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Centre name: 

 
Shannagh Bay Nursing Home 

 
Centre ID: 

 
0095

Centre address: 

 
2-3 Fitzwilliam Terrace
 
Strand Road, Bray
 
Co. Wicklow 

 
Telephone number:  

 
(01) 2862329 

 
Email address: 

 
shannaghbay@eircom.net 

 
Type of centre: 

 
Private      Voluntary          Public

 
Registered provider: 

 
Alan and Pauline Smith

 
Person authorised to act on 
behalf of the provider: 

 
 
Pauline Smith 

 
Person in charge: 

 
Anne Blount 

 
Date of inspection: 

 
17 and 18 July 2012 

 
Time inspection took place: 

 
Day-1 Start: 08:00 hrs Completion: 17:15 hrs
Day-2 Start: 07:30 hrs Completion: 17:00 hrs  

 
Lead inspector: 

 
Linda Moore 

 
Support inspector: 

 
Finbarr Colfer 

 
Type of inspection  

 
 announced               unannounced   

 
Date of last inspection:  

 
29 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, inspectors examine how well 
the provider has met the requirements of the Health Act 2007, the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) Regulations 
2009 (as amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland 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 
 

Shannagh Bay Nursing Home is a four-storey Victorian style building situated on Bray 
promenade. It is a two minute drive from the dart station and close to local 
churches, shops and amenities. 
 
It was originally a hotel which had been converted to a residential care service by the 
previous providers. The current providers, Alan and Pauline Smith, purchased the 
building in 1990 and made some internal renovations.  

 
Services are provided for both male and female residents providing long-term care, 
which includes residents with dementia, acquired brain injury, intellectual disability, 
dementia, mental health and social care needs. On the day of the inspection the 
resident’s ages ranged from 27 to 101 years of age. There were 14 residents had 
dementia, four residents have an acquired brain injury and three have intellectual 
disabilities. There were no residents receiving respite or convalescence care.  
 
Accommodation for residents is provided on four floors. All floors are accessible by 
stairs and lift. The doors to each stairwell have a locking system in place which can 
be unlocked by residents who are cognitively aware. One stairwell had a key pad in 
place and the number is available for residents to see.   
 
The main entrance is located on the basement floor and there is a keypad locking 
system on the front door. Since the last inspection, the office had been relocated to 
the building adjacent to the centre and the former office is used a visitors room. A 
visitor/staff toilet is situated in this area.  
 
Accommodation on the basement floor includes two three-bedded rooms with en 
suite facilities. One has a toilet, wash-hand basin and shower and the other has a 
toilet and wash-hand basin only. There is also a two-bedded room en suite with toilet 
and wash-hand basin. There is an assisted bathroom with bath within close proximity 
to the two-bedded room.  
 
The dining room, main kitchen, laundry, sluice room and smoking room are located 
on this floor. There is also a small seated area outside for residents to smoke if they 
wish.  
 
Accommodation on the ground floor consists of three two-bedded rooms, en suite, 
one with wash-hand basin and toilet, and one with wash-hand basin, toilet and 
shower. There are two single bedrooms, en suite, with wash-hand basin and toilet 
and an assisted bath on this floor. The en suite in this room is used as a communal 
assisted toilet for more dependent residents.  
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The residents’ sitting room is located on this floor. It is a large room which can be 
divided into two by a partitioned door. There is a spacious conservatory adjacent to 
the sitting room which overlooks the promenade. The nurses’ office is located next to 
the conservatory. There is a communal toilet with wash-hand basin which is not 
wheelchair accessible in close proximity to the sitting room.  
 
Accommodation for residents on the first floor consists of six single, en suite, 
bedrooms, two with wash-hand basin and toilet and shower, and four with wash-
hand basin and toilet. There are four two-bedded rooms, en suite, with wash-hand 
basin and toilet and an assisted shower room and an assisted bathroom on this floor. 
  
Accommodation on the second floor consists of six single en suite bedrooms, two 
with en suite wash-hand basin, toilet and shower and four with en suite wash-hand 
basin and toilet. There are four twin bedrooms with en suite bathrooms, one with 
wash-hand basin, toilet and shower, and three with wash-hand basin and toilet. 
There is also an assisted shower room and an assisted bathroom on this floor.  
 

 
Date centre was first established: 

 
26 October 1990  

 
Date of registration: 

 
11 May 2011  

 
Number of registered places:  

 
44 

 
Number of residents on the date of inspection:  

 
42 + 1 in hospital 

 
Dependency level of current residents 
as provided by the centre: 

Max High Medium Low 

 
Number of residents 

 
19 

 
8 

 
12 

 
4 

 
Gender of residents 

Male 
( ) 

Female 
( ) 

 
 

 
 

 
Management structure 
 
Alan Smith and Pauline Smith are the Providers of Shannagh Bay Nursing Home. 
Anne Blount is the Person in Charge and she reports to one of the providers, Pauline 
Smith. The staff nurses on duty report directly to the Person in Charge, and the care 
assistants report to the nurse on duty. The Provider’s daughter, Lisa Smith, is the 
Human Resource Administrator and she reports to the Providers.  
 
The catering staff report to the chef who in turn reports to the Person in Charge. The 
household staff, laundry staff, and the activities staff also report to the Person in 
Charge. The maintenance staff report to Alan Smith. An assigned staff nurse 
deputises for the Person in Charge when required. 
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Staff 
designation 

Person 
in 

Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 

laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on duty 
on day of 
inspection 
 

1 2 7 2 3 3 8* 

 
* Two maintenance, two activities, provider and three care staff on induction  
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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 was the fourth inspection of Shannagh Bay Nursing Home by the Health 
Information and Quality Authority (the Authority) Social Services Inspectorate. A 
registration inspection took place on the 28 and 29 June 2010. The most recent 
inspection was a follow-up inspection in March 2012 and inspectors identified 
improvements that were required in relation to the statement of purpose, the system 
to review the quality and safety of care provided, recruitment practices, mandatory 
training, complaints procedure, resident’s consultation and the physical environment. 
The report for that inspection can be accessed at www.hiqa.ie. 
 
