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Centre name: 

 
Annabeg Nursing Home 

 
Centre ID: 

 
0005 

 
Centre address: 
 

 
Meadow Court 
 
Wyattville Road 
 
Ballybrack, County Dublin 

 
Telephone number: 

 
01 2720201 

 
Email address: 

 
care@annabeg.com 

 
Type of centre: 

 
 Private           Voluntary           Public 

 
Registered providers: 

 
Annabeg Enterprises Ltd 

 
Person in charge: 

 
Sinead Beirne 

 
Date of inspection: 

 
4 and 5 December 2012 

 
Time inspection took place: 

 
Day-1 Start: 11:30 hrs      Completion: 18:30 hrs 
Day-2 Start: 06:40 hrs      Completion: 17:40 hrs 

 
Lead inspector: 

 
Linda Moore 

 
Support inspector: 

 
Deirdre Byrne 

Type of inspection:  Announced                  Unannounced 
 
Number of residents on the 
date of inspection: 26 

Number of vacancies on the 
date of inspection: 2 
 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated centres for older people 
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About monitoring of compliance  
 
The purpose of regulation in relation to designated centres is to safeguard vulnerable 
people of any age who are receiving residential care services. Regulation provides 
assurance to the public that people living in a designated centre are receiving a 
service that meets the requirements of quality standards which are underpinned by 
regulations. This process also seeks to ensure that the health, wellbeing and quality 
of life of people in residential care is promoted and protected. Regulation also has an 
important role in driving continuous improvement so that residents have better, safer 
lives. 
 
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.  
 
Regulation has two aspects: 
 

 Registration: 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.  

 Monitoring of compliance: the purpose of monitoring is to gather evidence on 
which to make judgments about the ongoing fitness of the registered 
provider and the provider’s compliance with the requirements and conditions 
of their registration. 

 
Monitoring inspections take place to assess continuing compliance with the 
Regulations and Standards. They can be announced or unannounced, at any time of 
day or night, and take place: 
 

 to monitor compliance with Regulations and Standards 
 following a change in circumstances; for example, following a notification to 

the Health Information and Quality Authority’s Regulation Directorate that a 
provider has appointed a new person in charge 

 arising from a number of events including information affecting the safety or 
wellbeing of residents. 
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Summary of compliance with Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This inspection report sets out the findings of a monitoring inspection to: 
 

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

 
 address a specific issue based on information received. 

 
The table below sets out the outcomes that were inspected against on this 
inspection.  
 
Outcome 1: Statement of Purpose   
Outcome 2: Contract for the Provision of Services 
Outcome 3: Suitable Person in Charge 
Outcome 4: Records and documentation to be kept at a designated centres  
Outcome 5: Absence of the person in charge  
Outcome 6: Safeguarding and Safety 
Outcome 7: Health and Safety and Risk Management 
Outcome 8: Medication Management 
Outcome 9: Notification of Incidents 
Outcome 10: Reviewing and improving the quality and safety of care 
Outcome 11: Health and Social Care Needs 
Outcome 12: Safe and Suitable Premises 
Outcome 13: Complaints procedures                 
Outcome 14: End of Life Care 
Outcome 15: Food and Nutrition 
Outcome 16: Residents’ Rights, Dignity and Consultation   
Outcome 17: Residents’ clothing and personal property and possessions 
Outcome 18: Suitable Staffing 
 
This monitoring inspection was unannounced and took place over two days. As part 
of the monitoring inspection, inspectors met with residents, relatives, and staff 
members. Inspectors observed practices and reviewed documentation such as care 
plans, medical records, accident logs, policies and procedures and staff files.  
 
The purpose of this inspection was to review progress made on the actions identified 
in the  action plan which was issued to the provider following the monitoring 
inspection on 1, 2, 3 and 4 October 2012. 
 
At the previous inspection, inspectors were concerned about the supervision of 
residents. Significant improvements were required in the provision of 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. The provider was 
required to take immediate action to ensure the safety of residents. Following the 
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inspection, the Authority received a prompt response from the provider in respect of 
this issue. An inspection on the evening of 16 October 2012 found that this action 
was satisfactorily addressed and the immediate risk mitigated.  
 
The provider submitted an action plan to address the areas of non-compliance 
identified on the previous inspection. Inspectors were not satisfied with the response 
of the action plan and the provider was required to attend a meeting with inspectors 
on 19 November 2012 in the Authority’s Smithfield offices to discuss the Action Plan. 
A subsequent action plan was submitted which was satisfactory. 
 
On this inspection, inspectors were concerned about the provision of a high standard 
of evidence-based nursing practice, in particular falls prevention and management 
and the management of weigh loss. The provider was required to take immediate 
action to address these issues. The Authority received a prompt response from the 
person in charge on behalf of the provider in respect of this issue which was 
satisfactory. 
 
Other aspects of care that required attention were medication management 
practices, risk management practices and fire safety.  
 
