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Centre name: 

  
New Lodge Nursing Home 

 
Centre ID: 

 
0073 
 
C/O Bloomfield Care Centre 
 
Stocking Lane,  

Centre address: 
 

 
Rathfarnham, Dublin 16 

 
Telephone number: 

 
01 4950021 

 
Fax number: 

 
01 4951006 

 
Email address: 

 
ceo@bloomfield.ie 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Bloomfield Care Centre 

 
Person in charge: 

 
Sharon Hennessy 

 
Date of inspection: 

 
22 November 2011 

 
Time inspection took place: 

 
Start: 07:00 hrs       Completion: 21:00 hrs  

 
Lead inspector: 

 
Linda Moore 

 
Support inspector: 

 
Marian Delaney Hynes 

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 

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

Page 2 of 22 



About the centre 
 

Description of services and premises 

 
New Lodge Nursing Home, a designated centre with 36 places, located on the 
ground floor of the Bloomfield Care Centre. Bloomfield Care Centre is a separate 
mental health facility which is inspected by the Mental Health Commission. The 
Health Information and Quality Authority (the Authority) registers and inspects 
designated centres, which in this case is New Lodge Nursing Home. The centre 
provides care to dependant adults, mostly older people some of whom had a 
dementia related condition.  
 
There is a nurses’ station in the centre of the unit and three corridors lead from it. 
Bedroom accommodation consists of 32 single and two twin bedrooms, all of which 
have en suite toilet and shower facilities. 
 
Other facilities include two sitting rooms-cum-dining rooms, a kitchenette, a clinical 
room, and two assisted bathrooms, a hairdressing salon and a sluice room. 
Bloomfield Care Centre has a central laundry, which provides laundry services to 
New Lodge Nursing Home. There is access to a smoking room on the first floor.  
 
At the entrance to Bloomfield Care Centre, there is a bright spacious dining room 
and canteen which is used by the more independent residents, visitors and staff of 
both New Lodge Nursing Home and the Bloomfield Care Centre.  
 
There is an enclosed garden which can be accessed from the sitting room. 
 

Location 

 
New Lodge Nursing Home is located on the Bloomfield Care Centre site on Stocking 
Lane, approximately two miles from Rathfarnham Village in South County Dublin. 
 

 
Date centre was first established: 

 
9 September 2005 

 
Number of residents on the date of inspection: 

 
34 

 
Number of vacancies on the date of inspection: 

 
2 

 
 

Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
19 

 
1 

 
5 

 
9 
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Management structure 
 
The provider is Bloomfield Care Centre. Robert Haughton is the Chairperson of the 
Board. The CEO is the person responsible for the day-to-day running of the entire 
centre and reports directly to the board. Sile McManus, the CEO and nominated 
person to represent the provider, was no longer in post as her secondment had 
ended and Damien O’Dowd was subsequently appointed as CEO on 28 November 
2011. Roger Smith was the acting Chief Executive Officer (CEO) in the interim period. 
The Person in Charge, Sharon Hennessy is the Director of Nursing in Bloomfield and 
she reports to the CEO. She is supported by Nicola McConnell who is the Clinical 
Nurse Manager (CNM) and staff nurses all of whom report to the Person in Charge. 
The care assistants report to the staff nurses on duty on a day-to-day basis.  
 
Staff 
designation 

Person 
in 
Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on 
duty on day 
of 
inspection 

1 2 5 2 1 cleaner 
 

3 2* 

 
*Acting CEO and Clinical Nurse Manager 
 
One activity assistant in the day room from 8:00am to 7:00pm.  
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Background  
 
This was the sixth inspection carried out by the Authority.  
 
New Lodge Nursing Home was first inspected on 23 September 2009.  
A follow up inspection was carried out on 4 May 2010, significant areas for 
improvement were identified, including the assessment and care planning process, 
medication management and the dining experience for the more dependent 
residents. The person in charge took over in her role in October 2010.  
 
A further inspection was commenced as a registration inspection on the 1, 2, 3 
February 2011. However due to the significant risks to the safety of residents, the 
inspectors stopped the registration process and focussed specifically on five key 
areas. These were falls management, weight loss, fire safety, medication 
management and the management of restraint. The provider and person in charge 
submitted a response plan to the immediate actions and this was found to be 
comprehensive.  
 