This report sets out the findings of an unannounced monitoring inspection. The 
inspectorate also received information prior to the inspection referring to possible 
issues with facilities for staff, the premises, infection control, access to a safe out 
door space and staff numbers and arrangements. These issues were also viewed on 
inspection and are discussed within the report. This inspection 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, resident’s records, accident logs, policies and procedures and staff files.  
 
Inspectors found that the person in charge provided strong leadership and was well 
supported by the provider. Inspectors were satisfied that residents were cared for 
and that residents nursing and healthcare needs were being met. Residents’ health 
was promoted and they had access to good general practitioner (GP) services and a 
range of other health professionals.  
 
Overall inspectors found that staff were committed to providing a high standard of 
care and the needs of residents were being met. However, improvements were 
required in the assessment and care planning process and the management of 
restraint, behaviours that challenge and falls. Inspectors found there was a high staff 
turn over and residents were unhappy with the general staffing atmosphere in the 
centre which was impacting on their quality of life. 
 
Inspectors also identified a number of improvements which were required in the 
physical environment. This continued to provide a significant challenge to compliance 
with the Regulations and Standards. Improvements were required in the bedroom 
occupancy levels, the number of assisted toilets and showers available to residents 
and the general up keep of the premises.  
 
These issues are discussed in the body of the report and are included in the Action 
Plan at the end of the report.  
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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 
Inspectors read the statement of purpose which set out the facilities provided and 
the intended aims, objectives and ethos of the centre. The statement met the 
requirements of the Regulations. This was identified as an area for improvement at 
the previous inspection and had been fully addressed.  
 
The statement of purpose had been drafted in line with the requirements of the 
Regulations. It was available to residents and relatives.  

 
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 
Overall, inspectors found that there were systems in place to audit and monitor the 
quality of care provided to residents and that these were in the process of being 
improved. This was identified as an area for improvement at the previous inspection.  
 
Inspectors saw that the centre had developed systems to audit medication 
management and to monitor the health care needs of residents on a weekly basis, 
such as residents who had lost weight. This information was discussed with staff 
nurses at their weekly nurses meeting.  
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The data collected also allowed the person in charge to easily identify any changes in 
residents’ conditions. The person in charge described how this information had been 
used to improve the care delivered to residents, such as the involvement of the old 
age psychiatry team when a resident’s condition had deteriorated.  
 
Information was also gathered on individual incidents, accidents and complaints 
which were all individually managed and reviewed. However there was no formal 
system yet to review these issues comprehensively in order to identify trends and 
improve practice.  

 
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 
The complaints process was robust and was developed in line with the requirements 
of the Regulations. This was identified as an area for improvement at the previous 
inspection and had been addressed.  
 
There was a complaints procedure and it was displayed in prominent locations in the 
centre. It explained the complaints process, how complaints would be addressed and 
included details of an independent appeals process. The management of complaints 
was carried out in line with the complaints procedure. 
 
Inspectors reviewed the complaints folder and found the complaints were recorded in 
detail, identified the complainant, the issue, the action taken and the satisfaction of 
the complainant with the outcome of the action taken.  
 
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 
The provider and person in charge had taken measures to protect residents from 
abuse, although some further improvements were required in the area of recording 
residents’ financial transactions.  
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The providers had arranged training in detecting and reporting elder abuse. All of the 
staff who spoke with inspectors were clear on what constituted abuse and were 
aware of their responsibilities to report any suspicions of abuse.  
 
However, the centre’s policy did not guide practice. The inspector viewed the policy 
on elder abuse and protection of vulnerable adults. The policy outlined different 
types of abuse and provided guidance on recognising, managing and reporting abuse 
but it did not include the arrangements for reporting and managing abuse specific to 
the centre.  
 
The HR administrator explained that a new system for managing residents’ finances 
was being developed to ensure accountability was more robust.  
 
The policy on managing residents’ finances and property had not been updated to 
include the new system that was being introduced. In addition, it had not been fully 
implemented in the existing arrangements for managing residents’ finances. All 
transactions were not being recorded and signed by two witnesses.  
 
Inspectors noted that the residents’ property lists were not being completed for all 
residents on admission and were not being updated and signed by residents to 
reflect any changes in property maintained by residents.  

 
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 
Inspectors found that practice generally in relation to the health and safety of 
residents and the management of risk promoted the safety of residents, staff and 
visitors. However, some risks had not been responded to adequately and the process 
for identifying and managing risks required improvement.  
 
The inspectors viewed the fire records which showed that most fire equipment had 
been regularly serviced. The fire extinguishers were serviced annually and quarterly 
servicing of the fire alarms was carried out. The fire extinguishers had been serviced 
in January 2012 and the fire alarm system had been serviced in July 2012. Weekly 
checks of fire alarms and daily fire exits were carried out and recorded. However, 
there was no record that emergency lighting was routinely checked or serviced.  
 
Inspectors viewed the fire training records and found that staff had received up-to-
date mandatory fire safety training and this was confirmed by staff.  
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Three newly appointed staff member had not yet received fire training but there 
were plans to address this. Fire drills were carried out every quarter. All staff who 
spoke with the inspectors knew what to do in the event of a fire. All fire exits were 
clear and unobstructed.  
 
The provider and person in charge had put in place adequate controls to monitor all 
visitors to the building. A visitors’ book was maintained and completed daily and 
there were staff at the reception until 18:00 hrs daily.  

 
Inspectors reviewed the emergency plan and found that it provided a lot of detailed 
information and adequately guided staff on the procedures to follow in the event of 
an emergency. 
 
Inspectors noted that since the previous inspection, the person in charge had 
developed a health and safety committee, the minutes of the meetings showed that 
clinical and some environmental risk were discussed and addressed at this meeting.  
 
