Action required:  
 
Ensure that the risk management policy covers the precautions in place to control 
the following specified risks: the unexplained absence of a resident; assault; 
accidental injury to residents or staff; aggression and violence; and self-harm.  
 
Reference:  

Health Act, 2007 
Regulation 31: Risk Management Procedures 
Standard 26: Health and Safety  
Standard 29: Management Systems  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The policy for self harm and unexplained absence are detailed in 
the policy documents and have been forwarded to the Authority. 
The policies on assault, accidental injury to residents and staff, 
and aggression and violence are detailed in the St john’s Health 
and Safety Statement. 
 

 
 
Completed 
 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The operating policies of the centre had not been put in place as they were generic 
and they had not been adapted to provide guidance to staff on work practices in the 
centre. 
 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5 of the 
Regulations. 
 
Reference:  

Health Act, 2007 
Regulation 27: Operating Policies and Procedures 
Standard 29: Management Systems 
 

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

Timescale: 
 

Provider’s response: 
 
The policy and procedures used by St John’s have been compiled 
and are in accordance with best practices and standards. They 
will continue to be customised on an ongoing basis to incorporate 
the requirements of the centre for the safe management of each 
individual resident and staff. 
 

 
 
Completed 
 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no evidence that residents had been consulted with or facilitated to 
participate in the organisation of the centre. 
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Action required:  
 
Put in place arrangements to facilitate residents’ consultation and participation in the 
organisation of the designated centre. 
 
Reference:  

Health Act, 2007 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Standard 2: Consultation and Participation 

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

Timescale: 
 

Provider’s response: 
 
We have set up a residents/family committee with our first 
meeting on 3 October 2011.  
 

 
 
Completed 

 
6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The inspector found that all residents did not have access to a suitable and safe 
outdoor area. 
 
Action required:  
 
Provide and maintain external grounds which are suitable for, and safe for use by 
residents. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
Regarding the unavailability of free and safe access by our 
cognitively impaired residents to all areas of the grounds please 
note that such residents have access under supervision to a 
designated area in the front of the conservatory. Due to the 
variety of diagnoses of our residents we would not be fulfilling 
our duty of care by allowing our exits to remain unlocked. Due to 
the structure and the location of our building beside a very busy 
main road we have to consider the safety of all our residents but 
specifically our cognitively impaired residents. This is our priority 

 
 
Completed 

Page 21 of 23 



at all times. Future developments will give consideration to a fully 
secure and safe area. Our independent residents are allowed to 
access all areas of the grounds at any time. 
 
 
7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
All of the information required by the Regulations was not included in the statement 
of purpose. 
 
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 
 

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 updated to 
meet Regulation 5 and Standard 28. 
 

 
 
Completed 

 
8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The Residents’ Guide did not contain a copy of the most recent inspection report. 
 
Action required:  
 
Produce a resident’s guide which includes a summary of the statement of purpose; 
the terms and conditions in respect of accommodation to be provided for residents; a 
standard form of contract for the provision of services and facilities to residents; the 
most recent inspection report; a summary of the complaints procedure provided for 
in Regulation 39; and the address and telephone number of the Chief Inspector. 
 
Reference:  

Health Act, 2007 
Regulation 21: Provision of Information to Residents 
Standard 1: Information  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The residents guide has been reviewed and updated to meet the 
requirements of Regulations 21 and Standard 1. 
 

 
 
Completed 

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

Consider developing a plan to meet the maximum bedroom 
occupancy levels by July 2015, as required in the Standards. 
 

Standard 25: 
Physical 
Environment 
 
 

Provider’s response: 
 
The trustees are considering a plan to meet the maximum occupancy 
levels as required in Standard 25 by 2015 
 

 
 
 
 
Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
None 
 
 
Provider’s name: Bryan Burdett on behalf of the Trustees of St John’s House 
Date: 4 October 2011 
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