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Centre name: 

 
Sonas Care Centre 

 
Centre ID: 

 
0097 

 
Centre address: 
 

 
Cloghanboy 
 
Athlone 
 
County Westmeath 

 
Telephone number: 

 
090-6479568 

 
Fax number: 

 
090-6471010 

 
Email address: 

 
athlonecc@sonas.ie  

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Sonas Nursing Home Management Company Ltd 

 
Person in charge: 

 
Siobhan Bell 

 
Date of inspection: 

 
27 August 2012 

 
Time inspection took place: 

 
Start: 09:45 hrs           Completion: 17:45 hrs 

 
Lead inspector: 

 
P.J Wynne 

 
Support inspector: 

 
N/A 

Type of inspection:  Announced                          Unannounced 

Purpose of this inspection 
visit: 

 Application to vary registration conditions 
 Notification of a significant incident or event 
 Notification of a change in circumstance  
 Information received in relation to a complaint 
or concern 
 Regulatory monitoring visit 

 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated centres for older people 
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About the inspection 
 
The purpose of inspection is to gather evidence on which to make judgments about 
the fitness of the registered provider and to report on the quality of the service. This 
is to ensure that providers are complying with the requirements and conditions of 
their registration and meet the Standards, that they have systems in place to both 
safeguard the welfare of service users and to provide information and evidence of 
good and poor practice. 
 
In assessing the overall quality of the service provided, inspectors examine how well 
the provider has met the requirements of the Health Act 2007, the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) Regulations 
2009 (as amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
Additional inspections take place under the following circumstances: 

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

 following a notification to the Health Information and Quality Authority’s Social 
Services Inspectorate of a change in circumstance for example, that a provider 
has appointed a new person in charge 

 arising from a number of events including information received in relation to a 
concern/complaint or notification to the SSI of a significant event affecting the 
safety or wellbeing of residents 

 to randomly “spot check” the service. 
 
All inspections can be announced or unannounced, depending on the reason for the 
inspection and may take place at any time of day or night.  
 
All inspection reports produced by the Health Information and Quality Authority will 
be published. However, in cases where legal or enforcement activity may arise from 
the findings of an inspection, the publication of a report will be delayed until that 
activity is resolved. The reason for this is that the publication of a report may 
prejudice any proceedings by putting evidence into the public domain. 
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About the centre 
 

Description of services and premises 

 
Sonas Care Centre is a two-storey building which can accommodate up to 55 
residents. Dependent people who need long-term care, people who have dementia 
care needs and those who need respite, convalescent or palliative care are admitted. 
On the day of inspection three residents were accommodated for respite care the 
remainder the residents were living in centre on a long-term basis. 
 
Accommodation for residents is provided on two floors. The upper floor is accessed 
via a lift. There are 21 single bedrooms on the ground floor. There are 33 single 
bedrooms and one twin bedroom on the first floor. The en suites in eight bedrooms 
are designed to accommodate wheelchair users. All bedrooms have en suite facilities 
including a toilet, wash-hand basin and shower. There are two assisted baths and 
one assisted shower room. There are six toilets located close to communal areas 
around the building. 
 
There is one sitting room and a dining room on the ground floor and two sitting 
rooms and dining room on the first floor. Other facilities include an oratory, a private 
visitors’ room and a treatment room and hair salon. 
 
There is a secure internal courtyard garden and landscaped grounds around the 
building. There is ample parking to the front and side of the building. 
 

Location 

 
The centre is located with a residential housing estate within the Athlone town 
boundary off the Dublin/Galway dual carriage way. Shops and business facilities are 
located close by and accessible via pedestrian footpath. 
 

 
Date centre was first established: 

 
1 February 2006 

 
Number of residents on the date of inspection: 

 
55 

 
Number of vacancies on the date of inspection:

 
0 

 
 

Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
24 

 
19 

 
11 

 
1 
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Management structure 
 
Sonas Nursing Home Management Company Ltd is the registered provider. Seamus 
Crawley who is a member of the Board of Directors is the nominated Provider on 
behalf of the company. 
 