A registration inspection took place on the 22 and 23 March 2011 and included the 
review of all serious issues found at the February 2011 inspection. The provider and 
person in charge provided evidence of improved management processes to ensure 
the delivery of services to residents in a consistent and safe manner. 
 
At a follow up inspection in June 2011, inspectors found the staff had worked as a 
team to address some of the areas identified at the previous inspection; however, 
there were some areas of concern that required immediate attention. The provider 
and person in charge submitted the response plan to the immediate actions within 
the specified timeframe. The inspectors found the response to be comprehensive and 
were satisfied with the proposed actions.  
 
An unannounced follow up inspection was carried out on 22 November 2011 to 
follow up on the actions from the previous inspection and review wound 
management.  
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Summary of findings from this inspection  
 
 
This was an unannounced inspection and the third inspection of this centre by the 
Health Information and Quality Authority’s (the Authority) Social Services 
Inspectorate (SSI) in 2011. The inspection was planned in response to notifications 
received by the Authority regarding pressure ulcers.  
 
The Authority requested relevant information from the person in charge on wound 
care and pressure ulcer prevention. The information provided by the person in 
charge had some deficits. An inspection was undertaken on the 22 November by two 
inspectors who focused on pressure ulcer prevention and wound management. They 
also followed up on the required actions of the previous inspection of 30 June 2011. 
 
Inspectors met with residents, relatives, and staff members during the inspection. 
They also observed practices and reviewed documentation such as care plans, 
medical records, policies and procedures and staff training records. 
 
Two actions from the previous inspection were completed and six were partially 
completed. Inspectors found the provider and person in charge had addressed some 
of the areas identified at the previous inspection, including the development of the 
emergency procedure and the plans to manage residents with weigh loss. Training 
had also been provided to the majority of staff on the safe management of residents 
with swallowing difficulties (dysphagia).  
 
Inspectors found that pressure sore prevention and wound care were inadequate and 
staff did not competently provide appropriate care. Medication management 
continued to be an issue of concern. The management of complaints did not support 
the welfare of residents. These issues raised concerns about the clinical governance 
of the centre and required an immediate response from the provider. The Authority 
met with the provider and the person in charge on 1 December 2011 to discuss the 
outcome of the inspection and the required service improvements. The person in 
charge presented an action plan in response to verbal feedback after the inspection 
which addressed some of the issues raised. The provider also undertook to develop a 
plan to support the person in charge and to put systems in place to support and 
improve clinical governance. He also agreed to submit updates on measures taken to 
address the failings identified in the medication audit report and to ensure that 
pressure relieving mattresses were set correctly to meet the needs of individual 
residents. 
 
A number of improvements were still required to comply with the requirements of 
the Regulations and the Standards and these are discussed throughout the body of 
the report. The area of care planning and the availability of policies to guide practice 
required particular attention.  
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Issues Covered On Inspection 
 
Pressure Ulcer Prevention and Wound care 
Inspectors had concerns about the number of pressure ulcers notified to the 
Authority and had requested that information in relation to wound care be submitted 
which was reviewed prior to the inspection. Inspectors reviewed nursing and medical 
records, the policy on “prevention and treatment of pressure ulcers”. Inspectors also 
interviewed the person in charge, the nurse manager, staff nurses and carers about 
practices in relation to pressure prevention and wound care.  
 
A pressure care policy was submitted to the Authority on 08 November 2011 as 
requested which was in draft format and was not available to staff. Staff said they 
did not have access to a wound care policy. The policy was reviewed by inspectors 
who noted it was not evidence based and would not guide the care to be delivered 
and if followed may have negative outcomes for residents.  
 
Records of seven residents were examined in detail. Records showed that residents 
had a pressure sore risk assessment completed and a wound care assessment was 
completed when a dressing was changed. Skin integrity sheets were completed each 
day for those at risk. However, inspectors noted that they did not accurately 
document the condition of the skin. For example, one resident’s skin integrity record 
stated that she had a blister on the inside of her leg and it was dry, when the 
resident actually had a grade two pressure sore. Inspectors noted that skin 
assessments were not appropriately completed. For example, there was no record of 
previous pressure ulcers this in any of these assessments.  
 
Residents were not appropriately assessed for pressure relieving devises and 
inspectors observed that while many residents used pressure relieving mattresses, 
the six mattresses that were examined were too hard because they were not set 
correctly. Instead of relieving pressure, as the mattress was intended to do, the 
increased pressure could contribute to the formation of a pressure ulcer.  
There was no policy or guideline to assist staff to use this equipment correctly. Staff 
said they never checked to see if the settings were appropriate to meet the individual 
resident’s needs.  
 