However, there was no system for assessing non clinical risk and identifying ways to 
manage those risks in the centre. The health and safety statement did not include 
arrangements to identify and address some hazards such as those associated with 
the general environment. While there was a risk management policy which met the 
requirements of the Regulations, it did not guide the actual practice in place. The 
person in charge said she was developing a risk register which would identify all risks 
and control measures in the centre.  
 
Inspectors identified a number of non clinical risks in the centre that had been 
identified by the provider but the control measures in place were not adequate to 
promote the safety of residents. Inspectors observed the temperature in the 
conservatory on the second day of the inspection ranged from 32 degrees Celsius to 
38 degrees Celsius which exceed the recommended temperatures for communal 
areas. The provider had installed air circulation fans in the ceiling but these did not 
alleviate the temperatures in the room. While staff were aware that this was an 
ongoing issue for residents, appropriate control measures had not been 
implemented.  

 
Inspectors noted that infection control practices were adequate but there were two 
issues that required improvement.  
 
Staff members, including catering staff, were using the visitors’ toilet on the ground 
floor to change their uniforms. This was an infection control risk. In addition, there 
was limited access to hand-washing facilities for staff. There was one sink available 
for staff in the nurse’s station on the ground floor but the room was inaccessible to 
staff at times and staff were observed to be queuing at the door to wash their hands.  
 
There were arrangements in place for the segregation and disposal of waste 
including clinical waste. Nursing staff and care assistants were observed following 
correct hand hygiene and using gloves, hand gels and aprons appropriately. Wall 
mounted dispensers containing hand sanitising gel were located at the entrance door 
and throughout the building.  
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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 
 

 
Inspection findings 
While some of the processes in place for the management of medication were safe, 
secure and in accordance with current guidelines and legislation, some areas of 
medication management required improvement. 

 
The nurse had a lockable medication trolley and this was locked when unattended. 
There were colour photos of residents on the administration charts and the nurse 
recorded and signed medication administered.  

 
Inspectors saw that there was a policy and procedure in place to manage medication 
errors. Inspectors reviewed the details of a medication error. Inspectors were 
satisfied with the response and management of this error. The error was investigated 
and prompt corrective action was taken. Monitoring procedures were implemented 
following the incident. All medication errors were reviewed by the person in charge. 
Staff indicated that the new medication management system was introduced in 
response to an error.   
 
Medications that required special control measures (MDAs) were carefully managed 
and kept in a locked medical press within in a locked cupboard in keeping with the 
Misuse of Drugs (Safe Custody) Regulations, 1984. Nurses kept a register of 
controlled drugs. Two nurses signed and dated the register and the stock balance 
was checked and signed by two nurses at the time of administration and the change 
of each shift. Inspectors checked the stock balances for two controlled medications 
and found them to be accurately accounted for.  

 
There were comprehensive medication management policies in place which provided 
clear guidance to staff in areas such as general principles of medication 
administration, self administration, storage and crushing of medications, refusal and 
withholding of medications and medication errors. However, the policy in relation to 
self medication was not being used to guide practice. Inspectors noted that the staff 
nurse signed that she administered these medications when the resident had 
administered his/her own medications.  
 
In addition, some practices could present a risk of medication error. Inspectors noted 
that the process for prescribing medications to be crushed did not meet An Bord 
Altranais guidelines. Staff stated that they sometimes crushed medications for one 
resident. However, there was no signature to indicate that this had been prescribed 
by the GP. While medication was generally prescribed by the GP, this was not the 
case for the prescribing of warfarin. Inspectors noted the nurse took the order for 
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warfarin over the phone but this was not signed by the GP and this contravened the 
centre’s policy. 

 
Inspectors accompanied a nurse at the start of a medication round and discussed 
medication management practices. The nurse demonstrated competence and 
knowledge when outlining the procedures and practices for medication management 
and administration but these required improvement. Inspectors noted that staff did 
not record the dosage of insulin they administered to residents and the medication 
was prescribed “as per sliding scale”. This could result in a negative outcome for a 
resident.  

 
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 
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 
Overall resident’s healthcare needs were met. Staff spoken with were very 
knowledgeable about the residents in their care but the care plans did not guide the 
care delivered. Improvements were required in the management of behaviours that 
challenge, falls management and the management of restraint.  
  
Residents had good access to medical and allied health professionals. The staff 
nurses explained that the GPs visited regularly and there was an out-of-hours 
medical service available. There was also documentary evidence of residents being 
referred to other services.  Reviews by occupational therapy (OT), optician, dental, 
chiropody, speech and language therapy (SALT) and dietician were included in the 
residents’ files. The physiotherapist visited the centre once every week.  
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Staff spoken with were very knowledgeable about the residents. Inspectors found 
that they could describe how residents should be cared for and in general, the 
nursing and medical notes showed that the needs of residents were met. Inspectors 
saw that nursing assessments were carried out for residents at the time of 
admission. Inspectors also saw that in most cases additional risk assessments were 
carried out including assessments for falls, risk of developing pressure ulcers and 
nutrition.  
 
However, care plans were not always developed in response to these assessments. 
Care plans were often not meaningful or detailed enough to guide the care of 
residents in a consistent manner. For example, one resident’s care plan had not been 
updated since the resident’s recent review at the vascular clinic where the prescribed 
care for the resident had been changed.  
 
While staff said they discussed care plans with residents, the care plans were not 
developed and agreed with residents. Nurses said they reviewed care plans every 
three months but there was no documentary evidence that they had been reviewed.  
 
Inspectors reviewed specific aspects of the care of a sample of residents: 
 
Nutrition 
Inspectors found evidence of good practice in the management of nutrition for 
residents. Residents’ weights were recorded each month or more frequently if 
required and the nursing staff monitored any changes in weight loss. Records 
showed that residents were being prescribed supplements where necessary and 
residents were being reviewed by a dietician and SALT when required. Inspectors 
saw that nutritional risk assessments were used to identify residents at risk of poor 
nutrition and nutrition care plans were in place. A review of two residents’ records 
showed their weight had increased as a result of the care plan that had been 
implemented for them.  
 