The Person in Charge is Siobhan Bell who reports to the care centre coordinator and 
who in turn reports to the Board of Directors. The Person in Charge has a team of 
nursing, care, catering and housekeeping staff who report to her. 
 
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 

On 
leave 

3 11 + 1 
on 
induction

2 3 1 2*  

 
* 1 activity coordinator and 1 maintenance person 
 

Background  
 
This inspection was carried out as part of the Authority’s inspection programme to 
check progress on any outstanding actions from previous inspections, to review an 
application to vary a condition of registration granted to the centre on 14 April 2011 
and to monitor compliance with requirements the Health Act 2007 (Care and Welfare 
of Residents in Designated Centres for Older People) Regulations 2009 (as 
amended). 
 
The action plan from the previous inspection agreed with the provider took place on 
19 September 2011 and is published on the Authority’s website and can be viewed at 
www.hiqa.ie. The action plan from the inspection report highlighted seven areas for 
improvement. 
 
The key findings from the previous inspection identified a need for improvements in 
access to allied health services to include dietetic and tissue viability. Training of staff 
in care of the elderly with dementia, adult protection and cardio pulmonary 
resuscitation (CPR) techniques was identified by the inspector. The complaints 
procedures required review to meet the requirements of the Regulations.  
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Summary of findings from this inspection  
 
 
This report set out the findings of an unannounced inspection. This inspection took 
place over one day and was the third inspection of the centre by the Authority. The 
focus of this inspection was to monitor compliance with requirements of the 
regulations, the conditions of registration granted to the centre on 14 April 2011 and 
areas of practice that required improvement as set out in the action plan of the 
previous inspection report.  
 
The Authority received an application on 26 June 2012 from the provider to vary a 
condition to the certificate of registration, granted to the centre on 14 April 2011. 
Namely, the maximum number of residents that maybe accommodated at centre is 
increased from 55 to 56 residents. This application was assessed during the 
inspection. 
 
The inspector focused on key aspects of service delivery to assess the extent to 
which the management ensured safe outcomes for residents. As part of the 
inspection the inspector met with residents and staff members. The inspector 
observed practices and reviewed documentation such as care plans, medical records, 
accident logs, training records, policies and procedures and staff files. 
 

Overall, the inspector was satisfied the centre was operating in compliance with its 
conditions of registration. The provider and person in charge had completed three of 
the seven actions to the inspector’s satisfaction, a further three were partially 
completed and one action remained uncompleted. These actions are reinstated in the 
action plan of this report.  
 
Residents were seen routinely by their GP and referrals were made for specialist 
services. The centre was well furnished. Bedrooms were spacious and comfortably 
warm. Bathrooms were well equipped to assure the safety and privacy needs of 
residents. Mealtimes were varied and nutritious. Residents could practice their 
religious beliefs. An oratory was provided and Mass was celebrated each week. 
 

The Action Plan at the end of the report identifies areas where improvements are 
required to comply with the Regulations and the National Quality Standards for 
Residential Care Settings for Older People in Ireland. 
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Issues covered on inspection 
 
 
Application to Vary a Condition of Registration 
As part of the application to vary a condition of registration, that the maximum 
number of residents that maybe accommodated is increased from 55 to 56, the 
inspector examined communal areas and the bedroom proposed to accommodate 
the increased level of occupancy at the centre.  
 
There is sufficient communal space to meet the care needs of all residents at present 
in line with the Authority’s standards. Adaptations were made to the building since 
the last inspection. A bedroom on the first floor was converted to a quiet room. A 
storage area was converted to a bedroom and two ensuites were provided to two 
bedrooms to include the room proposed to accommodate an increase in the number 
of residents to 56. 
 
