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Centre name: 

 
St. Camillus Nursing Centre 

 
Centre ID: 

 
0098 

 
Centre address: 
 

 
Killucan 
 
Co. Westmeath 

 
Telephone number: 

 
044-9374196 

 
Fax number: 

 
044-9374309 

 
Email address: 

 
riverstown@eircom.net 

 
Type of centre: 

 
 Private           Voluntary           Public 

 
Registered providers: 

 
Order of St. Camillus 

 
Person in charge: 

 
Brother John O’Brien 

 
Date of inspection: 

 
21 June 2012 and 5 July 2012 

 
Time inspection took place: 

 
Day-1 Start: 10:50 hrs   Completion: 19:30 hrs 
Day-2 Start: 14:20 hrs   Completion: 18:20 hrs   

 
Lead inspector: 

 
Ann Delany 

 
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 
 Follow-up inspection 

 
 

 
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 
brequired 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 

 
St. Camillus Nursing Centre is a single-storey building, with a new block built on to 
the original building in recent years. The residents are accommodated in 14 single 
rooms, one of which has an en suite toilet, shower and a hand-washing facility, three 
have en suite toilet and hand-washing facilities, two single rooms have a shared en 
suite facility consisting of a bath, toilet and a hand-washing facility and eight rooms 
have shared en suite toilet and hand-washing facilities. There are eight twin rooms of 
which one has an en suite shower, toilet and a hand-washing facility, six have an en 
suite toilet and one has no en suite facilities. There are also three rooms 
accommodating five residents in each and two rooms accommodating six residents in 
each. All of these rooms have an en suite toilet and hand-washing facilities. The 
centre has two palliative care beds. There is a spacious modern oratory linked to the 
centre that is used by residents and the local community, two dining areas and two 
sitting rooms. 
 
The centre provides long-term care to residents over 65 years with differing ranges 
of abilities and cognitive capacity. Care is also provided to residents requiring 
palliative, convalescent and respite care. Many of the residents come from the 
surrounding area and adjacent counties. 
 

Location 

 
St. Camillus Nursing Centre is located adjacent to Killucan Village. The Order of St. 
Camillus has been providing health services in the area since the 1930’s. The centre 
is surrounded by farmland and a small river runs through the grounds. The Order of 
St. Camillus maintains a residence on the grounds adjacent to the centre.  
 

 
Date centre was first established: 

 
1976 

 
Number of residents on the date of inspection: 

 
55 

 
Number of vacancies on the date of inspection:

 
2 

 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
31 

 
16 

 
6 

 
2 
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Management structure 
 
The centre is under the management of the order of St. Camillus and Father Frank 
Monks is the nominated provider on behalf of the order. Marie Keaney, 
Administrator, is responsible for the day-to-day administration of the Nursing Centre 
and is accountable to Father Frank Monks. Brother John O’Brien is the Director of 
Nursing/Person in Charge of the centre. He is responsible for the day-to-day 
management of the residents care and reports to the provider. The Assistant Director 
of Nursing and reports to the Person in Charge. Nursing, care, housekeeping, 
laundry, and dining room staff and volunteers all report to the Person in Charge. 
Catering and grounds/maintenance staff report to the Administrator. 
 
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 4 + 3 2 + 2 1 1* 

 
* maintenance 
 

Background  
 
The purpose of this unannounced inspection was to follow up on the action plan 
agreed with the provider from the registration inspection which took place on 4 and 
5 October 2011 and is published on the Authority’s website and can be viewed at 
www.hiqa.ie. The inspection was carried out over two days and focused on the areas 
of practice that required improvement, as outlined in the action plan of that report. 
While inspectors were satisfied at that time of a commitment by the management 
team to improve the quality of the service to residents, the action plan contained 28 
requirements. The provider replied within the specified timeframe with an 
appropriate response to the action plan, which was agreed with the inspector to 
address the issues identified. 
 
The key findings from the previous inspection identified improvement was required in 
areas related to fire safety, contracts of care, statement of purpose, infection 
prevention and control and the complaints process. 
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Summary of findings from this inspection  
 
 
This inspection found that the provider and person in charge had made 
improvements in a number of areas. For example, a revised, person-centred care 
plan had been introduced, processes in relation to the recruitment, selection and 
vetting of staff had been revised and a number of hazards and privacy issues had 
been addressed. Of the 28 actions identified at the last inspection, 14 had been 
addressed, 12 were partially addressed and two had not been addressed.  
 
