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Centre name: 

 
Our Lady’s Manor Nursing Home 

 
Centre ID: 

 
0081 

Centre address: 

 
Dublin Road 
 
Edgeworthstown
 
Co. Longford

 
Telephone number:  

 
043-6671007 

 
Email address: 

 
phil@newbrooknursing.ie  

 
Type of centre: 

 
 Private       Voluntary          Public 

 
Registered provider: 

 
Lady Edgeworth Nursing Home Limited 

 
Person authorised to act on 
behalf of the provider: 

 
 
Phil Darcy 

 
Person in charge: 

 
Deirdre Lenihan 

 
Date of inspection: 

 
08 and 09 August 2012 

 
Time inspection took place: 

 
Day 1Start: 12:00 hrs Completion: 18:00hrs 
Day 2Start: 08:00 hrs Completion: 18:00hrs

 
Lead inspector: 

 
Catherine Connolly-Gargan 

 
Support inspector: 

 
None 

 
Type of inspection  

 
 announced              unannounced   

 
Date of last inspection:  

 
23 February and 08 March 2012 

 
 

   
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated Centres under Health Act 2007 
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About inspection   

 
The purpose of inspection is to gather evidence on which to make judgements about 
the fitness of the registered provider and to report on the quality of the service. This 
is to ensure that providers are complying with the requirements and conditions of 
their registration and meet the standards; that they have systems in place to both 
safeguard the welfare of service users and to provide information and evidence of 
good and poor practice.   
 
In assessing the overall quality of the service provided, the inspector examines how 
well the provider has met the requirements of the Health Act 2007, the Health Act 
2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended) and the National Quality Standards for Residential 
Care Settings for Older People in Ireland under 18 outcome statements.  The 
outcomes set out what is expected in designated centres.   
 
Outcome 1 
There is a written statement of purpose that accurately describes the service that is provided 
in the centre. The services and facilities outlined in the statement of purpose, and the 
manner in which care is provided, reflect the diverse needs of residents.  
Outcome 2 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
Outcome 3 
The complaints of each resident, his/her family, advocate or representative, and visitors are 
listened to and acted upon and there is an effective appeals procedure
Outcome 4 
Measures to protect residents being harmed or suffering abuse are in place and appropriate 
action is taken in response to allegations, disclosures or suspected abuse. 
Outcome 5 
The health and safety of residents, visitors and staff is promoted and protected.  
Outcome 6 
Each resident is protected by the designated centre’s policies and procedures for medication 
management. 
Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-based 
nursing care and appropriate medical and allied healthcare. Each resident has opportunities 
to participate in meaningful activities, appropriate to his or her interests and preferences. 
The arrangements to meet each resident’s assessed needs are set out in an individual care 
plan, that reflect his/her needs, interests and capacities, are drawn up with the involvement 
of the resident and reflect his/her changing needs and circumstances.  
Outcome 8 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
Outcome 9 
Each resident is provided with food and drink at times and in quantities adequate for his/her 
needs. Food is properly prepared, cooked and served, and is wholesome and nutritious. 
Assistance is offered to residents in a discreet and sensitive manner.  
Outcome 10 
Each resident has an agreed written contract which includes details of the services to be 
provided for that resident and the fees to be charged. 
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Outcome 11 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. He/she is 
facilitated to communicate and enabled to exercise choice and control over his/her life and to 
maximise his/her independence. 
 Outcome 12 
Adequate space is provided for residents’ personal possessions. Residents can appropriately 
use and store their own clothes. There are arrangements in place for regular laundering of 
linen and clothing, and the safe return of clothes to residents.  
Outcome 13 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
Outcome 14 
There are appropriate staff numbers and skill-mix to meet the assessed needs of residents, 
and to the size and layout of the designated centre. Staff have up-to-date mandatory 
training and access to education and training to meet the needs of residents. All staff and 
volunteers are supervised on an appropriate basis, and recruited, selected and vetted in 
accordance with best recruitment practice.  
Outcome 15 
The location, design and layout of the centre is suitable for its stated purpose and meets 
residents’ individual and collective needs in a comfortable and homely way. There is 
appropriate equipment for use by residents or staff which is maintained in good working 
order. 
Outcome 16 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained in a 
manner so as to ensure completeness, accuracy and ease of retrieval. The designated centre 
is adequately insured against accidents or injury to residents, staff and visitors. The 
designated centre has all of the written operational policies as required by Schedule 5 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended). 
Outcome 17 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from the 
designed centre and the arrangements in place for the management of the designated 
centre during his/her absence.  
 
All inspection reports produced by the Health Information and Quality Authority will 
be published. However, in cases where legal or enforcement activity may arise from 
the findings of an inspection, the publication of a report will be delayed until that 
activity is resolved. The reason for this is that the publication of a report may 
prejudice any proceedings by putting evidence into the public domain 
 
The inspection report is available to residents, relatives, providers and members of 
the public, and is published on www.hiqa.ie in keeping with the Authority’s values of 
openness and transparency.   
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About the centre 
 

Location of centre and description of services and premises 
 

The centre is located a short distance from the main street of Edgeworthstown 
(adjacent to the main Dublin to Sligo N4 roadway). The local parish church is across 
the road from the centre and the shops and business facilities of the town are within 
walking distance. 

 
Our Lady’s Manor Nursing Home is operated by Lady Edgeworth Nursing Home 
Limited. The centre has been operating as a care home since the 1950s and the 
present owners took over in 2009. It is an aged building which was originally a 
convent and has been converted and modified over the years to improve the facilities 
available for residents. In 2010 and 2011 a major refurbishment programme 
commenced and part of this work is now complete. The centre can accommodate 
fifty nine residents providing long-term, short-term and convalescent care.  
  
There are 30 single bedrooms of which 17 have en suite facilities, 24 double rooms 
four of which have en suite facilities and a three-bedded room with a fully accessible 
en suite facility. Residents are accommodated over three floors. The basement and 
upper floors can be accessed by stairs or by passenger lift.  
 
The building is surrounded by gardens that are cultivated with flower beds and 
shrubs including a walled vegetable garden. One garden in enclosed for use by 
vulnerable residents. There is seating at intervals around the gardens. Access to the 
main residence for the community of sisters that operated the service previously is 
also located in the grounds and is linked by tunnel, which provides direct access for 
the sisters to the church.  
 