This bedroom was viewed by the inspector and noted to be suitable in size as 
required by the Authority’s Standards. The bedroom was appropriately designed and 
furnished to meet the comfort and leisure needs of a prospective resident. The room 
was suitably decorated with a wardrobe and chest of drawers, call bell and over bed 
lighting. The ensuite design and layout was suitable to meet the needs of a 
dependent older person. The shower and toilet were provided with grab support rails 
and an emergency call system. 
 
Operational Governance 
The inspector reviewed the statement of purpose and was satisfied it accurately 
described the aims, objectives and ethos of the centre and the service that was 
provided. It was revised in June 2012 and met the requirements of Schedule 1 of 
Regulations.  
 
The statement of purpose set out the services and facilities provided in the 
designated centre. The inspector observed that the service’s capacity to meet the 
diverse needs of residents, as outlined in the statement of purpose, was reflected in 
practice. The profile of the residents reflected the statement of purpose and many of 
the residents were of advanced years and had disabilities associated with old age. 
Staff knew residents as individuals. This was confirmed in conversation with 
residents and by the observations of the inspector. Management were aware that the 
statement should be kept under review and made available to residents on admission 
and following updating. 
 
Each resident had been provided with a contract of care in the sample examined to 
include the contract for a recent admission. The contract had been agreed within the 
timeframe required by the Regulations. The overall fee was included in the resident’s 
contract. The room occupied was denoted on the contract and whether it was single 
or double occupancy. The cost of services not included in the fee such as hair 
dressing, chiropody and dry cleaning were identified. 
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The inspector viewed the directory of residents. The inspector viewed the 
documenting of information for the most recent admission to the centre and death 
which occurred. All required information concerning each event was recorded in the 
directory of residents. However, the directory did not contain the facility to record all 
the information required by schedule three of the regulations, namely the gender of 
each resident.  
 
Practice in relation to notifications of incidents was satisfactory. The inspector 
reviewed a record of all incidents/accidents that had occurred in the centre since the 
previous inspection and cross referenced these with the notifications received from 
the centre. Management were aware of the timescales within which notifications 
must be forwarded to the Authority. Quarterly notifications had been submitted to 
the Authority as required. 
 
The provider had valid and up-to-date insurance cover against accidents and injuries 
to residents, staff and visitors. The insurance cover was reviewed by the inspector 
and seen to include indemnity for the personal property of residents.  
 
The person in charge maintained a record of An Bord Altranais PINs (professional 
identification numbers) for all registered nurses. This was reviewed by the inspector 
and seen to be up to date for all nurses presently employed. 
 
Health and Social Care 
The arrangements to meet residents’ assessed needs were set out in individual care 
plans which were completed by nursing staff on a computer based system. Each 
resident had a care plan completed in the sample reviewed. The inspector reviewed 
three residents’ care plans in detail and certain aspects within other plans of care.  
 
The assessment tools used to evaluate resident’s progress and to assess levels of risk 
for deterioration were in relation to vulnerability to falls, moving and handling, 
dependency, nutrition and continence risk assessment. The inspector found that all 
files reviewed were comprehensive and person centered from a healthcare 
perspective. There was a record of the resident’s health condition and treatment 
given completed twice daily. In the sample of care plans reviewed there was 
evidence care plans were updated in response to a change in a resident’s health 
condition. Risk assessments were regularly revised and the plan of care updated 
accordingly. There was evidence the residents’ representative was updated on their 
health status or of any change in their condition. 
 
Records demonstrated that there was timely access to medical care and residents 
healthcare needs were regularly reviewed and no less frequently than at three-
monthly intervals. There was evidence in care plans of good links with community 
mental health services. The psychiatrist for later life and the community mental 
health nurse attended the centre as required. Medication was reviewed routinely to 
ensure optimum health.  
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An in-house physiotherapist is on site three days each week. The physiotherapist 
undertakes an exercise group and individual exercises for residents with particular 
problems. The inspector viewed the physiotherapist’s records in residents’ case files 
examined. 
 
The local palliative care team provided support and advice. This was evidenced by a 
review of the medical notes where instruction was provided for staff. The clinical 
nurse manager confirmed the palliative care team will attend the centre outside of 
core hours if required. 
 