Behaviours that Challenge 
There was a comprehensive policy on the management of behaviours that challenge, 
but this was not being implemented. Residents’ records did not include the following 
information: 
 

 there were no assessments carried out 
 triggers that prompted behaviours and the behaviour itself were not recorded 
 discussions with staff members indicated that not all incidents of behaviour 

that challenged were being logged as per the centres’ policy 
 the care plans were non specific and did not guide care. For example, general 

terms such as “time out”, “assist for a walk and distraction conversation” and 
“Ativan when agitated” were used and did not provide sufficient guidance to 
staff on the specific care needs of individual residents. 

 
Inspectors were informed that training in responding to behaviours that challenge 
had been provided to staff but noted that this consisted of watching an informational 
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DVD and had not been facilitated by a trainer with experience and knowledge of 
working in this area.  
 
Restraint 
Inspectors reviewed the centre’s restraint policy and found that it had not been 
updated to reflect the recent national policy from the Department of Health on 
promoting a restraint free environment. While the person in charge had completed 
training on the use of restraint, the learning from this training had not yet been 
rolled out to staff.  
 
A number of residents were using bedrails and a small number had been prescribed 
medication to assist with managing behavioural issues. A restraint assessment had 
been carried out for some residents but not for all.  Alternatives to the use of 
restraint had not been considered. 
 
Inspectors reviewed a sample of care plans for residents who used restraint and 
found that they did not provide sufficient guidance to staff.  In addition, staff were 
not recording the duration of the use of restraint. 
 
Consent forms gave general consent for the use of a range of restraints and were 
not based on the individual needs of each resident.  
 
Falls Management 
Inspectors reviewed the policy on falls and found that it did not reflect the current 
practice in the centre and was not evidenced based.  This policy did not include the 
need for a post-falls assessment and did not include preventative strategies. 
  
All residents at risk of falls had a falls risk assessment completed. However, there 
was no post falls risk assessment in place hence care plans were not updated to 
reflect the changing needs of the resident including supervision arrangements.  
Nursing staff did not have access to the required resources to monitor residents with 
suspected head injuries i.e. a comprehensive neurological chart and a pen torch. This 
could have very serious consequences for residents.  
 
Activities and Social Care 
There were two dedicated staff members employed whose role included the delivery 
of meaningful activities to residents. On the days of inspection, these staff were on 
leave.  However, inspectors observed lots of positive engagement by staff with 
residents throughout the day.   
 
The activities workers had devised an activities plan for each day which was 
displayed on the wall of the day room. However, during the inspection, the plan was 
not followed and staff told inspectors that they did not have the knowledge to 
implement some aspects of it. They also said that the plan was no longer being used. 
Inspectors observed periods when there were no activities for residents. A small 
number of residents initiated their own activities during these periods, but others had 
nothing in place and sat looking around the room.  
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Some residents told inspectors that they would like to go swimming and do some 
gardening. Staff were aware of this and some care plans included this information 
but it had not been used to inform the activities programme.  

 
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 
There were no residents receiving end of life care on the days of inspection. 
However, the inspector found that there were adequate procedures in place to 
ensure that appropriate end of life care could be provided when necessary. There 
was a policy on end of life care and the staff nurse explained that they accessed the 
services of the local palliative care team who provided support and advice when 
required. She also stated that residents at this stage of life had regular access to a 
priest or other religious ministers as required.  

 
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 
 

 
Inspection findings 
Inspectors were satisfied that residents received a nutritious and varied diet that 
offered choice. Mealtimes were unhurried social occasions that provided 
opportunities for residents to interact with each other and with staff.  
 
Inspectors spent time in the dining room during lunch and found that it was quiet, 
unhurried and relaxed. Inspectors noted that meals were hot, well presented and 
tasty. Residents all expressed satisfaction with their meals. Staff were seen assisting 
residents discreetly and respectfully if required. Inspectors saw residents being 
offered a variety of drinks throughout the day. There was a choice available to 
residents at each mealtime. 
 
Inspectors spoke with the chef and found that she had worked in the centre for 
several years and had a very good knowledge of residents’ dietary needs and 
preferences.  
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There was tea/coffee making facilities in the dining room and residents were seen to 
be making tea independent throughout the day.  

 
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 
Inspectors reviewed a sample of contracts and found that they included details of the 
services to be provided for residents and the fees to be charged. 

 
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 
Inspectors found that residents’ privacy and dignity was respected by staff in most 
regards but there were areas for improvement. The lack of assisted showers and 
toilets and inappropriate screening impacted on the privacy and dignity of residents.  
 
Inspectors observed staff knocking on the doors of occupied rooms and waiting for 
permission to enter. Staff interacted with residents in a courteous manner and 
addressing them by their preferred names. Inspectors observed good interactions 
between staff and residents who chatted with each other in a comfortable way.  
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Residents’ religious and civil rights were supported. Mass was celebrated monthly in 
the centre and staff told inspectors that some of the residents’ friends/families took 
them to Mass on Sundays.  
 
Inspectors reviewed the minutes of the recently established residents’ forum.  
Inspectors found that changes were made to the activities schedule on foot of 
recommendations from this group. Inspectors noted that while this committee was in 
place, some residents were not aware of it and there were no arrangements to 
ascertain the views of residents with a cognitive impairment who may not be able to 
attend the meetings.  

 
Inspectors observed and staff confirmed that mobile screening was inappropriate and 
did not provide adequate screening for residents in shared rooms when personal care 
was being delivered. Also, if residents in shared rooms wished to have private time, 
they did not have access to screening in their bedroom which they could use 
themselves as required. 
 
Inspectors noted and staff confirmed that due to the lack of assisted toilets and 
showers available in the centre, residents accessed other residents’ bedrooms to 
have a shower or use their assisted toilet which impacted on the privacy of other 
residents.  

 
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 
Inspectors found there was adequate personal storage space in the bedrooms and 
locked personal storage was provided when residents requested this.  
 