The communal space comprises a large dining room, five sitting areas, a visitors’ 
room with kitchen facilities and a church. There is additional space by the church for 
residents to meet visitors in private. The new bedrooms meet the size requirements 
outlined in the standards and had spacious well designed en suite facilities that 
contained a toilet, shower and wash hand basin. There were assistive aids such as 
handrails and these plus handrails around the corridors of the centre were in 
contrasting colours to assist residents with visual problems.  

 
 
Date centre was first established: 

 
01 March 1952 

 
Date of registration: 

 
24 April 2012 

 
Number of registered places:

 
62

 
Number of residents on the date of inspection:  

 
51 
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Dependency level of current residents 
as provided by the centre: 

Max High Medium Low 

 
Number of residents 

22 15 13 1 

 
Gender of residents 

Male 
( ) 

Female 
( ) 

 
18 

 
33 

 
Management structure 
 
Our Lady’s Manor Nursing Home is owned by Lady Edgeworth Limited Nursing Home. 
The parent company is Polaris Holdings Ltd. The directors of the company are Sarah 
Anne, John Noel McGivney and CEO Phil Darcy. The nominated Provider on behalf of 
the company is Phil Darcy. The Person in Charge is Deirdre Lenihan who reports 
directly to the Provider. She is supported in her role by a Clinical Nurse Manager and 
a team of staff nurses, care staff, a physiotherapist, housekeeping staff and an 
administrator. There are a number of garden/maintenance staff who report directly 
to the provider 
 

Staff 
designation 

Person 
in 

Charge 

Nurses Care 
staff

Catering 
staff 

Cleaning 
and 

laundry 
staff 

Admin 
staff 

Other staff 

Number of 
staff on 
duty on 
day of 
inspection 
 

1 clinical 
nurse 

manager 
x 1 

 
staff 

nurses x 
2 

11 3 2 1 1 x 
physiotherapist

 
1 x activity 
coordinater 

 
1 x 

maintenance 
 

 

Summary of compliance with Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This report set out the findings of an unannounced inspection that took place over 
two days. As part of the inspection, the inspector met with residents, relatives, and 
staff members. The inspector observed practices and reviewed documentation such 
as care plans, medical records, accident logs, policies and procedures and staff files. 
The inspector also reviewed progress with completion of the action plan developed 
from findings of an inspection by the Authority on the 23 February and 08 March 
2012. Of the eight actions in the action plan five were addressed to a satisfactory 
standard.  The remaining three actions were partially addressed and are restated in 
the action plan at the end of this report 
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The inspector found that residents now enjoyed a good standard of security in the 
centre as all access by the public was closely monitored and controlled. Recreational 
activity provision and quality of life for residents was improved with evidence of 
residents being facilitated to undertake meaningful varied activities in a number of 
areas throughout the centre. There was a sense of happiness and contentment in the 
centre reflected in a resident satisfaction survey and in discussions with residents on 
the days of inspection.  
 
Quality and safety reviews were in evidence in a number of high risk areas and 
improvements were being made in response to findings. Although not done to date, 
there was a stated commitment to sharing reports with residents. Care plan 
documentation had been reviewed and was more reflective of each resident’s 
individual needs. This area requires further work to bring into compliance as 
assessments were not translated in care plans in all cases. Further education is 
required to ensure all resident needs were identified and addressed. 
 
The internal structure of the centre is now of a good standard, is clean, bright and 
spacious. The external area around the centre, including an enclosed garden, 
requires completion to a standard that is safe for residents. Traffic calming measures 
have been addressed. 
  
Mandatory 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 are documented in the 
action plan at the end of this report. 
 

Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older 
People in Ireland.   
 
1. Statement of purpose and quality management 
 

Outcome 1 
There is a written statement of purpose that accurately describes the service that is 
provided in the centre. The services and facilities outlined in the statement of 
purpose, and the manner in which care is provided, reflect the diverse needs of 
residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 

 
Inspection findings 
 
The most recent copy of the statement of purpose received by the Authority was 
dated March 2012. This document was reviewed by the inspector.  
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The registration number required correcting and the conditions as stipulated on the 
registration certificate were not evident in this document. The staffing numbers did 
not match the actual number of staff employed in the centre as referenced on the 
training records and duty roster. The summary of the complaints policy requires 
review as stated in Outcome 3 of this report. The bedroom size details must 
reference a stated size and not a number of rooms with minimum and maximum 
sizes as referenced.  

 
Outcome 2 
The quality of care and experience of the residents are monitored and developed on 
an ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 

 
Inspection findings 
 
The quality and safety of key areas of clinical care and quality of life for residents 
was monitored and reviewed on an on-going basis. Clinical audits were carried out 
by the company’s practice coordinator and the person in charge enabling greater 
scope for practice review. Areas of practice reviewed included care planning, 
medication, care assistant records, hygiene and accidents and incidents involving 
residents. 
 
There was evidence of continuous quality improvement in a number of areas, some 
of which involved significant and on-going changes in work organisation and 
responsibilities. Changes made to address findings from reviews included 
introduction of individual medicine cabinets for each resident by their bedside. The 
role of the carer was developed to promote their significant role as members of the 
team.  
 
The inspector also found that some evaluation of areas impacting on the quality of 
life for residents in the centre was also completed. An annual resident satisfaction 
survey was completed in January 2012. The results of this survey prompted changes 
to mealtimes and more activities. The frequency with which quality of life audits and 
follow-up audits to changes made were done required review. Increased frequency 
would be of benefit as an annual audit in this area did not provide an up to date 
knowledge of resident satisfaction in areas undergoing change such as the range of 
recreational activities available.  
 
A comprehensive weekly monitoring report was completed each Friday for each 
resident and the information collated was initially reviewed to evaluate overall 
progress and also used to record the number of interventions employed or events in 
the centre. For example, the number of urinary catheters insitu to assist with voiding 
urine in a week, incidence of challenging behaviour and resident risk assessment 
scores. While this information is of value for measurement of key performance 
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indicators or benchmarking results against other centres in the group, there was no 
evidence that this activity was taking place at this time.  
 
An established system was also not readily available to include for example, a list of 
all of the audits and evaluations undertaken, key findings, action taken to ensure 
systematic continuous quality improvement and the date scheduled for the next audit 
to take place in the area. There were a number of action plans, still to be completed 
and while there was no evidence of prioritisation, some actions in relation to care 
planning required urgent resolution to ensure residents’ needs were appropriately  
assessed and addressed.  
 