Aspects of restraint practice did not reflect the new national policy on promoting a 
restraint free environment. One member of staff had completed a ‘Train the Trainer’ 
programme to assist with the implementation of the new policy. However, all nursing 
staff who complete the restraint assessments were not trained on best practice in 
promoting a restraint free environment. The restraint measures in place included the 
use of bedrails and lap belts by a small number of residents. The inspector viewed 
the records for some of these residents. There was a risk assessment completed 
prior to the use of the restraint. However, the tool was not based on the best 
practice policy and took cognisance only of physical risk.  
 
A clear evidenced based rationale outlined in narrative form was not provided in all 
cases of the need for a restraint measure. Risk assessments did not provide for 
consensus judgements in all cases. There was limited evidence of other health 
professionals’ involvement in the concluding decision to use bedrails where restraint 
was deemed necessary as part of resident care. While there was input from the 
physiotherapist there was no evidence of collaborative linkage to the completed 
nurse risk assessment. There was limited evidence of trialling alternative options. 
There was no documented evidence that alternative measures were trialled, for how 
long and what were the results were prior to the use of a restraint measure. 
 
Medication Management 
There was a comprehensive medication management policy in place which provided 
guidance to staff to manage aspects of medication from ordering, prescribing, storing 
and administration. 
 
The inspector accompanied a nurse during part of the medication round and 
observed practice in administration. The staff nurse on the medication round was 
knowledgeable of the medications being administered and ensured that residents 
took the medication. While photographic identification was available on the drugs 
chart for residents to ensure the correct identity of the resident receiving the 
medication the inspector identified one resident’s chart without photographic 
identification.  
 
The prescription sheets reviewed were clear, legible and distinguished between PRN 
(as required) and regular medication. The maximum amount for PRN medication was 
indicated on sample of prescription sheets viewed by the inspector. Medication was 
being crushed for some residents. The drugs were prescribed on the medication 
charts for administration in a crushed form. 
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A review of prescription sheets indicted not all medications were individually signed 
by the general practitioner (GP) in the sample reviewed by the inspector. A block 
signature was in place on some prescription sheets for the resident’s prescribed 
medication. 
 
Safe and Suitable Premises 
The building was designed to meet the needs of dependent older people with 
sufficient communal space for residents. Bedrooms were suitably furnished and 
equipped to assure the comfort and privacy needs of residents. The building was 
comfortably warm. There was a call bell system in place at each resident’s bed. 
 
Bathrooms and en suite facilities are designed to promote residents independence. 
Showers are level with the floor finish allowing for ease of use by the residents. 
There are emergency call points provided in each en suite bathroom. Hand testing 
indicated the temperature of the hot water did not pose a risk to residents’ safety on 
the day of the inspection. 
 
Cleaning staff were assigned on the rota each day of the week for cleaning duties. 
Sluice and cleaning rooms were provided on each floor and included bed pan 
washers. The service areas were secured in the interests of residents and visitors 
safety. The building was maintained in a clean condition and decorated to a high 
standard. 
 
Smoke detectors were located in all bedrooms and general purpose areas. 
Emergency lighting was provided throughout the building. Fire exit signage was in 
place to indicate the location of fire exit doors and escape routes from the building. 
The inspector viewed contracts which indicated the fire alarms and smoke and heat 
detectors were checked and serviced.  
 
Records indicated staff received training by a competent person in theoretical and 
practical aspects of fire safety procedures and evacuation techniques. The inspector 
viewed evidence staff had participated in fire drill practices to reinforce their 
knowledge. Further fire drill training was planned for 2012.  
 
Staffing 
The provider employs 51 staff in total which includes a whole-time equivalent of nine 
registered nurses and 30 care assistants. In addition, there is catering, cleaning and 
an activity coordinator employed. The inspector viewed the staff duty rota for a three 
week period. The rota showed the staff complement on duty over each 24-hour 
period. The staff roster detailed their position and full name. 
 