From the previous Action Plan, inspectors found that five actions were addressed; 
three actions were not addressed but were within the timeframe agreed by the 
provider. Four actions had not been addressed within the time frame.  
 
Outcomes covered on inspection 
 
Theme: Safe care and support  
Safe care and support recognises that the safety of service users is paramount. A 
service focused on safe care and support is continually looking for ways to be more 
reliable and to improve the quality and safety of the service it delivers.  
 
In a safe service, a focus on quality and safety improvement becomes part of a 
service-wide culture and is embedded in the service’s daily practices and processes 
rather than being viewed or undertaken as a separate activity. 
 
To achieve a culture of quality and safety everyone in the service has a responsibility 
to identify and manage risk and use evidence-based decision-making to maximise the 
safety outcomes for service users. 
 
Outcome 6: Safeguarding and Safety 
 
Suitable and sufficient care was not being provided to residents in the areas of 
nutrition and falls prevention and management to maintain their welfare and 
wellbeing, having regard to the nature and extent of the resident’s dependency as 
set out in their care plan.  
 
Nutrition 
Inspectors noted that five residents’ weights had reduced significantly from July to 
November 2012 and while residents’ weights were taken and recorded by staff no 
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plans were implemented to manage these residents’ weight loss and risk of 
malnutrition. The provider was required to take immediate action to address this. A 
response was received by the Authority and was satisfactory. 
 
Falls Prevention and Management 
Inspectors were concerned with regards to the prevention and management of falls. 
There had been eight falls, five of which occurred on night duty since 17 October 
2012.  
  
There was a lack of evidence that a high standard of evidence-based care was 
delivered to one resident to manage the risk of falling when the resident had been 
identified as at high risk of falls. Inspectors noted that this resident’s care plan was 
not updated when the resident’s condition deteriorated and the resident 
subsequently had an unwitnessed fall after coming down the stairs unassisted on 4 
December 2012. This was brought to the immediate attention of the provider who 
placed an additional carer on duty on the night of the inspection.  
 
There was no individual risk assessment completed of all residents who resided on 
the first floor to determine if appropriate plans were in place to manage the risk of 
residents who may wander down the stairs.  
 
Inspectors noted that, in general, the documentation with regards to falls prevention 
and management had improved since the previous inspection. All residents who had 
fallen had an updated post falls assessments completed and the care plan was 
amended. However, the care plans were not amended to include all care that could 
be provided to minimise the risk of future falls. While measures were put in place for 
some residents at risk of falls, such as the provision of hip protectors and one 
resident had a falls alarm on their bed, measures were not consistently put in place 
for all residents at risk.  
 
Choking Risk 
Inspectors were concerned about one resident who was seated in a reclined position 
while eating a sweet. The resident said he/she was falling asleep while eating the 
sweet. The staff said this resident requested to lie back in the chair but there had 
been no risk assessment completed or control measures implemented to minimise 
the risk of choking to this resident. There was no care plan to guide staff in the 
appropriate use of the reclining chair and staff were not aware of the choking risks 
associated with the current practice. This was of particular concern as there had 
been serious incidents of choking previously in the centre. 
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Actions reviewed on inspection: 
 
Outcome 4: Records and documentation to be kept at a designated centre 
 
Action required from previous inspection: 
 
Put in place all of the written and operational policies listed in Schedule 5 of the 
Regulations. 
 
 
This action had commenced and was ongoing. The provider said this action would be 
fully completed by 28 February 2013. The person in charge was in the process of 
reviewing policies to make them centre specific. She had held a policy training 
session with staff on 31 October 2012 and on 5 December 2012.  
 
The person in charge had begun to review policies, these included policies on falls, 
restraint, nutrition and behaviours that challenge. Inspectors found that the centre’s 
policy on the use of restraint was not updated in line with the national policy and did 
not guide the care delivered.  
 
There was a comprehensive policy on the management of behaviours that challenge, 
this policy had been reviewed since the previous inspection but had not been 
implemented and still did not guide the care delivered.  
 
Theme: Safe care and support 
 
Outcome 6: Safeguarding and safety 
 
Action required from previous inspection:  
 
Provide suitable and sufficient care to maintain each residents welfare and wellbeing, 
having regard to the nature and extent of each residents dependency and needs  
The provider was required to take immediate action.  
 
 
This action was completed. 
 
At the previous inspection, inspectors found that suitable and sufficient care was not 
being provided to residents at meal times. Very dependant residents were left 
without support or supervision for long periods of time which placed them at risk.  
 
As stated in the previous report, an inspector visited the centre on the evening of the 
16 October and found that supervision arrangements were satisfactory. On this 
inspection, inspectors also observed that appropriate supervision of residents in the 
sitting areas was in place. The staff allocation sheet reviewed by inspectors showed 
who was allocated to supervise each area. This was confirmed by talking to staff.  
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The provider said that he frequently reviewed the CCTV (closed circuit television) to 
monitor the supervision of residents in the centre. He said that he was planning to 
review the systems in place for monitoring the supervision arrangements to ensure 
they were robust.  
 