Some audit reports were produced but these had not been made available to 
residents. The provider and person in charge told the inspector that they planned to 
make reports available to residents on findings of audits on the quality of life for 
residents in the centre.  

 
Outcome 3 
The complaints of each resident, his/her family, advocate or representative, and 
visitors are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
 

 
Inspection findings 
 
A record of all complaints with details of the investigation and outcome of each was 
maintained in a designated complaints log. There were seven complaints 
documented for 2012. 
 
The role of designated complaints officer was a shared role by the person in charge 
and clinical nurse manager. The inspector noted that the displayed complaints 
procedure accurately described the appeals process as required by the legalisation. 
The details of the procedure displayed to inform those who wished to make a 
complaint did not reflect this and required clarification. Residents told the inspector 
that they had no worries regarding making a complaint and felt that they would be 
listened to. 
 
There was evidence that logged complaints were investigated and in one case the 
appeals process had been enacted. Seeking satisfaction on the outcome of all 
investigations was alluded to but had not been documented in all cases. Therefore, 
without knowledge of satisfaction, the appeal process could not be advised to 
complainants as appropiate. Reference made to access to the Ombudsman was not 
correct. 
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2. Safeguarding and safety 
 
 

Outcome 4 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 

 
Inspection findings 
 
Residents confirmed to the inspector that they felt secure in their environment. The 
person in charge promoted a strong emphasis on protection of residents which she 
also instilled in staff. The need to maintain resident security in the home at all times 
was prioritised by arrangements in place to control public access. Residents told the 
inspector of their confidence in the system in place which assured them that 
unauthorised members of the public did not access their home. Access and egress to 
the centre was electronically controlled. The reception at the front door was staffed 
each weekday during office hours and controlled by staff out of hours by means of a 
key-code mechanism. A log of visitors entering and exiting the centre was also 
maintained. Closed circuit television (CCTV) was in operation on the front door and in 
the lobby.  
 
The person in charge confirmed that all staff in the centre had completed elder 
abuse recognition and prevention training and that she is an accredited trainer in this 
area. On-going scheduled training was in place and it was scheduled for the second 
day of the inspection. Documentation available on staff training completed 
referenced that all staff had completed elder abuse recognition and prevention 
training. Staff spoken with were knowledgeable on how to manage a variety of 
alleged elder abuse scenarios posed by the inspector. A recently reviewed elder 
abuse management policy required some further revision to inform staff of the 
specific care and procedures that was most appropiate to take for each type of 
abuse. Response to take in the event of an abuse allegation against a senior member 
of staff also required some clarity. 
 
A whistleblowers policy was not in place in the centre documenting protective 
procedures for disclosures from staff, residents, relatives or members of the public.  
 
There was a policy document available to inform staff on procedures to follow in 
relation to managing residents belongings. Some residents’ finances were kept in 
safekeeping by the provider. A hand written log was maintained detailing all activity 
with each account. Each resident had a separate wallet for safekeeping of their 
receipts, cash and a reference notebook detailing their account transactions. The 
inspector viewed the process followed and found it to be secure, transparent and 
accurate. A statement of account was given to residents on a monthly basis. 
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Outcome 5 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems 
 

 
Inspection findings 
 
There were systems and practices in place aimed at promoting the health and safety 
of residents, visitors and staff. The Inspector viewed centre-specific written 
operational policies and procedures relating to promoting the health and safety of 
residents, staff and visitors. 
 
A safety statement and risk register was in place dated August 2011 and was being 
revised and updated. The existing copy dated 2011 viewed by the inspector was 
repetitive and did not effectively capture all risks as they occurred. The provider 
stated that he hoped that the current review would not alone bring the document up 
to date but that the risk register would become a live document where all actual and 
potential risks were logged with controls identified in each case. A policy dated 25 
November 2011 was in place advising staff on hazard identification and risk 
assessment. 
 
The risk management policy was available and advised on specific risks as required 
by the legislation with the exception on procedures to follow in the event of assault. 
An incident log was in place and up to date. Arangements for the identification, 
recording, investigation and learning from serious or untoward incidents or adverse 
events involving residents was also documented 
 
There was a missing person policy in place which included clear procedures to guide 
staff should a resident be reported missing. Photographic identification and a profile 
were available for each resident in their care records to assist with recovery in the 
event of them leaving the centre unaccompanied. There was no reference available 
of recent missing person drills to facilitate staff to practice procedures to follow in the 
event of a resident leaving the centre unaccompanied. Details of a review of an 
incident referencing a resident leaving the centre unaccompanied in June 2012 
confirmed that staff were not adequately versed on the procedures to follow in this 
situation.  This lack of knowledge could be improved by missing person practice 
drills.   
 
An emergency plan was in place to guide staff in responding to fire but did not 
reference other potential untoward events such as flooding or loss of utilities. 
Contingency arrangements were provided should it be necessary to evacuate 
residents from the building.  
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Procedures for fire detection and prevention were in place. Emergency lighting, 
smoke detection units and evacuation signage was provided throughout the building.  
The inspector noted service records which showed that the fire alarm system, 
emergency lighting and fire equipment were serviced. Records were available which 
showed that inspections of fire exits were carried out twice every twenty four hours. 
The inspector noted that none of the fire exits were obstructed.   
 
The training records given to the inspector confirmed that all staff had received 
annual fire safety training and that staff had participated in a fire drill to reinforce the 
theoretical training provided to ensure they were confident of the procedure to be 
followed in the case of a fire. The last fire drill was held on the 12 July 2012. A report 
was completed documenting the level of compliance with fire procedures and areas 
were identified for improvement.  Staff spoken with by the inspector were 
knowledgeable on the procedures they were required to follow in the event of the 
alarm sounding and the evacuation procedures they should take. A fire alarm test 
was routinely done each day.  
 
Records with regard to mandatory training in moving and handling were also made 
available to the inspector. According to this record, all staff had completed moving 
and handling training. The inspector noted that documented resident moving and 
handling assessments were reflected in practice in this area. There was good use of 
assistive lifting equipment and resident lifting procedures were noted to be of a safe 
standard. Training included use of hoist and other assistive equipment. 
 