There were an adequate number of care assistants rostered on the day of inspection. 
However, on this visit the inspector was not satisfied by observing practice, 
reviewing the rota and taking account of the dependency needs of residents’ a 
sufficient nursing staff level was available to meet the care needs of all the residents 
throughout the day to ensure a high standard of safe clinical care. There was one 
nurse assigned to each floor. However, there were 34 residents accommodated on 
the first floor and the clinical demands placed on the staff nurse had the potential to 
compromise safety and comfortable routines for residents. While the person in 
charge assisted at times this was an insufficient arrangement and there was no 
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additional nurse on the roster to support this arrangement during the day at 
weekends. The morning medication round took on average an hour and half to 
complete by the nurse. Assisting GPs attending the centre and supervising care staff 
placed further constraints on the staff nurse rostered on the first floor. Furthermore, 
the high dependency of the residents many with cognitive impairment and 
behaviours that challenge placed additional demands on nursing staff to meet the 
care needs of residents’ in a timely manner ensuring a person-centred approach. 
 
Risk Management 
There was a health and safety statement and policy in place. This included the 
identification of hazards and assessment of risk throughout the centre. Precautions 
to control or minimise risk were specified for the care environment, communal areas, 
catering area and the external grounds.  
 
An example of systems in place for the management of a range of risk situations 
included: 

 handrails were provided on both sides of the corridors throughout the building 
 all entrance and exit doors were ramped ensuring ease of access for residents 

with mobility impairment. Floor covering in bedrooms and communal areas 
was safe 

 there was a visitors log in place to monitor the movement of persons in and 
out of the building to ensure the safety and security of residents 

 there was a food safety system in place and staff had been trained in food 
safety 

 restrictors were provided to openable windows and access to stairways were 
protected 

 there was a missing person policy in place which included clear procedures to 
guide staff should a resident be reported as missing 

 two staff members had completed health and safety representative training 
since the last inspection 

 there was an emergency plan in place. 
 
Routine audits were undertaken to identify potential new hazards and an ongoing 
risk register was maintained. However, the inspector indentified the opening of 
double doors from the lift lobby on to the corridor as a potential hazard to passing 
residents and staff members.  
 
The inspector viewed records in staff files which indicated staff had been trained in 
the safe moving and handling of residents. This was evidenced by a review of staff 
files to include recently recruited staff. A certificate of training attendance was 
provided in each file examined. Safe moving and handling practices were observed 
by the inspector. 
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Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Make all necessary arrangements, by training staff or by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
or abuse. 
 
Provide staff members with access to education and training in cardio pulmonary 
resuscitation techniques and care of the elderly with dementia to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
 
This action was partially completed. A review of training records indicated all staff 
had been trained in elder abuse and had knowledge of adult protection to ensure the 
safety of residents. Staff spoken with were able to inform the inspector of what 
constituted abuse and of their duty to report any suspected or alleged instances of 
abuse. Staff identified a senior manager as the person to whom they would report a 
suspected concern. The assistant director of nursing had qualified as a trainer in 
adult protection since the last inspection. 
 
Five additional staff had completed training in CPR techniques since the last 
inspection. At the time of inspection there were 16 members of staff with a valid CPR 
certificate. However, due to the expiry of some staff member’s certification there 
were only three nurses from the staff skill mix with a valid CPR certification. This was 
not adequate to ensure there was a sufficient profile of competent staff in an 
emergency situation, particularly at night time when staffing levels are reduced.  
 
The inspector viewed evidence further staff had completed training in care of the 
elderly with dementia. Staff spoken with explained they understood the condition 
better.  
 
2. Action required from previous inspection:  
 
Implement an accountable system to ensure all clothing is identifiable to each 
resident. 
 