Outcome 7: Health and safety and risk management  
 
Action required from previous inspection:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 
 
This action was completed.  
 
Inspectors observed good manual handling practices during the inspection. Following 
the previous inspection, staff had attended manual handling training on 31 
November 2012. The manual handling policy was revised following the previous 
inspection and guided practice. 
 
However, during this inspection, inspectors reviewed CCTV from 3 November 2012, 
which showed that two staff members used poor manual handling practices on two 
occasions which placed residents and staff at risk. 
 
Action required from previous inspection:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
 
The provider had made progress in this area from the previous inspection and said 
this action would be fully addressed by 31 December 2012. However, inspectors 
were not satisfied with the systems in place to identify and manage risk in the 
centre.  
 
Since the previous inspection, the risk management policy was revised with the 
assistance of a consultant. The final revised policy was shown to inspectors. This 
policy now identified the provider as having overall responsibility for the 
management of risk in the centre. 
  
This policy included the risk register and control measures for many of the risks in 
the centre. However, it did not include the risks previously identified which were 
associated with the open stairwell and control measures to manage the risk.  
 
Inspectors read policies on the risks specified in the Regulations such as violence and 
aggression, assault, residents going missing, self-harm and accidental injuries to 
residents and staff. The risk management policy still did not provide guidance to staff 
on the identification, recording, investigating and learning from serious or untoward 
incidents or adverse events involving residents. This had been identified as an area 
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for improvement at the two previous inspections and while some action had been 
taken to address this, it was not satisfactory.  
 
The provider and person in charge said that a clinical governance meeting was due 
to be held on the day of the inspection and the risk management policy would be 
discussed then.  
 
Detailed records were maintained of all accidents and incidents. All of the records 
were dated and signed by a staff member. Information relating to each incident was 
readily available and all follow up actions were recorded, dated and signed. The 
person in charge reviewed the reports for each resident to ensure that appropriate 
care was provided to residents after an incident but there was no system to 
determine the root cause and identify preventative measures and actions to minimise 
the risk of recurrence for all residents. 
 
At the previous inspection, the inspector was concerned that there was no system to 
ensure that the review of incidents would happen in the absence of the person in 
charge to ensure the ongoing continuity of care and safety of residents. This practice 
had still not been put in place. The provider said the assistant director of nursing 
would attend the clinical governance meeting and take more responsibility in risk 
management. 
 
Action required from previous inspection:  
 
Provide suitable training for staff in fire prevention. 
 
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. 
 
Take adequate precautions against the risk of fire, including the provision of suitable 
fire equipment. 
 
 
The provider had made good progress in addressing this action. Fire drills were 
completed by staff, staff were aware of the fire evacuation procedures and there 
were personal emergency evacuation plans in place for all residents. However, 
inspectors remained concerned that part-time temporary night nurses had still not 
attended formal fire training even though the provider said this action was completed 
in the Action Plan.  
 
At the previous inspection, Inspectors found that while staff had been provided with 
fire training, some of the staff, including night duty staff were not knowledgeable 
regarding evacuation procedures in the event of fire. During this inspection, 
Inspectors found some improvements in that staff were now knowledgeable on the 
evacuation procedures. However, staff told inspectors that they did not know how to 
use the fire fighting equipment. Inspectors found that the five night nurses had still 
not received fire training. This concerned inspectors as the nurse on duty was the 
person responsible in the event of a fire. The person in charge informed the 
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Authority in writing that fire training would be delivered to part-time temporary 
nurses and new staff members on 11 or 12 December 2012.  
 
Since the previous inspection, the staff nurse on duty was appointed the designated 
nurse in charge on each shift in the event of fire. There was also a fire support 
person nominated to ring the fire brigade should the fire alarm activate, and to 
support the nurse in charge. 
 
Since the previous inspection, the provider purchased evacuation sheets for all 
residents’ beds and he also completed fire drills and simulated evacuation exercises 
with staff.  
 
Since the previous inspection a personal emergency evacuation plan was developed 
for each resident. These plans were developed to determine what physical fire 
precautions and management arrangements were necessary to ensure the safety of 
the residents and to provide an evacuation plan for each resident in the event of fire. 
However, inspectors were not satisfied that these plans could be implemented on 
night duty. A review of two of these residents’ emergency evacuation plans stated 
that three staff were required for the total evacuation of these residents at night. 
Inspectors found that these plans did not reflect the fact that there were only three 
staff on night duty. They discussed this with the provider who stated that two staff 
were required to move the resident and one staff member was to coordinate the 
evacuation. The personal emergency evacuation plans needed to be reviewed to 
ensure they reflect the resident’s needs and that the number of staff on duty could 
implement the plans.  
 
Outcome 8: Medication management 
 
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. 
 