Fall prevention procedures were in place. All residents were assessed for risk of 
falling using an accredited risk assessment tool. Residents at high risk were afforded 
a supervision programme referred to as ‘falling stars precautions’ which included 
fifteen minute checking of the residents status with a view to averting falls by 
intervening early in addressing triggers such as need to use the toilet, need for fluids 
to drink etc. Residents at risk also had corresponding controls in place such as low-
low beds or sensor equipment detailed in care plans advising on management. Each 
incident of a residents fall was reviewed to ascertain cause, pattern and to identify 
suitable controls to mitigate risk of further falls or injury. The incidence of falls are 
reviewed six monthly, there was evidence of a reduction in the incidence of falls from 
27 to 16, which was 41%. 60% of falls were unwitnessed by a staff member which 
was an 8% increase on the last six month period from July to December 2011. While 
recommendations for improvement were documented in an action plan, there was no 
reference to a staffing review in relation to two peaks in the incidence of falls over 
the 24 hour period.  
 

Outcome 6 
Each resident is protected by the designated centre’s policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
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Inspection findings 
 
There was a comprehensive, recently reviewed, medication policy that referenced all 
aspects of medication management including the procedures for prescribing, 
administering, recording and storing of medication. Nurses did not transcribe 
medications. Medications were stored and dispensed from a locked press in their 
bedrooms. The staff nurses spoken with told the inspector that this arrangement 
promoted safe storage and administration practices. The centre has a designated 
pharmacy service; the pharmacist visits the centre in relation to residents’ 
medications. Unused or out of date medications were returned to the pharmacy.  
 
Anticoagulant medication prescribing and administration procedures required review 
to ensure that current practices and procedures in relation to communication of 
blood clotting values to the GP did not pose a potential risk of error to residents 
receiving this medication.  Prescribing practices in relation to anticoagulant 
medication required review to ensure all doses of this medication was appropriately 
prescribed and recorded in accordance with the requirements of the legislation and 
professional practice. Currently prescriptions were documented on faxes and were 
not always transferred to the resident’s drug prescription sheet with a corresponding 
record of administration.    
 
Medication management procedures required improvement in relation to 
documentation of prescriptions and administration records. The Drug Prescription 
was completed by the pharmacist who transcribed the GPs prescription The 
prescription and the administration record sheet comprised of separate loose pages 
which posed a potential risk of administration error or loss of documentation. While 
some medication prescription sheets had poor quality photographs on them, 
administration sheets did not have photographic identification to fulfil professionally 
recommended checking procedures. The commencement date of medications was 
not documented in all cases therefore making review of the length of time a resident 
was on a medication difficult.  

 
3. Health and social care needs 
 

Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied healthcare. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set 
out in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents
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Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
 

 
Inspection findings 
 
There was evidence that residents had good access to GP services in the centre, an 
entry was made in the residents’ notes each time the resident was reviewed. Access 
to other services was also of a high standard. A physiotherapist is employed as part 
of the staff and attends the centre twice weekly. His role included review of residents 
who were at risk of or who had fallen, provide symptom relief for residents with 
acute conditions - for example chest infections and promoting best practice in 
relation to resident mobility. Many residents also had assistive equipment to meet 
their needs. A dietician was contracted by the provider to ensure this service was 
accessible to all residents. There was evidence of appropiate referral and review. 
Residents also had good access to occupational therapy and speech and language 
therapy services.  Four residents had wounds and while wound management advice 
was available, it was limited and the provider was in discussion regarding increasing 
the availability of this service. 
 
A comprehensive suite of accredited assessment tools were used to promote health 
and address related issues. These included assessments of each resident’s risk of 
developing pressure ulcers, malnutrition and falls risk. Appropriate measures were 
put in place to manage and prevent risk. However, the inspector noted that some 
assessment tool scores were not consistently totalled and therefore could not inform 
deficits in residents’ needs.  
 
Care teams have been developed each with staff nurses as leads. Each staff nurse 
had been delegated responsibility for completing and updating a group of residents 
care plans. The inspector noted that some were of a better quality than others. 
Training records confirmed that twelve staff had received training on care planning. 
Further training and supervision is required on care plan management to ensure 
residents’ needs are met in all cases. The training records confirmed that fourteen 
staff had training on person centred care. As part of this person centred approach to 
care, the person in charge had recently developed the carers’ role to document care 
given to residents and to complete monitoring records such as nutritional intake.                          
 
A care plan was in place for each resident. The person in charge had reviewed the 
format of the resident documentation. The revised care plan was organised in a ring 
binder with relevant assessments of need in chronological order making 
documentation navigation easier. However, the content of the care plans did not 
reflect linkages between assessments and care plans in all cases and therefore 
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assessments were not integrated and did not clearly direct delivery of appropiate 
safe, quality care to meet resident needs.  
 
Carer team leaders were appointed with specific supportive and supervisory role 
requirements. Each resident had a named key worker which was documented and 
referenced throughout the residents’ documentation. Carers attended handover 
reports so they were fully informed of each residents needs, were allocated as part 
of a sub team with a carer team leader and staff nurse. Each carer was required to 
document a review of the care and activities completed by the residents they were 
allocated responsibility for. Combined with documenting care and activities 
completed by residents, carers gave a formal verbal report to the staff nurse on two 
other occasions throughout the day.  
 
The inspector was told that four residents had wounds. A wound care policy dated 25 
November 2011 was available to inform practice, access to wound care specialists in 
the centre was available, although limited. This access was under review by the 
provider. 
 
An activity coordinator attends the centre seven days each week from 09:00 hrs to 
17:00 hrs each day. Residents have additional art therapy hours on each Thursday 
and Friday. Recreational activity was planned to meet the needs of all residents. A 
wheelchair bus was available and was used weekly to transport residents on outings 
from the centre. Residents went out in the bus during the days of inspection as 
scheduled. An activity calendar was displayed on a daily basis with activities which 
residents could participate in if they wished. The inspector noted that along with a 
core of scheduled recreational activities, other impromptu activities were in progress 
at various points and times throughout the centre. For example three residents were 
playing cards after breakfast on one of the mornings. Another resident was facilitated 
to pursue his interest in horse racing while others relaxed in the sun. An enclosed 
sensory garden was completed and was in full flower. This garden opened into a 
walled garden which was tended and supervised by a local community employment 
scheme. This walled garden had multiple footpaths and contained vegetables, 
flowers, shrubs, fruit bushes including an orchard, numerous green houses and a 
variety of potted shrubs. While a small number of residents visited and walked 
around the garden independently, staff and visitors accompanied others walking or in 
their wheelchairs.  