The service did not meet all of the requirements of 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. For example, the risk management policy was not comprehensive, 
the complaints process and the physical design and layout of the premises did not 
meet the needs of each resident. These are described below and related actions are 
set out in the Action Plan at the end of this report. 
 
 
Issues covered on inspection 
 
 
Notifications 
The inspector reviewed records of accidents and incidents that had occurred in the 
designated centre and identified that two incidents had not been notified to the Chief 
Inspector as required.  
 
The centre had notified the Chief Inspector in relation to a potential influenza 
outbreak which was subsequently confirmed not to be influenza by the area medical 
officer. In the course of this potential outbreak, the centre closed to admissions and 
restricted visitors to the centre. However, the centre had not updated its influenza 
policy or procedures to reflect the learning from this potential outbreak. The 
inspector also observed that the centre’s emergency plan did not cover outbreak 
management.  
 
Care and Welfare 
The inspector found a good standard of evidence-based nursing care. Residents were 
observed to have had a comprehensive assessment carried out on admission which 
included recognised evidence-based assessment tools. 
 
An activity programme was in place within the centre. The programme included three 
specific sessions for residents with a cognitive impairment. Two staff were trained to 
run these sessions. However, when these staff were on annual leave the session did 
not occur. On the day of the inspection the residents were observed engaging in a 
sing along with some residents using percussion instruments. 
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Staff reported that residents with an identified medical problem would be reviewed 
by their general practitioner (GP), locum or out of hours service. However, the centre 
reported difficulties in having residents reviewed routinely on a three monthly basis 
by their general practitioner. 
 
Access to community based services, for example occupational therapy, 
physiotherapy, speech and language therapy and dietetics, was proving challenging 
for the centre. However, private services were being availed of in the absence of 
community based services. 
 
Staffing 
Staff spoken to were knowledgeable about the residents and their care needs and 
their own roles and responsibilities. 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 found to be up to date.  
 
The inspector reviewed the staff duty rota for a two week period which detailed all 
staff on duty over each 24-hour period. The inspector noted that the planned staff 
rota matched the staffing levels on duty on the day of the inspection.  
 
In addition to mandatory training, staff nurses and care staff had been facilitated to 
attend courses on wound management, care planning, managing behaviour that 
challenges and continence during 2012. 
 
Directory 
The inspector reviewed the directory of residents and found it to contain all 
information as required under in Schedule 3 of the Regulations. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Page 7 of 36 

Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Compile a statement of purpose that consists of all matters listed in Schedule 1 of 
the Regulations. 
 
Make a copy of the statement of purpose available to the Chief Inspector. 
 
 
This action was addressed. A revised statement of purpose, consisting of all matters 
listed in Schedule 1 of the Regulations had been submitted to the Chief Inspector in 
advance of registration.  
 
On the day of inspection the inspector observed that the services and facilities 
provided within the centre were as outlined in the statement of purpose.  
 
2. Action required from previous inspection:  
 
Make a report in respect of any review conducted by the registered provider for the 
purposes of Regulation 35(1), and make a copy of the report available to residents 
and, if requested, to the Chief Inspector. 
 
 
This action had not been addressed. The inspector identified that there was minimal 
monitoring and development of the quality of care and experience of residents. A 
residents’ survey had taken place in February 2012 in relation to the dining 
experience and quality of the food. The main finding of this survey related to the 
wait time for some residents in the dining room as all residents were accompanied 
and brought to the dining room for lunch and evening meal. The staff identified that 
they endeavoured to rotate who was accompanied to the dining room first. 
 
The activities coordinator, who is undertaking a course in dementia care had 
undertaken two quality of intervention schedules, one within the dining room and 
another during an activity, as part of her course work. It was unclear how the 
findings of this work had been utilised by management to effect change for residents 
within the centre.   
 
3. Action required from previous inspection:  
 
Display the complaints procedure in a prominent position in the designated centre. 
 