Inspectors had difficulty in ascertaining how many residents had pressure ulcers. The 
person in charge and CNM could not provide information about the number and 
grade of pressure sores in the centre. It became apparent during the inspection that 
two residents had a grade two pressure sore which the person in charge had not 
notified to the Authority as per the Regulations. These were subsequently submitted 
to the Authority on 23 November 2011.  
 
Two residents also had leg ulcers. A review of these residents’ files showed that only 
one resident had a care plan for wound care. This resident’s care plan stated “care 
as per regime”; however the regime was not documented. This may lead to 
inconsistent care for this resident and a poor outcome.  
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Overall residents had appropriate medical referrals. Records showed that one 
resident was referred to the vascular clinic to review a long standing leg ulcer. Most 
residents were reviewed regularly by the GP. However one resident had a grade two 
pressure ulcer and was not referred to the GP and residents and staff did not have 
the support of a specialist tissue viability nurse.  
 
Inspectors read the turning charts for residents and staff said they routinely turned 
residents at risk or those with pressure ulcers every two hours regardless of the 
resident’s specific needs. This practice did not promote a person centered approach 
and was not specified in a care plan.  
 
Nurses did not have the expertise in the area of wound care. A staff member said 
that one resident received a pressure sore due to incontinence wear being too tight. 
Other staff confirmed that this was the case. However, there was no evidence of 
learning from this incident and no care plan to prevent a recurrence of this incident. 
Inspectors read the policies and spoke to staff who said that there was no 
continence policy in place and inspectors noted that the continence assessments in 
use were not completed and did not focus on the promotion of continence.  
 
Complaints Management 
Inspectors found evidence of poor complaints management. The provider and the 
person in charge failed to appropriately manage complaints, complaints records 
showed that complaints were not appropriately investigated and recorded and the 
complainant’s satisfaction with the outcome of a complaint was not recorded. There 
was a complaints policy, which was publicly displayed in the unit. This was not being 
used to guide practice.  
 
 For example, two residents had complained about missing clothing and garments 
which had been damaged in the laundry. There was no evidence of a comprehensive 
investigation into these complaints. There was no evidence that measures were put 
in place to prevent a re-occurrence or to learn from complaints. A third complaint 
was raised about the use of inappropriate language by staff. The nurse manager did 
not address these issues to respect the privacy and dignity of the resident.  
Inspectors brought these matters to the attention of the person in charge and 
discussed them with the provider. 
 
Polices and Procedures 
The person in charge said that all polices required by the Regulations were being 
systematically introduced and being updated by her. The timeframe for completion of 
this project was December 2011. The person in charge said that all policies would be 
unit-specific, guide practice and meet the requirements of the Regulations. 
 
There were a number of policies in place and many of these had been revised since 
the previous inspection. However there was no process to ensure all staff had read 
and understood the policies or used them to guide practice. Inspectors found that 
staff were not familiar with the content of the polices. Staff said there was a policy to 
guide staff for the prevention, detection of and response to abuse but this could not 
be located in the unit.  
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Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Provide suitable and sufficient care to maintain residents’ welfare and well being as 
set out in the residents care plan.  
 
 
This action was partially addressed.  
 
While improvements were noted in the weight loss, there were significant deficits in 
wound management as outlined above. During the inspection in June 2011, 
inspectors were concerned about the management of weight loss. This was identified 
as an issue at the inspection in February 2011 and, while the CNM had implemented 
systems to identify and respond to residents at risk of weight loss, these systems 
were not being consistently monitored to identify all residents at risk of weight loss. 
The provider was required to address this issue in the immediate action plan. The 
issue had been addressed at this inspection.  
 
Inspectors reviewed the minutes of the  clinical governance meeting and a sample of 
residents’ care plans and found that residents previously identified as at risk of 
weight loss were appropriately managed. Staff explained to inspectors that all 
residents at risk of malnutrition had their weight monitored on a weekly basis and 
they had a nutritional risk assessment completed. They also showed inspectors the 
records of the food and fluid intake monitoring and the referral for a review by the 
dietician. The dietician’s assessment and recommendations were documented in the 
residents’ files and were communicated to staff. However, there were no nutritional 
care plans in place to inform staff of the dietician’s recommendations and ensure a 
consistent approach by all staff. Care planning is discussed under action number 
four.  
 