 
This action was not completed. The inspector visited the laundry and spoke to the 
laundry staff member and examined a selection of clothing. A new system to ensure 
clothes were identifiable to each resident had been purchased by the management 
team. However, the system was not implemented and the majority of clothing 
examined was unlabelled with the new procedure to track clothing to individual 
residents.  
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3. Action required from previous inspection:  
 
Make available a nominated person in the designated centre to deal with all 
complaints. 
 
Make a person available, independent to the person nominated in Regulation 39(5), 
to ensure that all complaints are appropriately responded to and that the person 
nominated under Regulation 39(5) maintains the records specified under Regulation 
39(7).  
 
 
This action was partially completed. The assistant director of nursing explained 
issues of concern are addressed immediately at local level without recourse to the 
formal complaints procedure, unless the complainant wishes otherwise and this was 
outlined in the complaints policy. A comments box with paper slips and pens was 
located inside the main entrance. 
 
The complaints log was reviewed. Both formal and informal complaints were 
documented. The log contained the facility to record all relevant information about 
the complaint, investigation made and the outcome to include the resident’s 
satisfaction of the result of their complaint. One formal complaint was investigated 
since the last inspection. 
 
The complaints procedure was displayed inside the main entrance alongside the 
reception desk. The inspector reviewed the complaints policy and procedure and 
noted while it met the requirements of the Regulations there was an anomaly 
between the person named in the complaints policy to whom an appeal can be made 
and the appeals person named on the complaints procedure displayed in the foyer. 
Two separate individuals were named as the independent person to whom an appeal 
can be made. 
 
4. Action required from previous inspection:  
 
Put in place arrangements to facilitate residents’ consultation and participation in the 
organisation of the designated centre and ensure these are acted on. 
            
 
This action was completed. The inspector viewed evidence residents were provided 
with a forum to raise issues and were consulted for their views on the service 
provided. The inspector reviewed the minutes of the residents’ monthly meetings. 
The minutes indicated issued raised were reviewed by management and a course of 
action was maintained to resolve issues. Residents spoken with confirmed they were 
happy with service provided. 
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5. Action required from previous inspection:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person has full and satisfactory information and documents specified in Schedule 
2 of the Regulations and have been obtained in respect of each person. 
 
 
This action was completed. The inspector reviewed a selection of four staff files to 
include two recent employees. All the information required by Schedule 2 of 
Regulations was available in each of the staff files examined. 
 
6. Action required from previous inspection:  
 
Adopt and implement a validated tool specific to dementia care to enable staff to 
accurately describe the dependency level of residents with cognitive impairment or 
confusion. 
 
 
This action was completed. Validated risk assessment tools were in place to evaluate 
residents’ progress and to assess levels of risk to include the mental test score and 
geriatric depression scale. The information provided from these assessments had 
been linked to the dependency assessment tool to accurately reflect the dependency 
level of residents with dementia, confusion or cognitive impairment. 
 
7. Action required from previous inspection:  
 
Facilitate all appropriate health care and support each resident on an individual basis 
to achieve and enjoy the best possible health. Facilitate access to a dietetic service. 
Provide a high standard of evidence based nursing practice in relation to wound 
management and monitoring of nutritional intake. 
 
 
This action was partially completed. There was one resident with a wound on the day 
of inspection which was notified to the Authority as required by the regulations. The 
inspector reviewed the resident’s care plan and medical notes. A review of the case 
file indicated the resident was reviewed by a wound specialist. Advice in relation to 
the type of dressing to apply to the wound and frequency of changing was being 
adhered to by nursing staff. There was an assessment completed for the wound and 
there were visual aids available to monitor progress to determine the effectiveness of 
treatment being provided. From speaking with the clinical nurse manager and on 
review of the wound documentation, it was clear that this wound was improving. The 
resident was provided with a pressure reliving mattress however, the grade of air 
mattress to ensure appropriate pressure relief as recommended by the wound 
specialist had not been provided.  
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Access to dietetics was provided and a nutritional assessment and recommendation 
was in place in case files examined. A nutritional risk assessment was completed in 
care plans examined. Residents’ weights were monitored monthly and those 
identified at risk had their weight reviewed on a more frequent basis. Supplements 
were prescribed for residents identified with nutritional risk. However, the inspector 
identified two residents in the case files reviewed at risk of dehydration or losing 
weight. One resident due to behavioural problems regularly refused food. There was 
good input into the resident’s care from psychiatric services. Interventions were 
outlined in the care plan to encourage and promote nutritional wellbeing. However, a 
food intake record/diary was not maintained. Staff were unable to routinely weigh 
the resident as a monitoring indicator of nutritional status. Care staff had a system 
for recording their care interventions to include observations in relation to dietary 
intake to include fluids. However, fluid balance charts were not maintained for those 
residents at risk of dehydration to ensure a daily fluid goal was maintained. 
 