 
This action was addressed. The complaints procedure was prominently displayed 
within the centre. 
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4. Action required from previous inspection:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
 
This action was partially addressed. As on the previous inspection, residents and 
their relatives reported to the inspectors that they had easy access to the person in 
charge, assistant director of nursing and the provider and they could report any 
concerns which were addressed in a timely manner.  
 
The complaints log for 2012 contained records of 10 complaints. All relevant 
information about the complaint, measures taken to remedy the complaint, the 
outcome and the complainant’s satisfaction with the outcome was recorded. 
 
However, the inspector identified that the investigation undertaken was not 
documented on the log. The inspector observed that one of the items categorised as 
a complaint should have been categorised as an incident. 
 
While the complaints policy did identify a person with a monitoring role to ensure 
that all complaints are appropriately responded to and records kept, the nominated 
person was not ensuring that all complaints were appropriately responded to and 
that records specified under article 39(7) were maintained. 
 
5. Action required from previous inspection:  
 
Review policy on and procedures for the prevention, detection and response to 
abuse to include process if an allegation of abuse is made about a senior member of 
staff and contact details for An Garda Síochána and the HSE Elder Abuse Officer. 
 
 
This action was addressed. The elder abuse policy had been revised since the last 
inspection and contained the procedure to follow in the event of an allegation of 
abuse against any member of staff or management and contact details for An Garda 
Síochána and the HSE Elder Abuse Officer. 
 
Staff spoken with were able to inform the inspectors of what constituted abuse and 
of their duty to report any suspected or alleged instances of abuse.  
 
6. Action required from previous inspection:  
 
Put in place all reasonable measures to protect each resident from all forms of 
abuse. 
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This action was addressed. Residents stated that they felt safe in the centre and that 
there were adequate measures in place to protect them from harm. 
 
Access control was in place on the front door with all visitors to the centre required 
to ring a bell/intercom system and staff gained access through a swipe card system.  
CCTV was in place and the monitors were on view at both the staff work station and 
in the administrator’s office.  
 
The provider has arranged for a volunteer to be present at the external entrance to 
the church while the doors are unlocked for daily mass. The doors from the centre to 
the church have an access keypad and these doors are closed when there is no mass 
is progress. These measures were put in place to mitigate identified risks.  
 
7. Action required from previous inspection:  
 
Put in place written operational policies and procedures relating to the health and 
safety, including food safety, of residents, staff and visitors. 
 
 
This action was partially addressed. The centre had implemented a Health, Safety, 
Welfare and Environmental policy in December 2011. However, this policy did not 
contain information in relation to food safety. 
 
8. Action required from previous inspection:  
 
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.  
 
Ensure that the risk management policy covers the precautions in place to control 
the following specified risks: the unexplained absence of a resident; assault; 
accidental injury to residents or staff; aggression and violence; and self-harm.  
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward 
incidents or adverse events involving residents. 
 
 
This action had not been addressed. The risk management policy provided to the 
inspector was dated August 2011 and had not been updated to meet the 
requirements of Regulation 31. The risk management policy did not contain 
procedures to guide staff in the event of violence, aggression, self harm and assault, 
record incidents, accidents or near misses or how to undertake a risk assessment. 
Furthermore, it did not include a governance procedure for formal arrangements to 
ensure learning for all staff from serious or untoward incidents or adverse events. 
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9. Action required from previous inspection:  
 
Provide grab-rails in bath, shower and toilet areas. 
 
 
This action was addressed. Grab rails were observed in bath, shower and toilet 
areas. 
 
10. Action required from previous inspection: 
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 
 
This action had been partially addressed. The inspector found the centre to be clean 
and in the main free from dust. Hazards identified on the last inspection including the 
external fence and external paths had been repaired and maintained, televisions had 
been replaced and remounted in residents rooms, the partition wall had been 
replaced with a structured wall between the smoking room and sitting room, sharps 
bins were now contained within a restricted access area, and a colour coded cleaning 
system had been introduced to the centre.  
 
However, the management of clinical waste was not in line with relevant legislation. 
Ventilation in the smoking room was found to be sub-optimal. The pathway 
surrounding the perimeter of the centre leads to a number of steep steps that are 
not protected.  
 
The inspector did not find any evidence of routine safety audits to proactively 
manage risk on a regular basis.  
 