2. Action required from previous inspection:  

 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence based practice. 
 
 
This action was partly addressed.  
 
While some progress had been made in this area, there was no evidence of a 
systemic approach to the education needs of staff. 
 
During the previous inspection, inspectors were concerned that staff did not have 
sufficient knowledge about the management of residents with swallowing difficulties 
(dysphagia). There were many residents who had dysphagia and they did not have 
care plans to guide their care. The provider was required to address this issue in the 
immediate action plan. Since the previous inspection, most of the staff had received 
training in dysphagia on 27 and 28 July 2011 and staff described the learning from 
the course and they presented as knowledgeable about working with residents who 
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had dysphagia. Inspectors noted that the care plans had not been developed to 
include the management of dysphagia.  
 
Training had not been provider to staff in the areas of medication management 
despite significant negative findings from a recent audit. This will be discussed in 
more detail in Action no 6. 
 
Training records showed that all except two staff had attended mandatory fire 
training. One staff member was on extended sick leave and inspectors had concerns 
that the second was a nurse in charge on night duty who did not have fire or 
dysphagia training. This nurse would need to take a lead role in the event of a fire at 
night and the person in charge told inspectors that the nurse would be included on 
the next fire training on 9 December 2011. Staff who spoke with inspectors were 
knowledgeable about fire safety procedures.  
 
3. Action required from previous inspection:  
 
Ensure the numbers and skill-mix of staff are appropriate to the assessed needs of 
residents, and the size and layout of the designated centre. 
 
 
This action was partly addressed.  
 
At the previous inspection, inspectors had concerns that there were insufficient staff 
on duty to supervise and assist residents at lunch time. The provider was required to 
address this issue in the immediate action plan.  
 
During this inspection, there were sufficient numbers of staff on duty and the skill 
mix appeared to be appropriate to the needs of the residents. Some residents had 
meals in the dining room and those with high support needs ate in the day room. 
Inspectors found that appropriate supervision and assistance was provided in the 
dining room. However the dining experience for one resident in the day room could 
be improved.  
 
Inspectors observed that one resident had her meal plated which was not served for 
45 minutes. Staff said they did not have the time to assist this resident with her meal 
until they were finished assisting others. Staff did not appear to be aware that the 
meal would be cold by the time they got to her. The inspector brought it to the 
attention of a staff member who subsequently assisted the resident with a hot meal.  
 
4. Action required from previous inspection:  
 
Include residents and or relatives in the development and review of their care plan. 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident.  
 
 
This action was progressed but not completed.  
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Inspectors read a number of care plans, talked to staff and noted that work had 
commenced in this area of care planning since the inspection in February 2011, and 
new care planning documentation had been introduced. However there was still a 
considerable amount of work outstanding and the quality of care plans did not 
support consistent, appropriate care.  
 
Staff had attended two of a three part training programme on care planning and 
described the process to inspectors. However, care plans required improvement. 
There were a number of risk assessments completed, for example, falls, pressure 
ulcers and malnutrition. There was also a nursing assessment completed for all 
residents. However, these assessments did not inform the care plans and the 
inspectors found that residents did not have care plans in place to meet their 
assessed needs. For example, residents at risk of malnutrition or with pressure sores 
did not have appropriate care plans. It was evident that interventions were verbally 
communicated to staff and the care plans were not used to guide care interventions.  
 
The process of involving residents in the development of their care plans had begun. 
Staff showed inspectors were one relative had signed to indicate their involvement. 
The nurse manager said they planned to include all residents in care planning in 
future. 
 
5. Action required from previous inspection:  
 
Review and update the emergency plan for responding to emergencies. 
 
 
This action was addressed. 
 
The emergency policy was revised since the last inspection; it now guided the 
evacuation of residents if required. Staff were aware of this policy.  
 
6. Action required from previous inspection:  
 
Continue to develop a system for reviewing the quality and safety of care provided. 
 
 
This action was progressed. The timeframe for completion of this action was 30 
September 2011.  
 
The nurse manager collected clinical information such as residents’ weights and an 
audit of care plans had taken place. The pharmacist also completed an audit of 
medications. The CNM stated that the first step of the process had begun but she 
had not used this data to improve the service provided.  
 