 
Report compiled by: 
 
P.J Wynne 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
5 September 2012  
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Provider’s response to inspection report ∗ 
 
 
Centre: 

 
Sonas Care Centre 

 
Centre ID: 

 
0097 

 
Date of inspection: 

 
27 August 2012 

 
Date of response: 

 
9 October 2012  

 
Requirements 
 
These requirements set out what the registered provider must do to meet the Health 
Act, 2007, the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 (as amended) and the National Quality Standards 
for Residential Care Settings for Older People in Ireland. 
 
1. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
The inspector was not satisfied by observing practice, reviewing the rota and taking 
account of the dependency needs of residents’ a sufficient nursing staff level was 
available to meet the care needs of all the residents throughout the day to ensure a 
high standard of safe clinical care. 
 
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 
 

 
                                                 
∗ 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: 
 
We will ensure that the numbers and skill mix of staff are 
appropriate to the assessed needs of residents. Sufficient nursing 
staff levels will be available to meet the care needs of all the 
residents throughout the day. Nursing recruitment in process. 
 

 
 
1 November 
2012 
 

 
2. The person in charge  has failed to comply with a regulatory 
requirement in the following respect: 
 
Aspects of restraint practice did not reflect the new national policy on promoting a 
restraint free environment. 
 
Action required:  
 
Put in place appropriate and suitable practices relating to the restraints in accordance 
with evidenced based practice 
 
Reference:  
                 Health Act, 2007 
                 Regulation 8: Assessment and Care Plan  
                 Regulation 6: General Welfare and protection  
                 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: 
 
Policy and Procedures are currently under review. 
Training will be provided to all staff. 
 

 
 
01/12/2012 
 

 
3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
Not all medications were individually signed by the GP in the sample reviewed by the 
inspector. A block signature was in place on some prescription sheets for the 
resident’s prescribed medication. 
 
The inspector identified one resident’s chart without photographic identification. 
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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. 
 
Reference:  
                   Health Act, 2007 
                   Regulation 33: Ordering, Prescribing, Storing and Administration of  
                   Medicine                                          
                   Standard 14: Medication Management  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Prescription sheets that had GP block signature on have now 
been individually signed by the GPs. 
 
The one residents chart without photographic identification. 
Photographic Identification is now in place. 
 

 
 
Completed 
 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The inspector indentified the opening of double doors from the lift lobby on to the 
corridor as a potential hazard to passing residents and staff members.  
 
Action required:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 
Reference:  
                  Health Act, 2007 
                  Regulation 31: Risk Management Procedures 
                  Standard 26: Health and Safety  
                  Standard 29: Management Systems  

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

Timescale: 
 

Provider’s response: 
 
There is a notice on the doors indicating that the open outwards. 
The opening of the doors is now included in the Hazard 
Identification. 

 
 
Completed 
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Double doors from the lift lobby have to open outwards in order 
to comply with building fire regulations. 
 
 
5. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
Due to the expiry of some staff member’s certification there were only three nurses 
from the staff skill mix with a valid CPR certification. This was not adequate to 
ensure there was a sufficient profile of competent staff in an emergency situation, 
particularly at night time when staffing levels are reduced.  
 
