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Centre name: 

 
Annabeg Nursing Home  

 
Centre ID: 

 
0005 

 
Centre address: 
 

 
Meadow Court, Ballybrack  
 
Co Dublin 

 
Telephone number: 

 
01-2720201 

 
Email address: 

 
care@annabeg.com 

 
Type of centre: 

 
 Private      Voluntary      Public 

 
Registered provider: 

 
Annabeg Enterprises Ltd 

 
Person authorised to act on 
behalf of the provider: 

 
 
Brendan O’Connell 

 
Person in charge: 

 
Sinead Beirne 

 
Date of inspection: 

 
12 and 13 February 2013 

 
 
Time inspection took place: 

 
Day-1 Start: 16:45 hrs Completion: 18:50 hrs        
Day-2 Start: 07:20 hrs Completion: 17:40 hrs 

 
Lead inspector: 

 
Linda Moore  

 
Support inspector: 

 
Deirdre Byrne (Day 2 only) 

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

 
 
27 and 1 in hospital 

 
Number of vacancies on the 
date of inspection: 

 
 
0 

 
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 follow-up inspection was unannounced and took place over two days. As part of 
the 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 4 and 5 December 2012. The report for that inspection can be 
accessed at www.hiqa.ie. 
 
At a previous inspection in October 2012, 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 
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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.  
 
The provider submitted an action plan to address the areas of non-compliance 
identified on that 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 in the Authority’s Smithfield offices to discuss the Action Plan. A 
subsequent action plan was submitted which was satisfactory. 
 
During the inspection of 4 and 5 December 2012, while supervision of residents had 
improved, inspectors were concerned about the standard of evidence-based nursing 
practice that was being provided, in particular in relation to falls prevention and 
management and the management of weight 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 these issues which 
was satisfactory.  
 
Other aspects of care that had required attention were medication management 
practices, risk management practices and fire safety.  
 
On this inspection, inspectors found that improvements were still required in aspects 
of care such as supervision of residents and staff, medication management practices 
and risk management practices.  
 
Inspectors found that two actions from the previous inspection had been fully 
addressed and seven actions were partly addressed. The time frame to complete the 
actions, apart from the actions relating to care plans and policy development had 
expired.  
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Actions reviewed on inspection: 
 
Theme: Governance, Leadership and Management 
 
Outcome 4: Records and documentation to be kept at a designated centre 
 
Action required from previous inspection:  
 
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. 
 
 
This action had commenced and was ongoing. The provider had said this action 
would be fully completed by 28 February 2013.  
 
The person in charge, with the support of a consultant, was in the process of 
reviewing policies to make them centre specific. 
 
The policies on falls, behaviours that challenge and medication management had 
been recently developed, and the nutrition policy was in draft format. A policy 
training day had been held with staff nurses on 31 January 2012.  
 
Polices reviewed by inspectors were comprehensive, but had not yet 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 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 weigh loss.  
 
The provider had been required to submit an immediate action plan to address this 
area of risk. 
 
 
This action was partly addressed. Inspectors found that appropriate action had been 
taken to minimise the risk to residents. A high standard of evidence-based nursing 
practice was being delivered in the areas of falls and nutrition but the documentation 
required improvement. There was also no comprehensive plan in place to manage 
one resident who was known to disconnect his/her falls alarm.  
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Nutrition 
Inspectors noted that there were now systems in place to respond to residents’ who 
had lost weight, including residents who were identified by inspectors at the previous 
inspection. Since the previous inspection, residents had been reviewed by the GP, 
speech and language therapist (SALT) and dietician. Residents were weighed weekly 
or monthly and they had care plans.  
 
However, the care plan documentation did not guide the care. Some residents care 
plans stated that the resident was to be weighed weekly when in practice this was 
happening less frequently. Two residents’ care plans did not include the 
recommendations of the dietician.  
 
Four care staff had attended dysphasia training in December 2012.  
 
Falls Prevention and Management 
On the previous inspection, unrestricted access to the stairs had been identified as a 
risk to specific residents. Following the inspection, the door at the top of the stairs 
had been fitted with a key pad and the bottom of the stairs was secured to prevent 
residents who may wander from accessing the stairs. From discussions with night 
staff, supervision of residents on the first floor on night duty was robust.  
 