Inspectors read the records of the clinical governance meeting which was held on 
the 13 October 2011, where the recent medication audit was discussed. The audit 
reported 78 medication errors in New Lodge in September 2011. These medication 
errors included medication administered and not signed, medication signed for and 
not administered, a resident refused the medication but it was not signed for and 
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medication signed for on the wrong day. The person in charge had directed that 
incident reports be completed for each medication error. A review of these 
medication error forms showed only 34 of the medication error forms had been 
completed by the staff that made the errors. The person in charge and CNM could 
not show that any action had been taken to address this failing or prevent a 
recurrence of these incidents. Residents had not been reviewed to determine if they 
had poor outcomes as a result of this poor care.  
There was no evidence that the performance of the nurses involved had been 
appropriately managed or that they had received medication management training.  
 
7. Action required from previous inspection:  
 
Introduce a system of supervision of staff on an appropriate basis pertinent to their 
role. 
 
 
This action was partly addressed. The time frame for completion of this action was 
30 September 2011.  
 
At the previous inspection, the nurse manager was on annual leave and there was no 
nurse appointed to deputise in her absence. A review of the duty roster, and 
discussion with staff, showed that a senior nurse was appointed to deputise and act 
as a supernumery supervisor in the absence of the clinical nurse manager.  
 
Inspectors were concerned about the system in place to supervise the care delivered. 
Staff described a system of work where the carers worked together in three teams 
with one nurse working across the teams while the other nurse administered 
medications. Inspectors found that this level of supervision was inadequate. The 
nursing staff said they were too busy to supervise the care assistants and the person 
in charge said the tutor providing the FETAC training course supervised the care 
delivered and assessed the students in practical care skills and she would inform staff 
if there were improvements to be made. There was no formal system in place to 
determine the competence of staff and this may lead to negative outcomes for 
residents. Inspectors formed the opinion that the lack of supervision of care staff 
contributed to the incidence of grade two pressure sores. A grade one pressure sore 
(redness of the skin) was not picked up on or reported to the nurse and preventative 
interventions were not put in place in a timely manner to prevent deterioration. 
  
8. Action required from previous inspection:  
 
Obtain the information and documentation for each staff member as specified in 
Schedule 2 of the Regulations.  
 
 
This was progressed but not fully addressed. The time frame for completion of this 
action was 30 September 2011.  
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Staff files were reviewed and included all information as required by the Regulations, 
apart from Garda vetting for a small number of staff. The Garda vetting for these 
staff had been applied for. All new staff who commenced employment received 
medical declarations and this was being pursued for all existing staff.  
 
Report compiled by: 
 
Linda Moore 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
28 November 2011 
 

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

 
23 September 2010 
 

 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

4 May 2010  Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced 

1, 2 and 3 February 2011  Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced 

22 and 23 March 2011  Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

30 June 2011  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: 

 
New Lodge Nursing Home  

 
Centre ID: 

 
0073 

 
Date of inspection: 

 
22 November 2011 

 
Date of response: 

 
22 December 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: 
 
Standards of care was inadequate to support the welfare of residents 
 
Action required:  
 
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. 
 
Reference:  
                   Health Act, 2007 
                   Regulation 6: General Welfare and Protection 
                   Standard 13: Healthcare 
 
 
 

                                                 
 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: 
 
A review of all aspects of care will continue to ensure that 
residents of New Lodge receive care and welfare to the highest 
standards. This review includes continued development of  
- care plans,  
- supervision of staff at all grades (a policy is also 
underdevelopment and for approval by 27/02/2012) 
- and the introduction of a performance review. 
 
A Policy Development Forum commenced on the 15/12/2011 and 
will manage the development of all policies, procedures and 
standard operating procedures for New Lodge Nursing Home. This 
will be an ongoing forum and work to date includes;  
- Continence Promotion Policy (New Lodge NH) FINAL DRAFT for 
Approval 
- Pressure Sore Policy (New Lodge NH) FINAL DRAFT for Approval 
- Wound Care Policy (New Lodge NH) FINAL DRAFT for Approval 
- Standard Operating Procedure for the Use of Pressure 
redistributing Devices (New Lodge NH) FINAL DRAFT for Approval 
 
 
 A review has taken place of training and professional 
development requirements for 2012, and reorganisation of the 
work processes is taking place in New Lodge. This has been 
approved by the Management Team (21/12/2011). Further 
training will be facilitated as highlighted by the Performance 
Reviews. 
 