11. Action required from previous inspection: 
 
Provide adequate means of escape in the event of fire. 
 
Make adequate arrangements for the evacuation, in the event of fire, of all people in 
the designated centre and the safe placement of residents.  
 
 
This action was partially addressed. All exits from the building have been ramped to 
facilitate evacuation. The evacuation plan had been revised since the last inspection 
and staff had received training on the revised plan and evacuation techniques. Fire 
drills have taken place in the centre over two days in March 2012 and 50 of the 64 
staff attended. The centre also had a visit from the local fire brigade and fire fighters 
reviewed the building and fire escapes. However, while it was planned that the 
majority of residents would be evacuated in their beds, this was not possible for 
residents accommodated in rooms one to ten and the centre only had one 
evacuation sheet. 
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The inspector viewed contracts of the servicing of fire alarms, smoke and heat 
detectors. Fire extinguishers were serviced annually. The fire alarm was sounded 
every Tuesday. Routine inspection of the fire doors, fire exits and fire panel were 
undertaken daily to ensure they were operational. However, on review of records 
there was no documentation of these inspections on 20 and 21 June 2012. Plans to 
show the escape to the nearest fire exit were not displayed throughout the centre. 
 
12. Action required from previous inspection: 
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, administration and storing of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
 
This action was partially addressed. A revised medication management policy was in 
place dated April 2012. The policy covers ordering, prescribing, and administration of 
medicines. However, the policy does not identify the process for storing medication. 
The procedure for the handling and disposal of unused or out of date medicines was 
not comprehensive.  
 
The centre had introduced a “red apron” to be worn by the staff nurse administering 
the medications to identify that they were not to be disturbed.  
 
The inspector reviewed the prescription and administration records and identified 
that all medications had an identified commencement date. However, not all 
discontinued medications had an authorising signature by the medical practitioner.  
 
Staff nurses continued to transcribe medications and each transcription was 
countersigned by a second staff nurse. However, no audits had taken place in 
relation to the practice of transcribing since the last inspection which An Bord 
Altranais medication management guidelines identify as a requirement.  
 
All medications stored within the locked medication fridge were labelled with the 
exception of individual insulin pens. The insulin pens packaging was labelled with the 
resident’s details and the pharmacist had provided labels for each insulin pen once 
the box was opened. However, the insulin pen currently in use for one of the 
residents was not labelled with the appropriate label. 
 
The inspector identified that two medication errors had been reported within the 
centre that related to the administration of medications. However, the policy had not 
been updated to reflect the learning from these two incidents. The two errors had 
not been reported to the Chief Inspector and it was unclear what systems had been 
put in place to mitigate the risk of medication error.  
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13. Action required from previous inspection: 
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Make each resident’s care plan available to each resident. 
 
Put in place appropriate and suitable practices relating to the use of restraints in 
accordance with evidenced-based practice. 
 
 
This action was partially addressed.  
 
The centre had a policy for the admission, temporary absence and discharge of 
residents. Pre-admission assessments were completed by the person in charge to 
ensure the needs of the potential resident could be met. However, while the 
admission policy had been reviewed, did not sufficiently inform practice, for example 
what is involved in pre-assessment and assessment on admission, and required 
review. This was identified on the last inspection. 
 
Care plans within the centre had been reviewed. A new care plan had been 
introduced into the centre in April 2012 and of the nine care plans reviewed the 
inspector observed that they were person centred. However, further work is required 
to ensure the care plan reflects all of the care needs associated with each resident. 
While some of the care plans had a signature identifying that the resident had been 
involved in developing the care plan and had agreed with their care plan, the 
inspector did not see evidence that all residents were involved in the care planning 
process.  
 
The centre had a restraint policy in place. However, it had not been revised since the 
last inspection and did not take into account published national policy or learning 
from two registered nurses attendance at a restraint free training course. Nor had 
learning been passed on to staff through education sessions. The centre had three 
low-low beds. However, they had no crash mattresses.  
 
The use of bedrails had fallen from 41 residents to 30 and lap belts from 23 to 13 
residents. A further three residents were reported to use a bedrail as an enabler. 
However, the bedrails being used as an enabler ran the length of the bed with the 
associated risks. The centre continued to implement practices of restraint 
management that were not reflective of best practice. For example, a consensus 
judgement that the intervention was in the best interests of the resident was not 
evident, as there was not consistent evidence of other health professionals’ 
involvement in the concluding decision to use bedrails or lap belts and there was no 
evidence that alternative less restrictive measures had been considered. 
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14. 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. 
 