 
Restraint management was guided by a policy to inform practice. A restraint register 
was maintained. The register referenced use of bedrails by eight residents, seven of 
which were classified as enablers and three of which were initiated by the 
multidisciplinary team.  The inspector noted that although seven bedrails were 
classified as enablers, they were fully engaged and therefore it was not clear what 
they were enabling. Partial rails were not available for use as enablers to assist 
residents with changing position independently. Monitoring of restraints in use was 
done and residents had care plans in place to address risks and potential risks 
associate with use of restraint. The centres clinical nurse manager is an accredited 
trainer on restraint management and twelve staff had received training to date. The 
person in charge stated that their plan was to train all staff in this area.  
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The inspector noted that while fifteen residents were under 80 years, the majority 
were in advanced old age with 25 aged between 80 and 90 and the remaining 11 
over 90 years old. One resident was within days of her one hundredth birthday and 
another was aged 104 years.  
 
17 (33%) of residents had dementia or alzhiemers disease with associated symptoms 
of varying severity. The person in charge and some of the staff have specific 
accredited training in care of persons with conditions that affect cognitive function. 
The person in charge is also an accredited trainer and led out on instructing staff on 
evidence based care in this area. Thirty five staff attended training on managing 
challenging behaviour.  
 
The inspector noted that there was no increase in staff that had completed a Further 
Education Training and Awards Council (FETAC) level five education course from the 
last inspection of the centre in February 2012 (8 out of the 37 care staff).   

 
Outcome 8 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
 
References: 
Regulation 14: End of Life Care 
Standard 16: End of Life Care 
 

 
Inspection findings 
 
Residents end of life wishes were ascertained where possible and were documented 
in care documentation as a routine and updated as necessary. A care plan 
referencing end of life care was appropriately in place to inform this care and was 
viewed by the inspector. An end of Life policy dated 25 April 2011 supported practice 
in this area. Residents in receipt of end of life care were accommodated in single 
accommodation where possible. 
 
Community Palliative care services were based locally and are available to support 
residents requiring this service. There is a large church accessible to residents.  This 
church is also available for removal ceremonies and funerals of residents. Residents 
with other faiths and customs are facilitated where possible and have access to 
pastors and ministers. Relatives are facilitated to stay overnight if they wished with 
residents receiving end of life care.  

 
Outcome 9 
Each resident is provided with food and drink at times and in quantities adequate for 
his/her needs. Food is properly prepared, cooked and served, and is wholesome and 
nutritious. Assistance is offered to residents in a discreet and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes 
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Inspection findings 
 
The inspector was satisfied that residents received a nutritious and varied diet.  
An accredited nutritional risk assessment was used to identify residents at risk of 
malnutrition. A nutrition and hydration policy was implemented into practice on 25 
November 2011. There was evidence that staff were guided by its contents. All 
residents’ food intake was recorded by care assistant staff and was up to date. While 
fluid intake charts were documented, not all fluid intake charts were used to manage 
fluid balance but to record fluid intake to ensure sufficient amounts were taken by 
vulnerable residents to prevent dehydration. Fluid balance charts were totalled at the 
end of each 24hour period to enable fluid balance assessment. The dietician 
stipulated the range of foods that met the various dietary needs of residents with 
restrictive conditions such as diabetes or renal failure. Food fortification was done on 
an ‘as required’ basis for some residents. There was regular monitoring of residents’ 
weights; the frequency was based on individual assessment to ensue safe care. 
Residents who were being monitored for weight changes had treatment plans in 
place which included recommendations made by the dietician following review.  
 
The dining experience was a pleasant occasion for residents. Many residents chatted 
with each other while dining. Residents had ample space and the dining room is 
spacious and domestic in style. Wild flowers from the garden complimented the table 
arrangements. The menu choices on the days of inspection provided nutritious and 
wholesome food. Residents spoken with complimented the standard of food and told 
the inspector they were happy with food on offer. Adequate staff were available at 
mealtimes and were observed assisting residents with their meals when required in a 
respectful and patient manner.  
 
The inspector saw residents being offered drinks throughout the day. Residents told 
the inspector that they could have a drink and snacks any time they asked for them.  
Water dispensers were available and jugs of water with a choice of fruit diluents 
were also available if desired.  
 
4. Respecting and involving residents 
 

Outcome 10 
Each resident has an agreed written contract which includes details of the services to 
be provided for that resident and the fees to be charged. 
 
References: 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
 

 
Inspection findings 
 
The inspector viewed a sample of residents’ contracts of care. All contracts were 
signed. On admission each new resident received a copy of their contract with other 
admission documentation. Each resident’s contract described their terms and 
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conditions. Although the total fees chargeable each week were documented in some 
contracts, others had no details of fees chargeable or did not include detail of each 
resident’s individual contribution to the total fee in every case. 

 
Outcome 11 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. 
He/she is facilitated to communicate and enabled to exercise choice and control over 
his/her life and to maximise his/her independence.  
 
References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
Standard 5: Civil, Political, Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts 
 

 
Inspection findings 
 
The Inspector noted that residents received dignified and respectful care on the days 
of inspection. Their capacity to exercise personal choice and autonomy within the 
centre was encouraged and their views were sought and listened to. Residents 
spoken with stated that they felt that they were able to talk to staff at any time and 
were able to make independent choices.  
 
A communication policy was in place. Unchanged on this inspection and stated in the 
report following inspection of the centre in February 2012, there were six (12%) of 
residents with significant visual difficulties, one of which was totally blind. Although a 
care plan was in place for each, it tended to be generic rather than reflective of 
these residents’ individual difficulties and needs. The local library supplied large print 
books. The centre was also in the early stages of sourcing evidence based assistive 
communication aides to assist residents varying needs. The speech and language 
therapy service had completed communication assessments and were advising on 
ways to better meet the communication needs of residents referred. Residents who 
had difficulty communicating had specific care plans in place.  
 
The inspector observed staff knocking before entering residents’ bedrooms, waiting 
for permission before entering, and curtains and doors were used in private and 
semi-private rooms to ensure that residents’ privacy and dignity was maintained.  
 
The inspector was told that there was an open visiting policy and noted visitors at 
different times over the days of the inspection. Most residents could meet with their 
visitors in the privacy of their own rooms, in communal areas or in a variety of 
seated areas throughout the centre. A policy advising on meeting privacy and 
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dignity needs was available and dated 25 November 2011. Notices were available on 
some doors advising ‘This is my home. Please keep my privacy and dignity by 
knocking before you enter’. 
 