 
This action was not addressed. In the Action Plan submitted to the Authority, the 
provider said this action was completed.  
 
Inspectors found that the dignity issues identified by inspectors at the previous 
inspection were addressed. An inspector visited the centre on 16 October 2012 and 
found that the administration of insulin was in line with best practice guidelines.  
 
However, at this inspection, inspectors found inconsistencies in medication 
management. During this inspection, inspectors found evidence that medication 
management practices placed residents at risk. The systems in place to support the 
implementation of best practice guidelines were not robust. The policy on medication 
management still did not guide the practice.  
  



Page 10 of 26 

There was a medication management policy in place which provided some guidance 
to staff. The policy was still not centre specific and did not provide clear direction to 
staff on how to manage medication in the centre. This had been identified at the 
previous three inspections as an area for improvement and while some action had 
been taken to review the policy, it was not fully addressed. The person in charge said 
that she was still working on developing this policy.  
 
Since the previous inspection, both staff nurses and the person in charge had 
attended medication management training. The person in charge had also completed 
a competency assessment with both nurses and deemed them competent to 
administer medications. Despite the training delivered to staff, there were 
inconsistencies in medication practices observed on the inspection. On one day of the 
inspection, inspectors observed good practice in the administration of medication. 
However, on another day they observed poor practice which impacted on the safety 
of residents and did not comply with the An Bord Altranais agus Cnáimhseachais na 
hÉireann guidelines.  
 
There were three medication errors noted on inspection, one error had occurred on 
18 October 2012 and one took place on the day of the inspection. While the error on 
18 October was recorded, there was no evidence in the resident’s records that the 
resident was reviewed by a GP in line with the policy.  
 
During the inspection, inspectors found a medication error in that a benzodiazepine 
was administered more than the prescribed frequency. The provider was requested 
to investigate this incident and submit a report to the Authority. The provider was 
also required to outline the systems in place to supervise the appropriate medication 
practices in line with Regulation 33.  
 
There was also no record that other interventions were tried prior to the use of this 
medication for this resident and the ongoing care of the resident following 
administration of the medication was not recorded.  
 
While staff recorded medication errors, there was no system in place to identify and 
learn from medication errors. The person in charge said they had recently changed 
pharmacy services and planned to invite them to audit the practice.  
 
Theme: Effective care and support 
 
Outcome 11: Health and social care needs 
 
Action required from previous inspection:  
 
The care plans did not consistently reflect the assessed needs of residents in the 
areas of:  

 Restraint 
 Behaviour that challenges  
 Falls management. 
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Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Keep each resident’s care plan under formal review as required by the resident’s 
changing needs or circumstances and no less frequent than at three-monthly 
intervals. 
 
 
While there was some improvement in this area, this action was not completed. The 
provider said this action would be completed on 30 November 2012.  
 
Inspectors reviewed eight residents’ care plans and found that overall they did not 
guide the care to be delivered. There were still improvements required in the care 
plans for residents who displayed behaviours that challenge, restraint and falls 
prevention and management. Issues related to falls prevention and management 
were discussed under Outcome 6 in this report.  
 
Inspectors found that while residents had an assessment and care plan in place, the 
care plans still did not guide the care to be delivered. Examples of this included, one 
resident with epilepsy had a care plan but this did not guide the care to be delivered 
to this resident should a seizure occur.  
 
There were two residents who required urinary catheter. A review of one of their 
records showed they had a care plan in place which stated that the catheter was to 
be changed three monthly, which contravened the instructions from the doctor that 
the resident’s catheter was to be changed six weekly. There was no record 
maintained of the date of the last change of catheter Therefore there was no 
evidence of when the catheter change had occurred which posed a potential risk for 
the resident.  
 
Behaviours that Challenge 
While there was some good practice in the management of residents with behaviours 
that challenge there were areas for improvement.  
 
The person in charge said that there were no residents in the centre with behaviours 
that challenge. However, staff disagreed and said that there was one resident who 
displayed behaviours that challenge when being assisted with personal care.  
 
This resident did not have an assessment for their behaviour completed using a 
recognised assessment tool. The residents’ records did not include information 
regarding the triggers that prompted behaviours and the incidents of behaviour were 
not recorded. There was no care plan in place for behaviours that challenge to direct 
care or outline interventions to be taken in order to meet the resident’s specific 
needs. 
 
Restraint 
Since the previous inspection, the person in charge and a staff nurse had attended 
training on the use of restraint. The person in charge had reviewed the restraint 
documentation prior to the training and informed inspectors that she was aware of 
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the deficits in this area and planned to review the restraint documentation again in 
line with the training.  
 
Residents’ assessments for the use of the bedrails now included some evidence of 
alternative strategies being tried for residents prior to the use of restraint. There was 
evidence that discussion about restraint was held with the GP and nurse where 
appropriate. While the person in charge had recorded some of the risks associated 
with the use of the restraint, this documentation were not comprehensive and did 
not include all risks and control measures.  
 