 
 
 
 
 
31/03/2012 
19/12/2011          
 
10/01/2012          
 
 
 
 
 
 
 
 
 
 
 
 
 
15/12/2011 
 

 
2.The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There were 78 medication errors reported for September 2011 

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

Page 15 of 22 



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

Timescale: 
 

Provider’s response: 
 
The medication errors were for the period between 5th July 2011 
and 27th October 2011. All Nursing Staff that were identified as 
having made an error have completed the HSE medication E-
Learning Programme for a second time. A management system 
regarding medication errors has been introduced. The Clinical 
Nurse Manager now has had one to one review meetings with all 
Nursing staff in relation to the errors made to review the 
contributory factors leading to the error and the required follow 
up actions which require to be taken. In the event that these 
errors are not system errors but demonstrate a competency issue 
the appropriate actions are taken also in that regard. These have 
included to date supportive retraining, monitoring and disciplinary 
action. The CNM as part of the clinical governance process is now 
checking the medication administration record on a daily basis to 
ensure that there is a more timely identification of any errors, 
which allows the necessary steps to be taken in corrective action 
in a more timely manner.  Ongoing weekly audit of the 
medication administration records are now taking place. The 
medication management policies will be reviewed and standard 
operating procedures developed to ensure compliance with the 
policy. 
 

 
 
31/01/2012 
 

 
3. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was an inadequate complaints management system in place. 
 
Action required:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
Action required:  
 
Record all complaints and the results of any investigations into the matters 
complained about. Ensure these records are in addition to and distinct from a 
resident’s individual care plan. 
 
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).  
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Reference:   
                  Health Act, 2007 
                  Regulation 39: Complaints Procedures 
                  Standard 6: Complaints  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A full review of the complaints procedure is taking place and the 
policy will be amended accordingly to ensure compliance with the 
Act and the standards. This policy will be for approval by the 
Board by the 19/02/2012 .All complaints, progress on actions 
taken and outcomes are now discussed at Clinical Governance 
Committee meetings. 
All previous complaints have been reviewed and necessary steps 
have been taken to recompense residents where appropriate. In 
accordance with the amended policy any future complaints will 
be investigated and full notes of the investigation appended to 
the complaint. These are held separately from the Residents 
notes. In each case the complainant is contacted to ascertain of 
they are satisfied with the outcome of the complaint. An 
independent person will be appointed to ensure that all 
complainants are satisfied that the outcome is satisfactory. 
 

 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
19/02/2012 
 

 
4. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
Inspectors found that all staff on duty did not have education and training to provide 
appropriate continence and pressure prevention and wound care. 
  
The nurse on night duty had not received training in dysphagia and fire prevention.  
 
Action required:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence based practice. 
 
Reference:  

Health Act, 2007 
Regulation 17: Training and Staff Development 
Standard 24: Training and Supervision 

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

Timescale: 
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Provider’s response: 
 
- Wound care 
The current Draft Policy has this week been circulated to the 
Clinical Governance Committee for approval. This Draft has also 
been reviewed by a Tissue Viability Nurse Specialist. It is aimed to 
have this approved by early January 2012. 
On approval training will be provided to Nursing Staff in New 
Lodge Nursing Home to assist in the most up to date practice. 
The Clinical Nurse manager will monitor the provision of 
appropriate wound care and its reporting and recording. 
The current provision of a support nurse in wound care is under 
active review.  
A more direct engagement of support from a recognised tissue 
viability service is under active consideration. 
 
- Pressure Sores 
The current Draft Policy has this week been circulated to the 
Clinical Governance Committee for approval. It is aimed to have 
this approved by early January 2012. 
On approval training will be provided to Nursing Staff in New 
Lodge Nursing Home to assist in the most up to date practice. 
The Clinical Nurse manager will monitor the provision of care in 
the prevention of pressure sores, in addition to reporting and 
recording of care in this area. 
 
- Pressure Relieving Mattresses 
A system of three time’s nightly checks of the settings of the 
Pressure Relieving Mattresses is in place to ensure that they are 
set to their correct settings for optimum function. These checks 
are recorded and are being audited by the Clinical Nurse Manager.
 