Action required:  
 
Provide staff members with access to education and training in cardio pulmonary 
resuscitation techniques to enable them to provide care in accordance with 
contemporary evidence-based practice. 
 
Reference:  
                   Health Act, 2007 
                   Regulation 17: Training and Staff Development 
                   Standard 24: Training and Supervision 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
On the day of inspection our training record for CPR was not up 
to date. Out of 39 staff there was 22 staff with valid CPR which is 
56.4% of our staff. There are eight staff due their update which 
was unable to be arranged due to holidays. This has now been 
completed and a further three staff have availed of the training. 
This will leave us with 84.6% of staff with CPR, which will ensure 
that there is a sufficient profile of competent staff trained in CPR 
on duty at all times. 
 

 
 
Completed 
 

 
6. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
While a new procedure was obtained to track clothing on individual residents the 
majority of clothing examined by the inspector was unlabelled. 
 
Action required:  
 
Implement an accountable system to ensure all clothing is identifiable to each 
resident. 
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Reference:  
                     Health Act, 2007 
                     Regulation 13: Clothing 

  Standard 4: Privacy and Dignity 
 

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

Timescale: 
 

Provider’s response: 
 
Staff member allocated to mark the unlabelled clothing. This will 
be audited on a three-monthly by the DOC/ADOC. 
 

 
 
01/11/2012 

 
7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was an anomaly between the person named in the complaints policy to whom 
an appeal can be made and the appeals person named on the complaints procedure 
displayed in the foyer. Two separate individuals were named as the independent 
person to whom an appeal can be made. 
 
Action required:  
 
Ensure the complaints procedure contains an independent appeals process, the 
operation of which is included in the designated centre’s policies and procedures. 
 
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: 
 
In relation to the anomaly re names this has been rectified and a 
copy sent. 
 

 
 
Completed 
 

 
8. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The grade of air mattress to ensure appropriate pressure relief as recommended by 
the wound specialist had not been provided to a resident.  
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Action required:  
 
Facilitate all appropriate health care and support each resident on an individual basis 
to achieve and enjoy the best possible health. 
 
Reference:  

Health Act, 2007 
                   Regulation 9: Health Care 
                   Standard 13: Healthcare 
                   Standard 18: Routines and Expectations 

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

Timescale: 
 

Provider’s response: 
 
The mattress which is on the clients bed is equivalent to the 
recommendation by the wound specialist please see attached 
report and recommendations. 
 

 
 
In place 

 
9. The person in charge  has failed to comply with a regulatory 
requirement in the following respect: 
 
The directory did not contain the facility to record all the information required by 
schedule three of the regulations, namely the gender of each resident.  
 
Action required:  
 
Ensure that the directory of residents includes 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 gender of client will be indicated on the register. 
 

 
 
Immediate 
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10. The person in charge has failed to comply with a regulatory 
requirement in the following respect: 
 
 The inspector identified two residents in the case files reviewed at risk of 
dehydration or losing weight. One resident due to behavioural problems regularly 
refused food. A food intake record/diary was not maintained and fluid balance charts 
were not maintained for those residents at risk of dehydration to ensure a daily fluid 
goal was maintained. 
 
Action required: 
 
Provide appropriate assistance to residents with behavioural problems to ensure each 
resident is provided with food and drink in quantities adequate to their needs. 
 
Action required: 
 
Implement guidelines for the monitoring and documentation of resident’s nutritional 
intake. 
 
Reference:  
                     Health Act, 2007 
                     Regulation 20: Food and Nutrition  
                     Standard 19: Meals and Mealtimes  
                     
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Any resident who may have difficulty with ‘normal food’ is offered 
alternative food choices. 
Finger food is provided  
Intake of same is observed and monitored. 
 
We will review policies and procedures for guidelines for the 
monitoring and documentation of residents’ nutritional /fluid 
intake. 
 

 
 
ongoing 
 
 
 
 
December 2012 
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
None received. 
 
Provider’s name: Seamus Crawley  
Date: 8 October 2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