Inspectors noted that, in general, the documentation with regards to falls prevention 
and management had improved further since the previous inspection. All residents 
who had fallen had an updated falls and post fall assessment completed and the care 
plans were being amended. However, these were not being completed consistently. 
For example, one resident’s care plan had not been amended for seven days post the 
resident falling. Another resident’s post falls assessment had been completed, but it 
did not include measures to minimise the risk of future falls. 
 
Measures were put in place for residents at risk of falls such as the provision of hip 
protectors and an alarm on the beds of a number of residents. However, one 
resident who was at risk of falling frequently often disconnected the falls alarms - 
there was no plan to manage and respond to this potential risk.  
 
Nursing staff had access to the required resources to monitor residents with 
suspected head injuries including a comprehensive neurological chart and a pen 
torch. However, they were not using these consistently. The observations had not 
been comprehensively completed for one of the three residents who fell in January 
2013. This could have very serious consequences for residents.  
 
A falls audit was completed for 2012 and the person in charge was in the process of 
reviewing the results.  
 
Action required from previous inspection:  
 
Provide a high standard of evidence-based nursing practice. 
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At the previous inspection, inspectors were concerned about one resident who was 
seated in a reclined position while eating. There had been no risk assessment 
completed or control measures implemented to minimise the risk of choking for 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. 
 
This action had been addressed. There was a risk assessment for choking in place 
and a care plan to guide the care for this resident. This resident was not at risk at 
the time of this inspection. However, inspectors had concerns with regards to other 
residents who were at risk of choking. The arrangements for other residents at risk 
of choking continued to be inadequate and inconsistently implemented.  
 
The arrangements in place to manage residents who had specific dietary 
requirements were not consistently applied. One resident refused the modified 
consistency diet as recommended by the speech and language therapist (SALT), but 
there was no evidence of consultation with the resident with regards to the risks 
associated with refusing this care or any evidence of alternatives tried. The resident’s 
risk assessment for choking and care plan did not guide the care being delivered. 
While the resident and his/her family said, and staff confirmed, that the resident 
required a diet that was chopped, this was not what was offered to the resident. The 
documentation maintain in the kitchen stated the resident required a normal diet on 
the day of the inspection.  
 
Another resident’s assessment by the SALT, stated that the resident was “at risk of 
aspiration on crumbly foods” and to “avoid crusty foods”, there was no evidence that 
this was communicated to the staff in the kitchen and the resident received breaded 
fish for his/her main meal on the day of inspection. The resident’s care plan did not 
include the recommendations from the SALT.  
 
Outcome 7: Health and safety and risk management  
 
Action required from previous inspection:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre. 
 
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. 
 
 
The provider continued to make progress in this area since the previous inspection. 
Many of the processes to assess and manage risk had been recently introduced and 
needed to be embedded. While there was a risk management policy this was not yet 
fully implemented.  
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Since the previous inspection, the risk management policy had again been revised 
with the assistance of a consultant. The final revised policy was shown to inspectors. 
This policy now met the requirements of the Regulations. It included policies on the 
risks specified in the tegulations such as violence and aggression, assault, residents 
going missing, self-harm and accidental injuries to residents and staff.  
 
The risk management policy now provided guidance to staff on the identification, 
recording, investigating and learning from serious or untoward incidents or adverse 
events involving residents. However, it had not been fully implemented in practice 
and inspectors identified risks which were not being adequately managed, including:  

 risks with regards to residents choking as discussed in outcome six had not 
been appropriately identified and responded to 

 the system to identify ongoing medication errors was not robust 
 while there was an extensive maintenance programme in place, inspectors 

observed a large gap between the bedrails and the bed on two residents’ beds 
and these bedrails were loose which may be an entrapment risk for residents. 
There were no systems to monitor bedrails. The provider said this would be 
addressed immediately.  

 
A risk register was in the process of being developed and included some of the risk 
and control measures in the centre.  
 
Clinical governance meetings had taken place since the previous inspection; these 
meetings included the provider, person in charge, assistant director of nursing and 
other representative staff. The minutes were reviewed by inspectors and included 
clinical and non clinical risks. The person in charge also collected monitoring data 
which was discussed at the meetings.  
 