Inspectors visited the laundry and noted that there was adequate space to segregate 
clean and soiled clothes. Clothing items were clearly marked with the name of the 
resident. Inspectors spoke to staff in the laundry and found that they were 
knowledgeable about the systems in place to segregate laundry and prevent the 
spread of infection.  
 
Inspectors asked residents if they were satisfied with the way in which their clothes 
were cared for and all responded that they were happy with the service. 
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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 post of person in charge was full-time and was filled by a registered nurse with 
the required experience in the area of nursing of older people. The person in charge 
had continued to keep her self up to date since the previous inspection. She had 
completed training in venepuncture, restraint management, communication, 
medication management, advocacy, first aid and risk management. Inspectors noted 
that a number of residents spoke very highly of her and stated that she was routinely 
available to them in the centre. 

 
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 inspectors found there was sufficient staff on duty to meets residents needs, 
residents, relatives and staff stated there were insufficient numbers of staff on duty 
at times to meets residents needs.  
 
Residents described how they were often left for long periods during the day and 
night before call bells were answered. The person in charge said there was currently 
no system to gather information on the time it takes staff to answer the call bells. 
The person in charge and HR administrator stated that there were plans to increase 
the numbers of staff on duty in the morning. Inspectors noted there were three new 
staff on induction at the time of the inspection. 
 



 

Page 20 of 38 

Staff and residents expressed their concerns regarding the high turnover of staff and 
high absenteeism rates in the centre and how these issues had impacted on 
residents. Records confirmed that eleven staff had ceased employment since January 
2012 and while staff were replaced, residents spoke of their anxiety regarding the 
fact that the new staff did not know them well and they were anxious that the staff 
members they had gotten to know well may also leave.  
 
Staff told inspectors that due to their terms and conditions, they were very unhappy 
in their work. Residents were aware of staff dissatisfaction and this also caused them 
undue worry. The person in charge was aware of these issues and was actively 
trying to address them. A staff survey had recently been completed by all staff but 
the results of the survey were not analysed at the time of the inspection.  
 
Inspectors reviewed the policy on the recruitment, selection and vetting of staff and 
a number of staff files. This was identified as an area for improvement at the 
previous inspection and had been addressed.  The policy was now in line with the 
Regulations. Inspectors reviewed a sample of staff files and found that they 
contained the requirements of the Regulations. Garda vetting had been applied for 
the three staff members on induction.  

 
Inspectors requested information with regard to the professional registration status 
of all nursing staff and found that all had up-to-date registration with An Bord 
Altranais for 2012.  
 
Records showed that staff had attended a broad range of training. For example, in 
2012 training delivered to staff included dementia care, medication management, 
Tracheostomy care, Hazard, Analysis, Critical, control points to promote food safety 
(HACCP) and basic food hygiene. A daily meeting and learning session took place 
between staff to discuss one of the centre’s polices to ensure staff were familiar with 
them. 
 
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 
On the previous inspections, the physical environment in Shannagh Bay Nursing 
Home did not meet the requirements of the Regulations or meet the needs of 
specific residents. This continued to be an issue that needs to be addressed.  
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The inspector viewed the maintenance and servicing contracts and found the records 
were up-to-date and confirmed that equipment was in good working order. 
 
There were two three bedded rooms. These multi occupancy rooms did not comply 
with the requirements of the Standards, with which compliance is required by 2015. 
The provider informed inspectors that he was aware that the premises would not be 
acceptable after 2015 and had plans in place to address it.  
  
There was a lack of assisted toilets and showers for residents’ use. There were 
domestic type showers in most of the ensuite bathrooms which could only be used 
by mobile residents.  
 
While there was a full time maintenance staff member on duty and a bedroom was 
being renovated at the time of the inspection, inspectors observed the premises to 
be in a poor state of repair. Some examples included worn and torn carpet outside 
the dining room, a hole in the floor in the smoking room, many of the doors through 
out the premises were damaged and the shed where the fruit and vegetables were 
stored had damp and mildew around the walls and ceilings.  
 
Inspectors observed there was poor ventilation in the centre and the air smelled 
stale throughout.  
 
Cleaning staff had not received up to date training on evidenced based practice in 
cleaning and best practice was not adhered to by these staff members in the 
cleaning of resident’s bedrooms when it was known that they had an infection.  
 
The cleaners’ store room was not in line with the Standards. Inspectors observed 
that cleaning trolleys were stored in a room off the laundry room. Staff brought the 
cleaning equipment through the laundry which was an infection control risk.   
 
Inspectors found that there was inadequate storage space in the centre and saw that 
equipment was being stored in bathrooms and on the corridors which may impede 
access for residents.  
 
There was no access to secure outside space for residents and the heat in the centre 
on day two of the inspection was confirmed by staff to be having a negative effect 
on residents with behaviours that challenged.  

 
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). 
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References: 
Part 6: The records to be kept in a designated centre 
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 
The residents’ guide met the requirements of the regulations and Standards, was 
informative and contained all the information required by the regulations.  
 
The person in charge had developed a comprehensive range of operational policies 
and procedures to include all those specified in Schedule 5 of the Regulations. 
Inspectors reviewed a sample of the policies and found that some were informative 
and guided practice but others were not. For example, the restraint policy did not 
provide sufficient guidance to staff and the policy on hydration and nutrition did not 
reflect the actual good practice in the centre.  
 
Inspectors examined the directory of residents and found that while it contained all 
of the information required by the Regulations, it had not been updated to include 
information about the transfer of a resident to hospital.  
 
The provider had an insurance policy which provided insurance cover for the centre. 
It did not state that the liability to any resident shall not exceed €1000 for any one 
item.  
 

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 
Inspectors noted that while there was a process to record all incidents that occurred 
in the centre, this required some improvement. 
 