Residents had access to a dog that remained in the centre each day with them. The 
dog was a quality of life promoting development and was embraced positively by all 
the residents. The dog was noted to be gentle and responsive and visited residents 
who did not come to the sitting room.  
 
Residents meetings were facilitated in the centre. The most recent meeting was held 
on the 19 June 2012. Prior to that a documented meeting was held in November 
2011, the person in charge told the inspector that there was a meeting in between 
but was not documented. More than half of the residents attended the meeting in 
June this year.  The person in charge told the inspector that she planned to facilitate 
monthly residents’ meeting to ensure residents were provided with an opportunity to 
voice their views and participate in the running of the centre. 
 

Outcome 12 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
 

 
Inspection findings 
 
The inspector found that there was adequate space for residents’ possessions. 
The inspector reviewed the laundry system in place to ensure that residents’ property 
was appropriately cared for. There were no reports noted of clothing going missing.  
Residents spoken with told the inspector that their clothes were well minded and that 
they had no complaints in this regard. 
 
There was a laundry system in place; residents’ laundry was washed and ironed off 
site. A small washing machine and dryer facilities were available on the lower ground 
floor if residents wished to launder clothing whilst waiting on main laundry to return 
their clothing. However, due to the isolated location of this facility, staff accompanied 
residents at all times if they wished to use the area. 
 
The inspector viewed a written operational policy ‘Residents Property and Valuables’ 
this list recently updated at regular intervals to maintain records of changes as 
required.  
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5. Suitable staffing 
 

Outcome 13 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management 
 

 
Inspection findings 
 
The person in charge was appointed person in charge of the centre from 05 June 
2012. She works on a full-time basis in the centre. The inspector found that she 
demonstrated authority, accountability and responsibility for the provision of the 
service. Suitable deputising arrangements were in place to facilitate her leave if 
necessary. A nominated registered nurse is in overall charge of the centre when the 
person in charge was on leave. 
 

Outcome 14 
There are appropriate staff numbers and skill-mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision 
 

 
Inspection findings 
 
While staffing review is on-going in response to changing dependency levels, a 
review of staffing levels and skill mix had been recently completed. The inspector 
was satisfied that there were adequate staff on duty, residents were attended to 
promptly and residents’ supervision needs were adequately met.  
 
A training matrix detailed all training done by each member of staff. The person in 
charge was supported in providing staff training by a training co-ordinator employed 
by the company as a resource for all the centres in the group.  
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There were arrangements in place where all staff were adequately supervised 
including staff working out of hours. There was a system in place where staff did not 
remain on night duty indefinitely. This ensured better staff supervision. The person in 
charge held a team meeting at 09:00 hrs each day which was attended by the 
representatives of each of the disciplines in the centre such as catering, 
maintenance, nursing, care staff, admin, activity and cleaning staff. A full staff 
handover occurred at the commencement of the morning and night shift and was 
attended by staff nurses and carers. Carers met as a group with the staff nurse and 
reviewed care of residents on the floor. A Key Worker system was in place where 
each resident had a named nurse and carer.  
 
Residents were adequately supervised on the days of inspection and their needs 
were met. Two nurses were on duty at all times and one was designated as nurse in 
overall charge out of hours.  
 
The inspector reviewed a sample of four staff files. On this occasion the inspector 
found that ‘staff personnel files contained the required documentation in accordance 
with schedule two records with the exception of medically assessed evidence of 
physical and mental fitness. This was available for all staff but in a self declaration 
format.  The Inspector was told that person identification numbers (PIN) for 
registered nurses were available for all nursing staff and a sample were viewed by 
the inspector. 
 
There was a recruitment policy available in the centre in line with legislation. 
Induction for staff was in place followed by a probationary period.  

 
6. Safe and suitable premises 

 
Outcome 15 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
 
References: 
Regulation 19: Premises 
Standard 25: Physical Environment 
 

 
Inspection findings 
 
Refurbishment of the centre was completed and the centre was visibly clean and 
bright. The layout of rooms 106, 113, 215, 311 and 321 which required review in 
relation to location of curtains surrounding beds and the location of televisions which 
couldn’t be viewed easily by each resident in these twin rooms was addressed to a 
satisfactory standard. 
 
 CCTV was in operation in front lobby area and was used as security for the front 
door as staff could view persons requesting access to the centre out of hours.   
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Management of the area to the front of the centre had also improved since the last 
inspection in February 2012. The provider stated that an arrangement for FAS 
employees and staff working in the centre to park their cars in another car-park on 
the site was in place. The aim of this was to reduce traffic congestion at the front of 
the nursing home. Traffic was visibly reduced and parking was available on the days 
of inspection. A pedestrian crossing was in place but a ramp identified as a traffic 
calming measures was not in place. Vehicles with kitchen deliveries no longer passed 
the front door as a designated door had been installed for this purpose at the other 
side of the building. Signs advising travel at low speed and with caution were in 
place as was a 5km per hour sign visible to on-coming traffic. However the surface of 
the roadway into and surrounding the front of the centre required review as it 
contained deep potholes. Some repairs to the surface had been made with concrete 
filling which was not adequate.  
 
The enclosed garden was completed and required some address of areas to sheds to 
make it safe for vulnerable residents. It was accessible from the centre via an electro 
magnetic controlled door which was also designated as a fire exit. It remains unclear 
how residents would be able to freely and independently access this garden if they 
wished to while this door is engaged. The inspector discussed this finding at the 
feedback meeting and was told by the provider and person in charge that this would 
be remedied. 
 
The chickens were recently re-housed and now required appropiate housing which 
was safe for residents to access. The inspector noted that water was stale in some of 
the ponds around the outside of the centre. The provider stated that this was being 
reviewed.  
 
Handrails were available on both sides of the corridors and stairs to assist residents 
with maintaining independence. The corridors were clear and unobstructed. A lift was 
in place to assist residents with moving from one floor to another. The stair-rail and 
balcony rail height had been increased to promote safety and was viewed in place by 
the inspector. 

 
7. Records and documentation to kept at a designated centre 

 
Outcome 16 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained 
in a manner so as to ensure completeness, accuracy and ease of retrieval. The 
designated centre is adequately insured against accidents or injury to residents, staff 
and visitors. The designated centre has all of the written operational policies as 
required by Schedule 5 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). 
 