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. A new post falls assessment had 
been introduced since the previous inspection and while it had been completed for 
one resident, it did not include the root cause and identify preventative measures 
and actions to minimise the risk of recurrence. The person in charge said they 
planned to review all incidents at the clinical governance committee meeting.  
 
Action required from previous inspection:  
 
Provide suitable training for staff in fire prevention. 
 
Make adequate arrangements for detecting, containing and extinguishing fires. 
 
Make adequate arrangements for the evacuation, in the event of fire, of all people in 
the designated centre and the safe placement of residents.  
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The provider had made good progress in addressing this action. Part-time temporary 
night nurses had attended formal fire training. This included the use of the fire 
fighting equipment. All but one staff member was aware of the fire evacuation 
procedures.  
 
The provider included personal emergency evacuation plans as part of the 
emergency planning for the centre. Since the previous inspection, the personal 
emergency evacuation plans (PEEP) had been revised for each resident. These plans 
had been 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, at the previous inspection, inspectors were not satisfied that there were 
sufficient staff on night duty to implement the PEEPs. While the PEEPs had been 
reviewed, inspectors found that they did not fully reflect the residents’ needs in the 
event of fire and the number of staff required on duty to implement the plans had 
not been reviewed.  
 
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 evidence that medication management practices continued to place 
residents at risk. The systems in place to support the implementation of best practice 
guidelines were not robust. The policy on medication management had been revised 
since the previous inspection but was not being consistently used to guide the 
practice. For example, in the transcribing of medication, the policy stated that two 
nurses would sign the medication record when they transcribed medication but this 
was not being done in practice.  
 
Despite previous medication management training delivered to staff, inspectors 
observed poor medication administration practice which impacted on the safety of 
residents and did not comply with best practice guidelines.  
 
Inspectors found that the administration of insulin was not in line with the centres 
policy or best practice guidelines. This medication was not administered at the time 
prescribed by the GP. Inspectors saw one resident being woken for breakfast so that 
the insulin could be administered and was distressed as a result. The manner in 
which the medication was administered compromised the dignity of the resident. 
Appropriate infection control procedures were not adhered to in the administration of 
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this medication. This issue had been identified by inspectors at a previous inspection 
and had been resolved previously but had now recurred.  
 
In addition, there were three medication errors noted by inspectors, one error had 
occurred on 12 February 2013 and two took place on the second day of the 
inspection.  
 
The arrangements for identifying and responding to medication errors were 
inadequate. The current arrangements included a general medication audit which did 
not review practice in relation to medication errors and it did not include the name of 
the centre or the date of the audit. Nurses had completed a self audit tool, but this 
tool had failed to identify medication errors or the inadequate response to errors. 
The self audit had not identified the medication error from 12 February which was 
found by inspectors.  
 
Theme: Effective care and support 
 
Outcome 11: Health and social care needs 
 
Action required from previous inspection:  
 
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 fully completed. 
The provider said this action would be completed on 28 February 2013.  
 
Inspectors reviewed seven residents’ care plans and found that overall they had 
improved since the previous inspection but were still not specific enough to guide the 
care to be delivered. There were still improvements required in the care plans for 
behaviours that challenge, falls prevention and management, nutrition and other 
clinical issues. Issues relating to nutrition and 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. Residents with catheters had 
their care plan amended following the previous inspection and they now guided the 
care. While care plans for residents with epilepsy were revised they still did not guide 
the care to be delivered to this resident should a seizure occur.  
 
The person in charge had begun the process of involving residents/relatives in the 
development of care plans. This was documented. Relatives spoken with said they 
were aware of the plan of care for their family member and were satisfied with the 
care delivered.  
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The person in charge said that a mentoring programme for staff in assessment and 
care planning was to be arranged with the external consultants.  
 
Restraint 
There had been improvements in the management of restraint since the previous 
inspection. Inspectors noted that the number of residents using bedrails had been 
reduced by four since the previous inspection.  
 
New documentation for restraint management had been introduced. There was 
evidence that the need for restraint had been discussed with the GP, person in 
charge, nurse and resident/relative where appropriate. 
 