A new process for recording incidents and accidents on a computer based system 
had been introduced in May 2012. Inspectors reviewed the new records and found 
that they did not contain sufficient information to confirm that appropriate action had 
been taken following any accidents, or that relatives or GPs had been informed. 
Records prior to the introduction of this new process did contain sufficient 
information. 
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The person in charge and provider were knowledgeable with regard to the legal 
requirement to notify the Chief Inspector of those incidents and accidents prescribed 
in the Regulations. However, during the course of inspection, inspectors noted that 
one resident fell in June and sustained a fracture and this had not been notified to 
the Authority.  

 
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 
The provider was aware of the requirement to notify the Chief Inspector if the 
person in charge was to be absent for an extended period. 
 

Closing the visit  
 

At the close of the inspection visit a feedback meeting was held with the provider, 
the person in charge, and the HR 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: 

 
Shannagh Bay Nursing Home 

 
Centre ID: 

 
0095 

 
Date of inspection: 

 
17 and 18 July 2012 

 
Date of response: 

 
22 August 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 4: Safeguarding and safety 

1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The policy on and procedures for the prevention, detection and response to abuse did 
not include the procedures to be followed when investigating an allegation of elder 
abuse.  
  
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 
 
 
                                                 
∗ 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 policy on procedures for the prevention, detection and 
response to abuse is currently being revised. Staff receive ongoing 
training on the prevention, detection and response to abuse and 
this training will be updated to reflect the new policy. All staff will 
also receive training on the newly updated policy. 
 
Training will be completed with current staff by end of October   
 

 
 
31 October 
2012 

 
Outcome 4: Safeguarding and safety 

2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The policy on managing residents’ finances did not reflect the new arrangements in 
the centre.  
 
The measures to ensure accountability for residents’ personal monies needed to be 
strengthened.  
 
Resident property lists were not kept up to date.  
  
Action required: 
 
Put in place written operational policies and procedures relating to residents’ personal 
property and possessions. 
 
Action required: 
 
Ensure that a record is kept of each residents personal property signed by the 
resident and this record must be kept up to date.  
 
Reference: 
                 Health Act, 2007 
                 Regulation 7: Residents personal Property and Possessions 
                 Standard 9: Resident’s Finances 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The policy on resident's finances and personal property has now 
been revised. New systems have been put in place to provide 
complete transparency and accountability. We have already in 

 
 
Immediate 
effect 
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place personal property forms, these will be audited to ensure that 
they are up to date. 
 
Staff will be reminded to ensure these forms are kept up to date. 
  
 
Outcome 5: Health and safety and risk management  

3. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was no system for the assessment of non clinical risk and identifying ways to 
manage the risks, including risks identified on inspection such as the temperature in 
the conservatory and lack of sinks available to staff for hand hygiene. 
 
The risk management policy which met the requirements of the Regulations did not 
guide the actual practice. 
 
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.   
 
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: 
 
We are currently introducing a risk register and this will be 
reviewed at our monthly health and safety meetings. This will 
commence at our next health and safety meeting scheduled for 
Monday 27 August. We expect this process to be ongoing as 
possible new risks can arise at anytime. 
  
In relation to the temperature in the conservatory - this is checked 
and recorded each day and if it is considered to be too warm, the 
residents will be advised to move to another area of the nursing 
home until the temperature drops to an acceptable level. 
 
Temperature will be checked daily at 08.00 hrs, 10.00 hrs, 12.00 
hrs and 14.00 hrs ( at this stage even on the hottest days the sun 
is gone from the front of the house). 
  

 
 
Commencing  
27 August 2012 
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4. The provider  is failing to comply with a regulatory requirement in the 
following respect:  
 
There was no record that emergency lighting was routinely checked or serviced.  
 
Action Required: 
 
Make adequate arrangements for the maintenance of all fire equipment. 
 
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: 
 
Currently we have in place a contract in place to carry out an 
annual service on all fire extinguishers. Our health and Safety 
representative also checks all fire extinguishers weekly.  
We have a contract to service our Fire alarm/detection systems 
every quarter. All records are available for these. 
 
We also have a contract in place to maintain the current 
emergency lighting.  We intend to upgrade our emergency lighting 
system and are awaiting a report from the contractors in relation to 
this. This report will be forwarded as soon as it is available.  
 

 
 
Current 

 
Outcome 6: Medication management 

5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The policy on self medication was not being implemented. 
 
Inspectors noted that the process for prescribing medications to be crushed did not 
meet An Bord Altranais guidelines.  
  
While medication was prescribed by the GP, this was not occurring for the prescribing 
of warfarin. 
 
Staff did not record the dosage of insulin that they administered to residents and the 
medication was prescribed “as per sliding scale”. 
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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 our nurses have completed medication management and have 
up to date certificates. 
 
The person in charge will review the self- medication section of the 
medication management policy and will ensure that the correct 
procedure is being followed at all times. 
 
New MAR sheets are being designed to deal with the 
Administration of Insulin on a sliding scale.  
 
The Warfarin has also been dealt with as per our policy and An 
Board Altranais guidelines. 
 
All crushed medications now meet the requirements of An Bord 
Altranais. 
 

 
 
10 September 
2012 

 
Outcome 7: Health and social care needs 

6. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Care plans did not include adequate assessments and plans of care to address the 
identified needs of some residents in sufficient detail and did not provide clear and 
adequate guidance for staff to deliver care. 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
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Reference:   
                   Health Act, 2007 
                   Regulation 8: Assessment and Care Plan:  
                   Standard 10: Assessment 
                   Standard 11: The Resident’s Care Plan 
                   Standard 13: Healthcare 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The person in charge is currently going through the care plans with 
each individual nurse reiterating the requirements. Most staff 
nurses have received individual training from an outside 
consultant. 
  
The staff nurses are currently setting up meetings with Families 
and residents on the care plans. Care plans will always be on-going 
so it is not possible to put a completion date on this action. 
 

 
 
Commenced 
25 July 2012 

 
 

7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Restraint, behaviour that is challenging and falls were not managed effectively to 
ensure the safety of residents. 
 