 
This action was partially addressed. On the second day of the inspection the 
inspector observed one resident being brought for a walk outside by one of the staff 
and residents were also observed sitting outside in the courtyard, some wearing sun 
hats. However, as identified at the last inspection, the inspector observed that a 
large number of residents were seated in wheelchairs for a large part of the day. 
Residents brought to the dining room in wheelchairs were observed to remain in the 
wheelchairs for their meals.  
 
15. Action required from previous inspection: 
 
Identify and facilitate each resident’s choice as to the place of death, including the 
option of a single room or returning home. 
 
 
This action was partially addressed. The policy on end-of-life care had been revised 
since the last inspection to include end of life wishes, facilitation of family and friends 
to be with the resident when they are dying, and identification of each resident’s 
choice as to the place of death being identified and facilitated where possible.  
 
A relative of a resident who was at end of life approached and spoke with the 
inspector. They identified that their family member was being very well cared for by 
all the staff and all the residents and their family’s needs were being facilitated. 
Another relative whose family member was recently deceased described the 
“wonderful care from everyone” that their mother had received within the centre and 
how the family had been facilitated to be with the resident at that time.  
 
However, there were no overnight facilities available for their use. Through interview 
it was identified that a single room can rarely be facilitated. As identified at the last 
inspection, the inspector reviewed care plans and noted that there was no reference 
to end of life wishes or wishes for place of death. Further development is required in 
this area to ensure sufficient information is available to plan and meet end of life 
care.  
 
16. Action required from previous inspection: 
 
Provide each resident with access to a safe supply of fresh drinking water at all 
times. 
 
Display the daily menu in a suitable format so that residents know what is available 
at each mealtime. 
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This action was partially addressed. The inspector observed that residents had 
access to a supply of drinking water in communal areas as well as at their bedside. 
The dining tables in the Ruby room had been enhanced since the last inspection with 
linen tablecloths, napkins and matching table settings. 
 
The three week rolling menu was displayed in the Blessed Henry Rebuschini Room. 
However, the font was very small and would prove difficult for older people to read. 
The menu was not displayed in the second dining area. 
 
The assistant director of nursing advised the inspector that the director of nursing 
and herself had spoken with the dietician in relation to the nutritional assessment of 
the menu undertaken in 2009. The dietician advised that the only requirement was 
to implement the findings of the assessment. The administrator and assistant 
director of nursing had met with the catering supervisor in April 2012 (six months 
after the last inspection) and reinforced the findings of the assessment which 
included: 

 the requirement for five portions of fruit or vegetables each day 
 that residents with diabetes were offered a suitable alternative as a dessert or 

treat when the other residents were being provided with same 
 the availability of homemade breads, soups and gravy.   

 
The inspector observed the log book where the catering supervisor records the 
actual menu made available to residents on a daily basis.  
 
However, on speaking to kitchen staff, the inspector identified that there were no 
diet sheets available for any of the residents on a special diet. 
 
17. Action required from previous inspection: 
 
Agree a contract with each resident within one month of admission to the designated 
centre.  
 
Ensure each resident’s contract deals with the care and welfare of the resident in the 
designated centre and includes details of the services to be provided for that resident 
and the fees to be charged. 
 
 
This action was addressed. A revised contract had been agreed which set out details 
of the services to be provided for each resident and the fees to be charged. 
 
The inspector reviewed contracts for the last two admissions to the centre which had 
been signed within a month of admission and also the two contracts that had not 
been signed at the last inspection. One contract of a resident who was a ward of 
court was awaiting sign off. The inspector observed correspondence from the centre 
to the relevant party who was required to sign the contract.  
 
 
 
 



Page 15 of 36 

18. Action required from previous inspection: 
 
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private. 
 
 
This action was addressed. The inspector observed that the housekeeping rota had 
been amended and staff did not commence work until 8.30 am to facilitate later 
cleaning times. 
 
Net curtains were in place on windows of residents rooms that were overlooked from 
corridors.  
 