Residents’ risk assessments for the use of bedrails were in place. Inspectors found 
that assessments had been carried out for the use of bedrails since the previous 
inspection. However, the records did not include the specific alternative strategies 
that had been tried prior to the use of bedrails.  
 
Residents had care plans for the management of bedrails and overall they guided the 
practice. Staff were now recording the duration of the use of restraint and there was 
a consistent process to observe residents while using restraint.  
 
Behaviours that Challenge 
While there was some good practice in the management of residents with behaviours 
that challenge, the documentation to guide the care continued to require 
improvement.  
 
Staff identified a resident who displayed behaviours that challenge. This resident did 
not have an assessment for behaviour completed using a recognised assessment 
tool. The resident’s records did not include information regarding the triggers that 
prompted behaviours and the incidents of behaviour were not consistently 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.  
 
This had been identified at the previous inspection and had not been addressed.  
 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
 
Action required from previous inspection:  
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
 
While some improvements had been made in this area, inspectors were still not 
satisfied with the systems in place to supervise staff members for periods in the 
evenings. Improvements were required in the organisation of work practices to 
ensure the safety of residents.  
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The provider had responded well to the action identified from the previous inspection 
and had made changes to staffing arrangements for the morning shift and staff told 
inspectors that this had improved the supervision of staff and care delivery in the 
mornings. 
 
However, inspectors found that staffing levels and skill mix in the evenings had not 
been adequately reviewed by the person in charge.  
 
Inspectors observed the nurse on her medication round in the evening. Whilst the 
person in charge was in the centre, she was not providing nursing support and the 
nurse was administering medication and attending to the needs of residents. The 
nurse had to leave the medication trolley many times to attend to residents. These 
repeated interruptions could result in further medication errors.  
 
In addition, nurses told inspectors that they had concerns with regards to the 
supervision arrangements at this time in the evening, particularly when the person in 
charge was not on duty. Due to the complex needs of some residents, they said they 
had difficulty supervising and delivering care to residents to meet their needs.  
 
A review of the staff rosters showed inconsistencies in the number of nurses 
available on duty each day to meet the needs of residents. As the needs of residents 
did not change during periods of reduced nursing cover, this further indicated that 
staffing levels and skill mix were not based on the assessed needs of residents and 
the size and layout of the centre.  
 
In addition to the staffing issues highlighted above, the provider had not taken 
sufficient measures to ensure that part time, temporary nurses who covered night 
duty in the centre had sufficient knowledge of the needs of residents and their care 
plans.  
 
At the previous inspection, inspectors found that there was a significant reliance on 
temporary, part time nurses to cover night duty. These temporary 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. Since the 
previous inspection, the only training provided to these staff had been fire training. 
There was no evidence that they had been provided with further instruction on the 
needs of residents or the workings of the centre. The person in charge had worked 
one night to observe the care delivered by staff on that night. However, there was 
still no system to ensure that all of the part time temporary staff were appropriately 
inducted, competent and supervised pertinent to their role.  
 
The provider was aware of the deficits in staffing on night duty and was actively in 
the process of addressing this. The person in charge said that a staff member who 
was on sick leave was due to return to work at the end of the month and this would 
increase the number of nurses available in the centre.  
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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 have been obtained in respect of 
each person. 
 
 
This action was addressed.  
 
Draft recruitment procedures were developed and would meet the requirements of 
the Regulations. A review of staff files showed full and satisfactory information and 
documents had been obtained in respect of each person as specified in Schedule 2 of 
the Regulations.  
 
Report compiled by: 
 
Linda Moore 
 
Inspector of Social Services 
Regulation Directorate 
Health Information and Quality Authority 
 
14 February 2013  
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Provider’s response to inspection report ∗ 
 
 
Centre Name: 

 
Annabeg Nursing Home 

 
Centre ID:  

 
0005 

 
Date of inspection: 

 
12 and 13 February 2013 

 
Date of response: 

 
 11/03/2013 

 
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:  
 
Policies did not guide practice.  
 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5. 
 
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: 
 
All Schedule 5 policies have been reviewed and up-dated - 
completed by 28/02/2013. 
 
An implementation plan (as per attached) has been developed 
that will facilitate education sessions for staff 2 days each week 
over a 9 week period.   
 