While some residents had care plans for the management of the bedrails, these were 
not comprehensive and there were no care plans for other forms of restraint such as 
the use of recliner chairs.  
 
Theme: Person-centred care and support                                                             
 
Outcome 13: Complaints procedures 
 
Action required from previous inspection:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
 
This action was addressed.  
 
Inspectors reviewed the complaints folder and found that the one complaint which 
had not been followed through in line with the centre’s policy had been investigated 
since the previous inspection to the satisfaction of the complainant.  
 
Outcome 16: Residents’ rights, dignity and consultation 
 
Action required from previous inspection:  
 
Put in place adequate arrangements to ensure the operations of the designated 
centre are conducted with due regard to the sex, religious persuasion, racial origin, 
cultural and linguistic background, and any disability of residents. 
 
 
This action was completed.  
 
Inspectors observed staff responding well to residents needs on this inspection. Staff 
engaged well with residents with complex needs. Inspectors did not observe any 
occasions in which the staff addressed residents inappropriately as observed 
previously on inspection.  
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Theme: Workforce 
 
Outcome 18: Suitable staffing 
 
Action required from previous inspection:  
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
 
This action was not addressed and while some improvements had been made in this 
area, inspectors were not satisfied with the systems in place to supervise all staff 
members.  
 
While inspectors did not have concerns about the numbers of staff on duty during 
the inspection, improvements were still required in relation to the organisation of 
staff to ensure the safety of residents. Furthermore, improvements were still required 
in relation to staff turnover and arrangements to ensure temporary, part-time staff 
were suitable to work in the centre.  
 
As stated in the previous inspection report, there had been a high turnover of staff in 
the centre during 2012. The person in charge said that a care staff ceased 
employment since the previous inspection in October 2012.  
 
The provider continued to use part-time, temporary nurses to cover night duty in the 
centre while there were staff shortages. Inspectors found that these staff had not 
had adequate induction training and did not have sufficient knowledge of the centre 
and residents to ensure the continuity of care and the safety of residents. 
 
Inspectors noted that the person in charge was in the process of developing a 
system to ensure that the part time staff were appropriately inducted, competent 
and supervised similar to the permanent staff. She said this action would be 
completed by 31 December 2012.  
 
Since the inspection, the person in charge had worked two nights, to observe the 
care delivered. In addition to this, the person in charge showed inspectors the 
information pack for night nurses that she was in the process of developing.  
 
Inspectors were not satisfied with the systems to supervise the care delivered during 
the morning of the inspection. A nurse was observed to administer medication until 
12.15pm and the person in charge was delivering policy training to staff. There was 
no staff nurse available to supervise the care being delivered to residents. A nurse 
said that staff would call if there was problem. Care assistants told inspectors that 
they had had no break for the morning period and appeared to be rushed - they said 
they were late starting care that morning and that this was a once off situation.  
 
 
 
 
 



Page 14 of 26 

Action required from previous inspection:  
 
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. 
 
 
There was some progress made to address this action. Staff files for three of the 
night nurses had been developed and maintained since the previous inspection. 
However, two part-time, temporary nurses’ files were not available in the centre, as 
required by the Regulations. Inspectors found that the staff files still did not meet 
the requirements of the Regulations. In his response to the previous Action Plan, the 
provider said this action was completed. 
 
Inspectors reviewed staff files of the new staff nurse, three part-time temporary 
nurses and two health care assistants and found that the provider had still failed to 
obtain the required documentation to ensure that staff were suitable to work in the 
centre. There was no evidence of physical fitness for three staff members. While 
Garda Síochána vetting had been applied for some staff, there was no evidence on 
file that this was applied for two of the nurses.  
 
The provider had not ensured that three of the night nurses had current registration 
with An Bord Altranais agus Cnáimhseachais na hÉireann as required by Schedule 2 
of the Regulations.  
 
The person in charge said that two of the part time, temporary nurse’s files were 
maintained off site and were not available to inspectors.  
 
Action required from previous inspection:  
 
Maintain a planned and actual staff rota, showing staff on duty at any time during 
the day and night. 
 
 
This action was addressed. Inspectors viewed the planned and actual staff rota, 
which showed the staff who were on duty at all times during the day and night. 
 
 
Report compiled by: 
 
Linda Moore 
Inspector of Social Services 
Regulation Directorate 
Health Information and Quality Authority 
 
 
6 December 2012   
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Provider’s response to inspection report ∗ 
 
 
Centre Name: 

 
Annabeg Nursing Home 

 
Centre ID:  

 
0005 

 
Date of inspection: 

 
4 and 5 December 2012  

 
Date of response: 

 
 7 Januaty 2013 

 
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. 
 
Theme: Governance, Leadership and Management 
 
Outcome 4: Records and documentation to be kept at a designated centre 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Many of the policies had not been implemented and still did not guide practice.  
 