Action required:  
 
Provide a high standard of evidence-based nursing practice. 
 
Reference:  

Health Act, 2007 
                   Regulation 6: General Welfare and Protection 
                   Standard 21: Responding to Behaviour that is Challenging 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The person in charge will ensure that all care plans will reflect the 
care delivered to each resident, with particular emphasis on 
residents who present with behaviours that challenge, falls 
management and the management of restraint.  
 

 
 
Now 
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The person in charge will also ensure that care plans are 
developed in response to all assessments carried out.  Care plans 
will be more meaningful with sufficient detail to guide the care of 
each resident. 
 
The PIC will ensure that the policy on behaviours that challenge is 
fully implemented and will also ensure that the residents records 
will include all the necessary information. 
 
The policy on restraint will be updated to reflect the current 
National Policy and we will promote a restraint free environment 
in so far as possible. 
 
Post fall assessments will be carried out and will include 
preventative strategies, and care plans will then be updated to 
reflect all changes. 
 
We are also reviewing our activities programme. 
 
Training is on going and is constantly being up dated in line with 
current regulations. 
 
Training for behaviours that challenge, for all staff will take place 
in November 2012 - date to be confirmed.  
 
 
Outcome 11: Residents rights, dignity and consultation 

8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
While a residents committee was in place, some residents were not aware of it and 
there were no arrangements to ascertain the views of residents with a cognitive 
impairment who may not be able to attend the meetings.  
 
Action required:  
 
Put in place arrangements to facilitate residents’ consultation and participation in the 
organisation of the designated centre. 
 
Reference:  

Health Act, 2007 
                   Regulation 10: Residents’ Rights, Dignity and Consultation 
                   Standard 2: Consultation and Participation 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
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We have put in place a resident's forum, with meetings being held 
on a monthly basis. Notices about the Resident's forum are placed 
around the nursing home two weeks in advance of the next 
meeting and families are invited to attend. 
 
We have also now set in place a process where the person 
conducting the forum will talk to any residents not in attendance/ 
unable to partake, to see what they might have to offer and to 
record their input on the day. 

completed 

 
9. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Mobile screening was inappropriate and did not provide adequate screening for 
residents in shared rooms when personal care was being delivered.  
 
Residents accessed other residents’ bedrooms to have a shower or use the assisted 
toilet which impacted on the privacy of other residents.  
 
Action required:  
 
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private. 
 
Reference: 

Health Act, 2007 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Standard 4: Privacy and Dignity  

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

Timescale: 
 

Provider’s response: 
 
We have made contact with suppliers regarding the planning and 
installation of new screens, meeting set for 22 August 2012. 
These will be fixed curtains that the residents will be able to use 
themselves. 
 

 
 
30 November 
2012 

 
Outcome 14: Suitable staffing 

10. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Residents, relatives and staff stated there were insufficient numbers of staff on duty 
at times to meet residents’ needs. Residents stated they were anxious because staff 
were unhappy with working arrangements and because of the high turnover of staff. 
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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: 
 

Provider’s response: 
 
We have always addressed the changing needs of the residents 
and their dependencies and titrate our staffing levels accordingly. 
 
From the 1st September there will be 8 care assistants on each 
morning at 8.00hrs (some of these staff were on induction at the 
time of the inspection) - this number reduces at various times 
during the day with 4 care assistants on duty from 18.00 hrs - 
20.00 hrs and two care assistants on duty from 20.00 hrs - 
08.00hrs. 
   
At all times there are two staff nurses on duty. 
 
There is an activities person on from 09.00 hrs - 22.00 hrs each 
day (change over mid afternoon). 
 
Currently we have OT two days every week but this is being  
increased to five half days a week from 1 September 2012 
  
We also have physio one day per week - and during these sessions 
the physio will show the care assistants what exercises to do with 
each of the residents on a daily basis. 
  

 
 
Under constant 
review 

 
Outcome 15: Safe and suitable premises 

13. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was a lack of assisted toilets and showers for residents’ use. 
 
There was a lack of storage space; therefore equipment was stored in bathrooms and 
on the corridors.  
 
There were inappropriate changing facilities for staff.
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The basement area was in a poor state of repair. 
 
There was poor ventilation and the air smelled stale throughout.  
 
Best practice was not adhered to by staff members in the cleaning of residents’ 
bedrooms when it was known that residents had an infection. 
 
There was no access to secure outside space for residents. 
 
Food storage for fruit and vegetables was not well maintained.  
 
Action required:  
 
Provide sufficient numbers of toilets, and wash-basins, baths and showers fitted with 
a hot and cold water supply, which incorporates thermostatic control valves or other 
suitable anti-scalding protection, at appropriate places in the premises. 
 
Provide a sufficient number of toilets which are designed to provide access for 
residents in wheelchairs, having regard to the number of residents using wheelchairs 
in the designated centre. 
 
Action required:  
 
Ensure the premises are of sound construction and kept in a good state of repair 
externally and internally. 
 
Action required:  
 
Keep all parts of the designated centre clean and suitably decorated. 
 
Action required:  
 
Provide and maintain external grounds which are suitable for, and safe for use by 
residents. 
 
Action required:  
 
Provide for the storage of food in hygienic conditions. 
 
Action required:  
 
Provide suitable ventilation in all parts of the designated centre.  
 
Action required:  
 
Provide suitable changing and storage facilities for staff. 
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Reference: 
                 Health Act, 2007 
                 Regulation 19: Premises 
                 Standard 25: Physical Environment 

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

Timescale: 
 

Provider’s response: 
 
In June of 2012 contractors were asked to provide quotations for 
the installation of newly configured disability toilets and showers in 
2 locations which had parker baths installed. This project is 
awaiting final details with regard to suitability of waterproof 
panelling and fixings. 
 
A rolling programme of maintenance exists with regard to the 
bedrooms that when residents leave or when the rooms are 
considered to need maintenance. 
 