 
 
12/05/2013 

 
Theme: Safe care and support  
 
Outcome 6: Safeguarding and safety 

The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The arrangements for residents at risk of choking continued to be inadequate and 
inconsistently applied to all residents at risk of choking.  
 
The arrangements to manage residents who had specific dietary requirements were 
not consistently applied.  
 
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: 
 
The following additional control measures have been put in place 
to address the concerns outlined: 
The diet consistency sheet has been up-dated to include a picture 
and description of food textures for all residents requiring 
modified food and/or modified fluids. It also includes those 
receiving fortified foods. This form is checked each morning by a 
registered nurse and is used at each handover to communicate 
residents modified dietary needs to staff coming on duty. One 
copy is available at the nurses’ station and a second sent to the 

 
 
28/02/2013  
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main kitchen. A third copy is placed on the tea trolley. The nurse 
allocated to supervising the dining room at meal times will also 
use this form to ensure that residents receive the correct meal 
consistency.  
Care plans have been updated to include Speech and Language 
Therapists and Dietician recommendations. 
 
 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
While the provider had revised the risk management policy, the policy had not been 
fully implemented in the centre. 
 
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
Reference:  

Health Act, 2007 
Regulation 31: Risk Management Procedures 
Standard 26: Health and Safety  
Standard 29: Management Systems  

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

Timescale: 
 

Provider’s response: 
 
A comprehensive risk management policy has been in place since 
January 2013 as noted by inspectors at last visit. One training 
session to implement the policy had taken place and two more 
sessions are scheduled for 10th and 11th of April 2013.  
 
A three monthly Health and Safety audit of Annabeg will be 
conducted (this will include both clinical and non clinical areas) 
and findings will be reviewed at the monthly Clinical Governance 
Committee meeting. The first such audit is scheduled for March 
12th. Key Quality Indicators are also recorded daily and data 
collected reviewed at our monthly Clinical Governance Committee 
meeting. Accidents/ incidents/ untoward incidents are also 
reviewed at these meetings and changes in practice made as 
necessary based on our findings.  
 
Our Risk Register continues to be reviewed as necessary. Recent 
changes to same (to reduce risks) have included weights 
recorded weekly as opposed to monthly, changes in Medication 

 
 
11/04/2013 
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Administration Rounds, the development of a new bedrail 
checking tool.    
 
 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Personal emergency evacuation plans (PEEPs) were being used as part of emergency 
planning for the centre but they did not adequately reflect the needs of each resident 
should evacuation from the centre be required. 
 
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: 
 
Each resident has a fire risk assessment and personal emergency 
evacuation plan in their care plan folder.  
 
Since the inspection, each resident's moving and handling chart 
has been up-dated to include the evacuation needs of each 
resident for both day and night time and the zones to be 
evacuated to in event of a horizontal or vertical evacuation.  
A copy of this will be discreetly displayed in the residents 
bedroom.  
 
 A list of all residents and their individual evacuation needs is 
being compiled and a copy of this will be available at the nurses' 
station and in the homes emergency response kit. 
 

 
 
Completed 
 
 
 
 
15/03/2013 
 
 
 
 
 15/03/2013 

 
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. 
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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: 
 
All full-time nurses have attended An Bord Altranis Category 1 
approved training in 'Safe Medication Management for Older 
People in Residential Care Settings' on 19/02/2013 and training in 
Medication Management by an outside company on 23/02/2013. 
One Medication Management Policy implementation session was 
provided and a further two have been scheduled for 20th and 
21st of March 2013. 
Medication administration practices have been reviewed and 
changed so each nurse will be allocated one floor and will be 
responsible for administering the medications to the residents on 
that floor for the morning and evening medication administration 
round. 
Shift times have been changed to commence at 7.30am to 
7.30pm as opposed to the previous shift time of 8am to 8pm. 
This allows nurses to focus more on the dignity of residents and 
infection control when administering medications particularly 
insulin administration. Communal rooms are supervised at all 
times by a Health Care Assistant and this includes during 
Medication Administration Rounds.  
 
We have updated our in house medication management audit 
tool, which will be used to conduct monthly in house audits. 
External audits will continue to be conducted by our pharmacist 
on a scheduled basis as an extra safeguard while we have also 
requested our external nursing consultants to conduct an 
unannounced audit of nursing care and medication practices.  
Audit findings will be reviewed at the monthly Clinical 
Governance Meetings. 
 