Action required:  
 
Review all the written operational policies and procedures of the designated centre 
on the recommendation of the Chief Inspector and at least every three years.  
 
Reference:    

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

 

                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

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

Timescale: 
 

Provider’s response: 
 
As per our previous action plan, The director of nursing has   
commenced a review and updating of all policies and procedures 
listed in Schedule 5 of the Regulations. Our Falls Policy, 
Challenging Behaviour Policy, Restraint Policy, Nutrition Policy 
and Medication Management Policy have been revised. We have 
engaged the services of an external company to assist us with 
this activity and to provide mentoring to us in implementing some 
of these policies as detailed later in other parts of this response. 
 
Some of these policies and procedures have been prioritised for 
action within specific timeframes during January and again these 
are outlined later in the relevant sections of this response. 
 

 
 
Commenced and 
for completion  
28/02/2013 

 
Theme: Safe care and support  
 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The risk management policy still did not provide guidance to staff on the 
identification, recording, investigating and learning from serious or untoward 
incidents or adverse events involving residents. 
 
The person in charge reviewed the incident reports for each resident to ensure that 
appropriate care was provided to residents after an incident but there was no system 
to determine the root cause and identify preventative measures and actions to 
minimise the risk of recurrence for all residents. 
 
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
Action required:  
 
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. 
 
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: 
 
As mentioned previously, we have engaged an external company 
to assist us with meeting the requirements of the action plan. 
This will include the development of a risk management policy 
and framework, which is evidence-based and centre specific. 
 
The Risk Management policy and framework will be based on the 
Australian/New Zealand Standard for Risk Management to 
outline: 

 Roles and Responsibilities for Clinical and Non Clinical Risk 
management in Annabeg. 

 Process for identifying resident specific risks through 
assessment and care planning; use of validated risk scales 
and risk assessment. 

 Process for identifying environmental and occupational 
risks through scheduled health and safety audits using a 
health and safety audit tool. 

 Procedure for conducting risk assessments based on the 
National Patient Safety Agency’s ‘5 steps to risk 
assessment’. 

 Procedure for Incident reporting and management, 
including learning from incidents. 

 Procedure for conducting investigation of serious incidents 
using root cause analysis. 

 Procedure for population, review and maintenance of a 
risk register specific to Annabeg Nursing Home, reflective 
of clinical risks associated with the profile of residents 
being cared for. 

 
The policy will be linked to other policies that address specific 
clinical conditions, such as falls prevention and management; use 
of restraint; nutrition; responsive/challenging behaviours and so 
on. 
 
The composition of our clinical governance committee will be 
changed to include the provider, person in charge, assistant 
director of nursing, a designated nurse and care assistant. This 
committee will have responsibility for reviewing and analysing 
risks; developing action plans for improvement and maintenance 
of the risk register. Data on Key quality and safety indicators will 
be collected, reviewed and analysed monthly to assist with 
identifying areas for improvement. 
 
The committee will receive mentoring on risk management from 
the external consultants. 

 
 
28/01/2013 
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The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The part-time temporary night nurses had still not attended formal fire training in the 
centre.  
 
Staff reported they did not know how to use fire extinguishing equipment.  
 
Resident’s evacuation plans could not be implemented in practice on night duty.  
 
Action required:  
 
Provide suitable training for staff in fire prevention. 
 
Action required:  
 
Make adequate arrangements for detecting, containing and extinguishing fires. 
 
Action required:  
 
Make adequate arrangements for the evacuation, in the event of fire, of all people in 
the designated centre and the safe placement of residents.  
 
Reference:  

Health Act, 2007 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety  
  

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

Timescale: 
 

Provider’s response: 
 
We are ascertaining staff knowledge of the use of fire 
extinguishers and have trained staff in the use of same where 
any staff member has been identified as having knowledge 
deficits. While the theory in the use of Fire Extinguishers was 
given to staff by the external training consultant the provider has 
given practical training to staff one on one and this is reflected in 
staff files. 
 
All staff (including bank staff) have again completed Fire Training 
by an external consultant with the exception of one bank staff 
member who is rostered on day duty. This nurse will be rostered 
on duty at all times with a second nurse who has completed full 
Fire Training. 
    
We have reviewed the PEEP plans of all residents to ensure safe 
implementation of same on both the day and the night shift. 

 
 
Partially 
completed. Full 
completion 
13/01/2013 
 
 
 
Completed with 
the exception of 
one staff member 
 
 
 
 
Completed 
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Outcome 8: Medication management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The policy on medication management did not guide the practice. 
 
Inspectors observed poor practice in the administration of medication which impacted 
on the safety of residents. 
 
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  

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

Timescale: 
 

Provider’s response: 
 
While the Director of Nursing has since inspection again revised 
our Medication Management Policy it will also be reviewed by the 
external consultants. Our Policy has been revised to include 
guidelines as set out by the HSE publication for Medication 
Management in Nursing Homes. All aspects of medication 
management in the centre will be reviewed and the policy and 
procedures amended in accordance with professional and legal 
requirements to ensure it guides practice.  
 