Continence promotion training has been arranged for Wednesday 
14th December and Thursday 15th December for all staff. Further 
training is scheduled for early 2012.Wound care and pressure sore 
prevention training are scheduled for January 2012. The Night 
duty Nurse that did not attend fire training has completed this on 
9th December 2011. Dysphasia training is scheduled for 4th and 
11th January 2012 and this Nurse will also attend this training. A 
full and comprehensive review of the training plan which includes 
mandatory and required training has taken place by the 
Management Team. 
 

 
 
31/01/2012 
 

 
5. The person in charge  has failed to comply with a regulatory requirement 
in the following respect:  
 
The care plans did not set out the residents’ needs.  
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Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident.  
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: 
 
Care Plan training is on going, the focus of this training is the 
correlation between the assessed and agreed needs of the 
resident, the care plan, and the progress notes, to ensure that 
person centred care is delivered. Each resident has a person 
centred care plan which has been developed in conjunction with 
the resident or their significant other, and appropriate members of 
the multidisciplinary team. Where families live overseas, they are 
contacted by email and consulted regarding the wishes and care 
needs of the resident. Three monthly reviews have been 
scheduled for 2012 and each resident/significant other has been 
contacted to arrange mutually convenient times to meet. 
 

 
 
31/03/2012 
 

 
6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The system for reviewing the quality and safety of care provided was not effective. 
  
Action required:  
 
Continue to develop a system for reviewing the quality and safety of care provided. 
 
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: 
 
Clinical Governance Meetings for Bloomfield Care Centre are now 
taking place on a fortnightly basis, and include any clinical issues 
regarding New Lodge Nursing Home. The Clinical Governance 

 
 
19/12/2011 
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Committee comprises the CEO, Clinical Director, Medical Officer, 
Director of Nursing, CNM3, CNM2, Staff Nurse and Members of 
the Multidisciplinary team such as the Senior OT and 
Physiotherapist. Areas addressed in the Clinical Governance 
Committee include but are not limited to clinical risks, complaints, 
clinical audits, training and development.  
 
Specific New Lodge Nursing Home Clinical Governance Meetings 
are taking place on alternative weeks, giving in effect a weekly 
Clinical Governance Meeting. 
 
The above have commenced as of the week of 19/12/2011. 

 
 
 
 
 
 
 
 

 
7. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
The system of supervision of staff pertinent to their role was not adequate.  
 
Action required:  
 
Introduce a system of supervision of staff on an appropriate basis pertinent to their 
role. 
 
Reference:   

Health Act, 2007 
                   Regulation 17: Training and Staff Development 
                   Standard 24: Training and Supervision  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Significant changes to the CNM2 role have taken place to ensure 
that she is available to supervise and oversee the care being 
delivered to residents and to ensure safe and effective practice. 
The CNM 2 now has a reduced amount of administrative tasks to 
complete. In addition, a performance review system is  
commencing in December 2011, which will identify areas for 
improvement and identify gaps in practice which can be 
addressed in a systematic manner 

 
 
31/12/2011 
 

 
8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
A number of staff files still did not meet the requirements of the Regulations. The 
administrator was actively seeking this information.  
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Action required:  
 
Obtain the information and documentation for each staff member as specified in 
Schedule 2 of the Regulations. 
 
Reference:   
                   Health Act, 2007 
                   Regulation 18: Recruitment 
                   Standard 22: Recruitment 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All staff have been requested to submit medical fitness by 16th 
January 2012. We are awaiting the return of 2 Garda Vetting 
forms 
 

 
 
16/01/2012 
 

 
 

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

 
Inspectors found that not all of the policies were in place to guide care delivery and 
of those that were in place staff were not familiar with the content of these polices. 
 
Staff in the unit could not access to the elder abuse policy  
 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5 and put 
systems in place to ensure that staff have access these policies. 
 
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: 
A policy development forum has been established. Under the 
remit of the forum, a systematic review of all policies and 
procedures has commenced with some policies having already 
been reviewed and additional ones developed. Priority has been 
given to those policies and procedures that guide care and 
welfare to residents. 

 
31/03/2012 
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
The management and staff of New Lodge Nursing Home are committed to continuing 
the development of standards and care to ensure that they are of a gold standard. 
New Lodge is moving to a proactive and planned delivery of standards and care 
through a review of its current systems and structures and will provide the necessary 
resources to ensure that it attains this requirement. 
 
 
 
Provider’s name: Damien O Dowd 
Date: 22/12/2011 
 
 