On 10 August 201,2 a building contractor was asked to do an 
exterior redecorating contract which will also include the 
replacement of the main front door and the placement of a second 
door within to create a sterile area for visitors. Also included in this 
is the redecoration and new flooring in the basement. This should 
be completed by the end of October 2012  
 
Regarding social rooms, corridors and utility spaces these are 
redecorated every two years as a planned maintenance review or 
earlier if necessary. 
 
Planning permission exists for a major reconfiguration to the 
nursing home but this has now been put on hold due to the 
financial environment. 
 
In June 2012 consultant Architects were asked to develop a new 
plan to develop the rear of the centre with a view to removing 
dormitory rooms in the basement thereby offering a means to 
install new staff changing and bathroom facilities storage and 
further residents social areas. By constructing a new rear block this 
would also finalise the garden area plan for residents use. Meetings 
are taking place with the relevant council planners to gauge 
acceptance of the design which will be smaller but different to the 
original planning grant. Completion expected in total by 2015. The 
Health Information and Quality Authority to receive quarterly 
project updates regarding status. 
 
29 August 2012 HVAC contractor to explore the feasibility and 

 
 
07 June 2012 to 
30 September 
2012 
approximately 
 
 
 
quarterly 
reports 
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costing of installation of a  compact air conditioning unit 
completion.  
 
Food storage area to be refurbished with new floor tiles and paint. 
 
Smoking room floor refurbishment to be carried out using quarry 
tiles. 
 
Infection control training is scheduled for November in the 
meantime we will review our policy in relation to cleaning rooms 
where residents are known to have an infection and we will ensure 
the policy in implemented correctly. 
 
Staff will have access to hand-washing facilities in each of the 
residents bedroom when they have finished giving care, also they 
will have access to hand-washing facilities in each bathroom when 
they have finished caring for the resident, also there are facilities 
to wash hands in the nurses station and the staff toilet. 
 
There are hand sanitizing-gel dispensers throughout the house.  
 

May 2013 
 
 
Immediate 
 
Immediate 

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

14. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
The directory of residents was not maintained up to date. 
 
Action required:  
 
Maintain an up-to-date record of residents called the “directory of residents” and 
include the information specified in Schedule 3 of the Regulations. 
 
Reference:  

Health Act, 2007 
Regulation 23: Directory of Residents 
Standard 32: Register and Residents’ Records 

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

Timescale: 
 

Provider’s response: 
 
The register is now up to date, it was technical error where one 
resident's transfer to hospital did not carry over to the register.  
 
The Company we are using have re configured their data to ensure 
all information is now carried forward.  
 

 
 
completed 
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This also applies to the sex of each resident - this information had 
not been carried over from the general information page for each 
resident. 
 
In the report it is noted that residents described how they are 
often left for long periods during the day and night before call bells 
are answered - The Person in Charge is going to carry out regular 
audits on the time it takes to answer call bells and systems will be 
put in place following these audits to ensure all call bells are 
answered in a timely fashion. 
  
 

15. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The operational policies and insurance policy were not in line with legal requirements 
and required some further development. 
 
Action required:  
 
Put insurance cover in place against loss or damage to the property of residents 
including liability as specified in Regulation 26 (2).  
 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5 of the 
Regulations. 
 
Reference:  

Health Act, 2007 
Regulation 27: Operating Policies and Procedures 

                   Regulation 26: Insurance Cover 
                   Regulation 21: Provision of Information to Residents 

Standard 29 Management Systems 
Standard 31: Financial Procedures 
Standard 1 Information 

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

Timescale: 
 

Provider’s response: 
 
The insurance policy has been amended to include the correct 
wording as per regulations. 
 
We are currently reviewing and revising all the required policies.   

 
 
Completed 
 
 
30 November 
2012 
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Outcome 17: Notification of incidents 
16. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Notifications of an accident resulting in a fracture had not been made to the Chief 
Inspector.  
 
Action required:  
 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of any serious injury to a resident. 
 
Reference: 

Health Act 2007 
Regulation 36: Notification of Incidents 
Standard 29: Management Systems 
 

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

Timescale: 
 

Provider’s response: 
 
Notifications are always forwarded in a timely manner - the 
notification in question had been faxed and the original has been 
faxed again since the inspection. 
 
The person in charge is aware of her responsibilities in this matter 
and will continue to meet requirements. 
  

 
 
Complete 

 
 

 
Any comments the provider may wish to make: 
 
 
Provider’s response:   
 
We found this Inspection the least stressful of the four inspections we have had so 
far, from the start we felt that the inspectors were here to work with us to help us to 
improve our services and not just to identify short-comings. The inspectors were very 
quick to praise the good work we do and when issues were identified were most 
helpful with advice and guidance. 
 
We note your comments in the report (page 20) that staff are very unhappy in their 
work and we have been actively working towards resolving this situation both for the 
sake of the staff and also the residents, as you mentioned it is also impacting on 
them. 
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We have encouraged staff to join their own Employee Council which was set up prior 
to your most recent inspection.  They have elected representatives. Management 
meet with the Council representatives on a regular basis with an emphasis on 
resolving issues or at least reaching a mutually acceptable agreement - this council is 
still in the early stages but we really hope all the staff will get behind it and work 
with management through the council, to make working life more pleasant for all 
concerned. 
 
We have also consulted an external HR company to look for advice and guidance on 
moving this issue forward.  Also the external Human Resources Company have 
agreed to do any exit interviews over the next few months to see if we can identify 
exactly what the issues are. 
 
The staff surveys you mentioned in your report were helpful - it was obvious some of 
the staff were unhappy - and we have explained many of the outstanding issues 
where the individual staff member's interpretation of the perceived problem was the 
issue rather than the issue itself.  We really want Shannagh Bay to be a pleasant and 
friendly place for all our staff to work and will endeavour to resolve any outstanding 
issues with staff as soon as possible. 
 
Once again we would like to thank you for your help, and for your prompt replies to 
our questions. 
 
 
 
Provider’s name: Pauline Smith 
Date: 22 August 2012 