Nurses will attend information sessions on the updated policy and 
procedures and will receive a copy of same. 
 
We will develop a medication management audit tool to monitor 
compliance with the policy. 
 
We will commence auditing of medication management in the 
centre to inform learning and continuous improvement. 
Our Pharmacist will complete a full In-house Medication Audit on 
Tuesday 8 January 2013. This will be repeated monthly for the 
foreseeable future. 
 

 
 
21/01/2013 
 
 
 
 
 
 
 
 
07/01/2013 and 
12/01/2013 
 
31/01/2013 
 
 
Commenced and 
ongoing 
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Medication errors will be reviewed at each clinical governance 
committee. Root cause analysis will be used to investigate both 
serious errors and those of a minor nature that recur. Medication 
Errors will include Hospital Prescription errors, GP transcription 
errors, Pharmacy errors and Medication Administration errors.  
 
The Director of Nursing has revised our morning medication 
administration round. One nurse commences the Medication 
Round upstairs while the second nurse delivers and supervises 
care on the ground floor. This is then reversed with the First 
Nurse delivering and supervising care while the second nurse 
completes the Medication Administration Round. This distributes 
the administration of Medications evenly between both nurses 
thereby reducing the risk of Medication Errors. Both nurses will 
then self audit in relation to their Medication Administration at 
the end of each shift. 
 

Commencing 
during January 
2013 and 
ongoing 
 
 
Completed 

 
Theme: Effective care and support 
 

The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
A high standard of evidenced-based nursing practice was not evident in the following 
areas: 

 falls management  
 nutritional care. 

 
The provider was required to take immediate action to address these issues and was 
required to submit an immediate Action Plan to the Authority.  
 
Action required 
 
Provide a high standard of evidence-based nursing practice in the areas of falls and 
nutrition.  
 
Review all residents who reside on the first floor who may be at risk of falls and put 
appropriate plans in place to minimise the risk of residents falling.  
 
Review all residents at risk of weight loss and implement appropriate plans to manage 
the weight loss.  
 
The provider had been required to submit an immediate action plan to address this 
area of risk. 
 
Reference:  

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

Timescale: 
 

Provider’s response: 
 
A risk assessment has been completed for residents residing on 
the first floor deemed to be at risk of wandering. The door to the 
top of the stairs has been fitted with a key pad and the bottom of 
the stairs secured to prevent wandering residents access up the 
stairs. Independent residents access the first floor via the key 
padded back stairs. Our Risk Register has been updated to include 
the risks associated with the Stairwells and actions taken to 
minimise these risks. Alarm mats have been fitted to residents 
residing on the first floor deemed at high risk of wandering.  
 
All residents have been reassessed for Falls Risk and appropriate 
care plans put in place as deemed necessary. 
 
A Falls Audit is currently being conducted but each falls incident 
continues to be reviewed individually and contributing factors 
/risks identified and where possible eliminated. 
 
Our newly established Governance Committee will audit and 
review all Falls in our monthly meeting and continue to risk assess 
with a goal of minimising further Falls. Our Clinical Governance 
Committee have held two meetings to date. The first meeting the 
Statement of Purpose and Function of the Committee was 
established. Our second meeting which had three nurses in 
attendance addressed our Authority’s reports and Action Plans. 
 
A member of our nursing team has been given the responsibility 
of Falls Management and now assumes the title of Falls Nurse. 
 
Regarding residents and their weight loss it is important to 
highlight that one resident lost 2 stone 5lbs while hospitalised for 
a two month period. Other residents have underlying medical 
conditions which affects their nutritional intake. 
 
All residents have been reweighed and their MUST scores and 
care plans updated accordingly. 
 
Residents at risk of weight loss have been re reviewed by their GP 
Care plans have been updated (and are updated weekly) to reflect 
interventions taken regarding the residents weight loss to include 
-Weekly weights. 
-Food diaries commenced. 
-Residents presenting with weight loss were reviewed by the 
Dietician on 18 December 2012. 
-Supplements continued. 

 
 
Immediate and 
update 
07/12/2012 and 
12/12/2012  
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-Daily feedback given to the Chef regarding residents nutritional 
intake. 
-Staff continue to assist residents with their meals. 
 
Our Nutrition Policy is currently being revised. In-house Nutrition 
training days will continue. Training in Swallowing and Dysphasia 
was held on 12 December 2012 by an external Speech and 
Language Therapist. 
 
Our Assistant Director of Nursing has been given responsibility for 
Nutrition and assumes the title of Nutrition Nurse. 
 
We have requested all residents GPs to carry out a medical review 
of all of their residents residing at Annabeg. Copies of 18 
completed medical reviews were previously forwarded to the 
Authority’s offices. 
 