References: 
Regulation 21: Provision of Information to Residents 
Regulation 22: Maintenance of Records 
Regulation 23: Directory of Residents 
Regulation 24: Staffing Records
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Regulation 25: Medical Records 
Regulation 26: Insurance Cover  
Regulation 27: Operating Policies and Procedures  
Standard 1: Information 
Standard 29: Management Systems 
Standard 32: Register and Residents’ Records 
 

 
Inspection findings 
 
All operating policies and procedures as required by schedule five of the legislation 
were in place and available for reference by staff if required.  
 
A copy of the centre’s insurance details was reviewed. The details of insurance cover 
reflected the required level of cover against loss or damage to the property of 
residents as per the legislation. 
 
The resident’s guide was reviewed by the inspector. It was revised in June 2012. 
Some minor revisions are required to reflect the requirements of the legislation, for 
example the reference to the ombudsman in the summary of the complaints policy 
should be removed. There was no contract attached to the resident’s guide and a 
copy of the most recent inspection report published was also not attached to the 
resident’s guide reviewed. 
 
The Directory of residents was transferred recently to a new formatted book and 
found to be complete. The date, time and cause of death of residents who died in 
the centre were documented.  

 
Outcome 17 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 

 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 
 
Inspection findings 
 
All accidents and incidents were recorded in the centre and were maintained in a log. 
While there were some omissions in the past, the person in charge was aware of the 
legal requirement to notify the chief inspector and the timescales within which 
notifications must be forwarded to the Authority.  
 
Notifications submitted were reviewed with the person in charge during the 
inspection. The inspector noted that returns had been made in respect of quarterly 
notifications for 31 July 2012.  
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Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designed centre and the arrangements in place for the management of the 
designated centre during his/her absence.  

 
References: 
Regulation 37: Notification of periods when the Person in Charge is absent from a 
Designated Centre 
Regulation 38: Notification of the procedures and arrangements for periods when the 
person in charge is absent from a Designated Centre 
Standard 27: Operational Management 
 

 
Inspection findings 
 
Not applicable on this inspection. The person in charge has not taken leave in excess 
of twenty eight days. 
 

Closing the visit  
 

At the close of the inspection visit a feedback meeting was held with the provider, 
the person in charge, and the clinical nurse manager to report on the inspectors’ 
findings, which highlighted both good practice and where improvements were 
needed.  
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Provider’s response to inspection report∗ 
 

 
Centre: 

 
Our Lady’s Manor Nursing Home 

 
Centre ID: 

 
0081 

 
Date of inspection: 

 
08 and 09 August 2012 

 
Date of response: 

 
06 September 2012 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care settings for Older People in Ireland. 
 
Outcome 1: Statement of purpose and quality management 

1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Not all matters listed in Schedule 1 of the Regulations were documented in the 
Statement of Purpose and Function document. 
 
Action required:  
Compile a Statement of purpose that consists of all matters listed in Schedule 1 of the 
Regulations. 
 
Action required:  
Make a copy of the updated Statement of purpose available to the Chief Inspector. 
 
Reference: 

Health Act, 2007 
Regulation 5: Statement of Purpose 

               Standard 28: Purpose and Function  
 

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

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 

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

Timescale: 
 

Provider’s response: 
 
The statement of purpose will be reviewed and amended as 
necessary. 
 
A copy of the statement of purpose will be provided to the Chief 
Inspector. 
 

 
 
30 September 
2012 
 
30 September  
2012 

 
Outcome 2: Reviewing and improving the quality and safety of care  

2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
An established system was also not readily available to include for example, a list of 
all of the audits and evaluations undertaken, key findings, action taken to ensure 
systematic continuous quality improvement and the date scheduled for the next audit 
to take place in the area.  
 
Some audit reports were produced however; these had not been made available to 
residents.  
 
Action required:  
Establish and maintain a system for improving the quality of care provided at, and the 
quality of life of residents in, the designated centre. 
 
Action required: 
Make a report in respect of any review conducted by the registered provider for the 
purposes of Regulation 35(1), and make a copy of the report available to residents 
and, if requested, to the Chief Inspector. 
 
Reference: 

Health Act, 2007 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement 

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

Timescale: 
 

Provider’s response: 
 
We are developing a system of quality and safety management. 
 
At present weekly statistics are collected and collated. Audits have 
commenced over the past number of months and a schedule has 
been drawn up for carrying out regular audits on resident welfare 
and quality of life e.g. care plans, weight management, restraint 

 
 
Completed 
 
Completed 
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management, specialist review and follow up from dietician and 
physio etc, medication management, GP follow up, activities 
provided etc. 
 
Results of these audits, learning outcomes and follow up will be 
scheduled for review at monthly management meetings, monthly 
clinical care meetings and monthly support service meetings to 
enhance resident safety and facilitate such discussions in a 
structured manner. 
 
Where audits are carried out in relation to resident safety and 
welfare, the findings of same shall be discussed at monthly team 
meetings to ensure all findings are communicated to staff. 
 
The findings of these reports will be made available to residents 
and, if requested, the Chief Inspector. 
 

 
 
 
 
Completed 
 
 
 
 
 
Completed 
 
 
 
31 October 
2012 

 
Outcome 3: Complaints procedures 

3. The provide is failing to comply with a regulatory requirement in the 
following respect:  
 
Seeking satisfaction on the outcome of all complaints investigations was alluded to 
but had not been documented in all cases as necessary.  
 
Action required:  
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
It will be recorded on the complaints whether or not the 
complainant is satisfied.  
 

 
 
Completed 

 
Outcome 4: Safeguarding and safety 

4. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The elder abuse management policy required some further revision to inform staff of 
the specific care and procedures that was most appropiate to take for each type of 
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abuse. Response to take in the event of an abuse allegation against a senior member 
of staff also required some clarity. 
 
Action required: 
Put in place a policy on and procedures for the prevention, detection and response to 
abuse.   
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
The elder abuse policy will be reviewed and revised as appropriate. 

 
 
30 September  
2012 
 

 
Outcome 5: Health and safety and risk management  

5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The existing Safety Statement dated 2011 was repetitive and the risk log did not 
effectively capture all risks in the centre as they occurred.  
 
The risk management policy did not have procedures to follow in the event of assault.
 
There was no reference available of recent missing person drills to facilitate staff to 
practice procedures to follow in the event of a resident leaving the centre 
unaccompanied.  
 
The emergency plan did not reference other potential untoward events such as 
flooding or loss of utilities.  
 
Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the identification 
and assessment of risks throughout the designated centre and the precautions in 
place to control the risks identified.   
 