 
 
Completed 
 
 
 
 
 
21st March 2013 
 
 
 
 
 
Commence the 
last week of 
March following 
completion of 
policy 
implementation 
sessions. 
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Theme: Effective care and support 
 
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  

 behaviour that challenges  
 restraint 
 nutrition 
 falls 
 

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. 
 
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: 
 
Policies for behaviours that are challenging, the use of restraints, 
falls prevention and management and nutrition and hydration 
have been reviewed and updated to provide guidance and inform 
staff of best practice. These policies were completed by 28th 
February 2013 as per timeframe for previous action plan and an 
implementation timetable has been developed to up-date staff. 
 

 
 
Completed. 
 
 
 
 
 
 



Page 20 of 22 

Restraint assessments have been updated to include any 
alternatives trialled prior to restraint (bedrail) use, for how long 
and the reason alternative(s) were unsuccessful. 
The resident referred to in the report with behaviours that are 
challenging does not present with Challenging Behaviour but 
rather reactive / responsive behaviour and this is the residents 
way of communicating. Their care plan has since inspection been 
reviewed to include more specific details of this reactive/ 
responsive behaviour, the triggers of same and what it indicates.  
 
All residents at risk of falling have had their care plans reviewed 
and up-dated. A system of checking all bed alarms and recording 
of same has been put in place.  
 
Care plans for residents with nutritional needs have been 
reviewed and up-dated to include Speech and Language 
Therapist and Dietician recommendations. 
 
Care Planning Training (2 sessions) will be conducted by an 
external consultant for both nursing and health care assistant 
staff……date yet to be confirmed. 
 

Completed 

 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Staffing levels and skill mix were not based on the assessed needs of the residents and 
the size and layout of the centre. 
 
The shortage of nursing staff employed in the centre meant that the provider had to 
employ part time nurses on a temporary basis to cover night duty and was unable to 
maintain a consistent staff nurse level on day shifts. 
 
Action required:  
 
Ensure that the numbers and skill mix of staff are appropriate to the assessed needs of 
residents, and the size and layout of the designated centre. 
 
Reference:  

Health Act, 2007 
Regulation 16: Staffing 
Standard 23: Staffing Levels and Qualifications 

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

Timescale: 
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Provider’s response: 
 
Additional staffing have been provided to address the staffing 
concerns outlined by the inspectors during the inspection. These 
include a second registered nurse is on duty 4pm to 7.30pm so 
that there are now two registered nurses on duty from 7.30am to 
7.30pm , 7 days a week. An additional healthcare assistant has 
been rostered on 10am to 4pm Saturday and Sunday.  
 
We continue with our recruitment campaign for registered 
general nurses. Regrettably some nurses did not pass our 
interview process while another nurse failed to complete 
Induction. Two other nurses are scheduled to commence 
induction in two weeks time. Part time/bank staff will also 
complete our Induction Programme.   
 

 
 
Completed 
 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Improvements were required in the organisation and supervision of staff to ensure the 
safety of residents.  
 
There was still no system to ensure that all of the part time, temporary staff were 
appropriately inducted, competent and supervised pertinent to their role. 
 
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 

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

Timescale: 
 

Provider’s response: 
 
Additional staffing have been provided to address the concerns 
raised. A second registered nurse is on duty 4pm top 7pm 
therefore there are now two registered nurses on duty from 7.30 
am to 7.30pm, 7 days a week. This will facilitate the clinical 
supervision of staff according to their role.  
 
The part-time temporary nurses employed in Annabeg Nursing 
Home have been working in the home for at least a minimum of 
4 years up to 8 years. These staff will be involved in the policy 

 
 
Completed. 
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implementation education sessions being conducted. 
  
A standardised induction training programme has been developed 
for any staff member commencing employment in the home. This 
programme includes performance appraisals that will be 
conducted at scheduled intervals during the first twelve weeks of 
employment. 
 

 
 
09/05/2013 
 
 
 
 

 
 
 
Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
None received.  
 
Provider’s name: Brendan O'Connell 
Date: 11 March 2013 