 

The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no risk assessment completed or control measures implemented to 
minimise the risk of a resident choking who remained seated in a reclined position 
while eating. 
 
Action required 
 
Provide a high standard of evidence-based nursing practice. 
 
Reference:  

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 13: Healthcare 

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

Timescale: 
 

Provider’s response: 
 
Risk assessments have been conducted on residents who use 
recliner chairs and the control measures that have been put in 
place to address these risks. 
 
Residents who use recliner chairs have had their care plans 
updated to include same ensuring they are reflective of residents 
individual needs and risks. 
 

 
 
Completed 
 
 
 
Completed 
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The risks associated with the use of recliner chairs has been 
added to our risk register and will be monitored by the clinical 
governance committee. 
 
We have reviewed the number of restraints in use and have 
reduced from 14 to 10 while ensuring resident safety at all times.    
 
The risk register has been updated to address risk of choking. 
  
All residents have been screened for the risk of choking and a 
care plan has been completed for same. 
 
The resident in the recliner chair eating sweets was reviewed by 
the Speech and Language Therapist on 6 December 201 and 
remains with normal gag reflexes. She has been educated in 
relation to the choking risk associated with eating in a recliner 
chair, particularly eating boiled sweets. Following discussion with 
her and her family the sweet type has been changed and staff are 
aware/educated in the use of recliner chairs particularly around 
eating and mealtimes and the tilting position of same. All 
residents in recliner chairs continue to be supervised at all times. 
 

Completed 
 
 
 
Completed 
 
 
Completed 
 
Completed 

 
Outcome 11: Health and social care needs 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
The care plans did not consistently reflect the assessed needs of residents in the 
areas of  

 restraint 
 behaviour that challenges.  
 

Residents care plans were not kept under formal review as required by their changing 
conditions.  
 
Residents’ needs were not set out in the care plan.  
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Action required:  
 
Keep each resident’s care plan under formal review as required by the resident’s 
changing needs or circumstances and no less frequent than at three-monthly 
intervals. 
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Reference:   
Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Standard 13: Healthcare 
Standard 18: Routines and Expectations 
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: 
 
Nurses have now been allocated responsibility for individual 
residents care plans. On foot of this ALL care plans are being 
reviewed and rewritten and will include assessments and care 
plans of all residents with behaviours that challenge and those 
who have restraint in use. Those residents with epilepsy and 
urinary cathethers have had their care plans updated accordingly.
 
We have arranged for staff nurses to complete a mentoring 
programme in person centred assessment and care planning, 
which will be delivered by the external consultants. 
 

 
 
Commenced. 
Completion date 
21/01/2013 
 
 
 
 
Commencing 
21/01/2012 and 
complete 
28/02/2013 
 

 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was no system to ensure that the part time staff are appropriately inducted, 
competent and supervised pertinent to their role.  
 
Improvements were still required in relation to the organisation and supervision of 
staff to ensure the safety of residents. 
 
Action required:  
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
Reference:  
                    Health Act, 2007 
                    Regulation 17: Training and Staff Development 
                    Standard 24: Training and Supervision 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We are reviewing our induction process to include 3 induction 
days to cover Fire and Policy Training. All newly recruited staff 
are employed on a probationary period and are supervised during 
same. 
 
Clinical supervision is provided by our nurses and we have 
revised our Allocation Policy to further enhance staff supervision. 
We have arranged for the external consultants to assist us in 
conducting a formal review of the appropriateness of our staffing 
arrangements. 
 
As part of the process, we will identify training and supervision 
needs of both new and temporary staff; develop appropriate 
induction plans and rearrange rosters to enhance supervision of 
staff and residents. 
 

 
 
18/01/2013 
 
  
 
 
Completed 
 
 
 
 
 
21/01/2013 
 
 
 

 
Outcome 18: Suitable staffing 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The provider had failed to obtain the required documentation to ensure that temporary 
staff were suitable to work in the centre. 
 
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 16: Staffing 
                    Standard 23: Staffing Levels and Qualifications 
                    Regulation 18: Recruitment 
                    Standards 22: Recruitment  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
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Provider’s response: 
 
We have updated our recruitment policy and procedures to 
ensure that all staff are medically fit to work in the nursing home. 
Staff files have been updated and job descriptions are currently 
being reviewed for all staff to be completed by mid January. 
 

 
 
Completed 

 
 
 
Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
Annabeg Nursing Home has engaged the services of an external consultant to assist 
us with the execution and implementation of our action plan. The external consultant 
company will conduct an audit of Annabeg approximately six to eight weeks following 
implementation of the above Action Plan to identify our strengths and any residual 
weaknesses in our service. 
 
Annabeg management and staff wish to thank the inspectors for their cooperation 
and wish to express our absolute commitment to deliver on all aspects of our action 
plan to ensure all our residents get the best possible care in a safe, secure and 
happy environment.  
 
Provider’s name: Brendan O'Connell 
Date: 2 January 2013 