Action required:  
Ensure that the risk management policy covers the precautions in place to control the 
unexplained absence of a resident including drills. 
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Action required:  
Put in place an emergency plan for responding to all emergencies. 
 
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: 
 
The risk management policy is being revised so that it covers the 
identification and assessment of risks and the precautions in place 
to control them. 
 
The risk management policy is being revised so that it deals with 
the unexplained absence of a resident. 
 
An emergency plan is in place to deal with all emergencies. 

 
 
15 October 
2012 
 
 
15 October 
2012 
 
Completed 
 

 
Outcome 6: Medication management 

6. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Anticoagulant medication prescribing and administration procedures required review 
to ensure that current practices and procedures in relation to communication of blood 
clotting values to the GP did not pose a potential risk of error to residents receiving 
this medication.  All anticoagulant medications must be prescribed on the prescription 
chart and recorded as given on administration sheets.  
 
The drug prescription record was completed by the pharmacist who transcribed the 
GPs prescription. This prescription and administration documentation comprised of 
separate loose pages which posed a potential risk of administration error or loss of 
documentation. While some medication prescription sheets had poor quality 
photographs on them, administration sheets did not have photographic identification 
to fulfil professionally recommended checking procedures.  
 
The commencement date of medications was not documented in all cases.  
 
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. 
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Reference: 
Health Act, 2007 
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Standard 14: Medication Management  
Standard 15: Medication Monitoring and Review 

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

Timescale: 
 

Provider’s response: 
 
A copy of the INR lab results are being faxed to the Residents' GP. 
The GP faxes in the prescription and within seventy two hours the 
GP calls into the Centre to write up the residents' prescription. This 
will be kept under close review and amended if necessary.  
 
The administration sheets are being updated to include a 
photograph of the resident.  

 
 
Completed 
 
 
 
 
30 September 
2012 
 

 
Outcome 7: Health and social care needs 

7. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Some assessment tool scores were not consistently totalled and therefore could not 
inform deficits in residents’ needs.  
 
It was the inspectors’ judgement that further training and supervision is required on 
care plan management to ensure residents’ needs are met in all cases  
The content of some care plans did not reflect linkages between assessments and 
care plans and therefore assessments were not integrated and did not clearly direct 
delivery of appropiate safe, quality care to meet resident needs. Care plans 
referencing residents communication needs tended to be generic and not resident 
centred. 
 
Action required: 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
 
Action required: 
Set out each resident’s needs in an individual person centred care plan developed and 
agreed with the resident. 
 
Reference: 

Regulation 6: General Welfare and Protection  
Regulation 8: Assessment and Care Plan 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Further training will be provided for staff on completing 
assessment tools. 
 
Care plans will be completed for each resident in a person-centred 
manner.  

 
 
30 September 
2012 
 
31 October 
2012 

 
Outcome 10: Contract for the provision of services 

8. The provider is failing to comply with a regulatory requirement in the 
following respect:  
Although the total fees chargeable each week were documented in some contracts, 
others had no details of fees chargeable or did not include detail of each resident’s 
individual contribution to the total fee in every case. 
 
Action required:  
Ensure each resident’s contract deals with the care and welfare of the resident in the 
designated centre and includes details of the services to be provided for that resident 
and the fees to be charged. 
 
Reference: 

Health Act, 2007 
Regulation 28: Contract for the Provision of Services 
Standard 7: Contract/Statement of Terms and Conditions 

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

Timescale: 
 

Provider’s response: 
 
The residents' contracts are being revised to include details of total 
fees chargeable and the residents' individual contribution.  

 
 
30 September 
2012 
 

 
Outcome 14: Suitable staffing 

9. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
No more care staff had completed a Further Education Training and Awards Council 
(FETAC) level five education course from the last inspection of the centre in February 
2012 (8 out of the 37 care staff). Training was also required on care planning to 
ensure residents’ needs were met. 
 
Action required:  
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice in respect to 
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care planning and FETAC level five training for carers. 
 
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: 
 
Staff members are being facilitated to access FETAC level five 
training. Long standing care staff will have their competency and 
skills assessed to determine their need for further training and 
suitable arrangements will be put in place to meet their identified 
training needs 
 
Training on care planning will be provided. 

 
 
31 October 
2012 
 
 
 
 
31 October 
2012 
 

 
Outcome 15: Safe and suitable premises 

10. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The surface of the roadway into and surrounding the front of the centre required 
repair as it contained deep potholes and broken surfaces.  
 
The enclosed garden was completed and required some additional work to make work 
sheds inaccessible for vulnerable residents. A clear procedure is required on how 
residents will be able to freely and independently access the enclosed garden if they 
wish. The chickens were recently re-housed and it is not safe for residents to access 
them. 
 
Action required:  
 
Provide and maintain external grounds which are suitable for, and safe for use by 
residents. 
 
Reference: 

Health Act, 2007 
Regulation 19: Premises 
Standard 24: Physical Environment 
Standard 28: Purpose and Function  

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

Timescale: 
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Provider’s response: 
 
The roadway around the Centre will be repaired. 
 
 
The remaining work on the enclosed garden will be completed and 
free and independent access provided to the residents. 
 
 
We are looking at moving the chickens to the secure garden to 
provide safe access to them by the residents. 
 

 
 
31 October 
2012 
 
31 October 
2012 
 
 
31 October 
2012 

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

11. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The resident’s guide requires revisions to reflect the requirements of the legislation; 
The reference to the ombudsman in the summary of the complaints policy is 
incorrect. A copy of the most recent inspection report published was also not attached 
to the resident’s guide. 
 
Action required:  
Amend the resident’s guide as required to reflect the requirements of the legislation. 
 
Action required:  
Supply a copy of the revised residents’ guide to each resident. 
 
Reference: 

Health Act, 2007 
Regulation 21: Provision of Information to Residents 
Standard 1: Information  

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

Timescale: 
 

Provider’s response: 
 
The residents' guide will be updated to reflect the requirements of 
the legislation. Additionally the complaints policy has now been 
changed to remove the reference to the Ombudsman. 
 
A copy of the guide will be given to each resident. 

 
 
30 September 
2012 
 
 
 
30 September 
2012 
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Any comments the provider may wish to make: 
 
 
Provider’s response:   
 
 
I would like to thank the Inspector for the professional, courteous and unobtrusive 
manner in which she conducted her inspection. 
 
 
Provider’s name: Phil Darcy on behalf of Lady Edgeworth Nursing Home Ltd 
Date: 11 September 2012 