19. Action required from previous inspection: 
 
Put arrangements in place for each resident to access radio and television. 
 
 
This action was addressed. Televisions in multi-occupancy rooms had been replaced 
with larger flat screens and these also facilitate access to the radio. 
 
20. Action required from previous inspection: 
 
Maintain an up-to-date record of each resident’s personal property that is signed by 
the resident. 
 
 
This action was addressed. The inspector observed property lists that were updated 
on a three monthly basis and authorised by the resident or their relative, which is in 
keeping with the centre’s policy. 
 
21. Action required from previous inspection: 
 
Put in place written policies and procedures relating to the recruitment, selection and 
vetting of staff. 
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory 
information and documents specified in Schedule 2 of the Regulations have been 
obtained in respect of each person. 
 
Put in place recruitment procedures to ensure the authenticity of the staff references 
referred to in Schedule 2 of the Regulations. 
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This action was addressed. The policy in relation to recruitment, selection and vetting 
of staff had been revised since the last inspection.  
 
The inspector was informed that no new members of staff had been recruited since 
the last inspection. The inspector reviewed a sample of staff files and found evidence 
that full and satisfactory information and documents specified in Schedule 2 of the 
Regulations had been obtained in respect of each staff members file reviewed. 
 
22. Action required from previous inspection: 
 
Set out the roles and responsibilities of volunteers working in the designated centre 
in a written agreement between the designated centre and the individual. 
 
Ensure volunteers working in the designated centre are vetted appropriate to their 
role and level of involvement in the designated centre. 
 
 
This action had been addressed. All 21 volunteers have a written agreement setting 
out their role and all volunteers are supervised by the nurse in charge. The centre 
has obtained Garda Síochána vetting for each volunteer.  
 
23. Action required from previous inspection: 
 
Ensure the size and layout of rooms occupied or used by residents are suitable for 
their needs. 
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents.  
 
Ensure the premises are of sound construction and kept in a good state of repair 
externally and internally. 
 
Provide a sufficient number of baths and showers having regard to the number of 
residents in the designated centre. 
 
Provide necessary sluicing facilities. 
 
Provide and maintain external grounds which are suitable for, and safe for use by 
residents. 
 
Maintain the equipment for use by residents or people who work at the designated 
centre in good working order. 
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This action was partially addressed. The provider identified that the contract for 
building work has recently been signed with a building contractor with on-site work 
scheduled to start in July 2012. The work is scheduled to last for six to eight months 
and will result in residents’ rooms being a combination of single and twin en suite 
rooms. In the interim, the physical environment of multi-occupancy rooms continued 
to pose challenges for staff to ensure residents’ privacy and dignity. 
 
Since the last inspection internal repair works had taken place with some painting to 
repair paintwork and a shower room had been completely refurbished into an 
assisted shower facility. However, as found on the last inspection, there were not an 
adequate number of bathing facilitates to meet the individual needs of the residents. 
The proposed building work will resolve this problem. 
 
A bed pan washer and sluice hopper had been installed in the sluice room. 
 
Documentation was made available to the inspector identifying that all equipment 
utilised for residents had been serviced within the last 12 months. 
 
24. Action required from previous inspection: 
 
Produce a Residents’ Guide which includes a summary of the revised complaints 
procedure provided for in Regulation 39. 
 
Supply a copy of the Residents’ Guide to each resident. 
 
 
This action was addressed. The Residents’ Guide had been updated and included the 
updated complaints procedure.  
 
25. Action required from previous inspection: 
 
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) of the Regulations in a manner so to ensure 
completeness, accuracy and ease of retrieval. 
 
 
This action was addressed. The inspector found evidence that care plans were in 
place for all residents. A record of the food provided for residents was maintained by 
the catering supervisor since April 2012. A record of all visitors to the designated 
centre was observed by the inspector.  
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26. Action required from previous inspection: 
 
Complete, and maintain in a safe and accessible place, an adequate nursing record 
of each resident’s health and condition and treatment given, on a daily basis, signed 
and dated by the nurse on duty in accordance with any relevant professional 
guidelines. 
 
Maintain, in a safe and accessible place, a record of any occasion on which restraint 
is used, the nature of the restraint and its duration, in respect of each resident.  
 
Maintain, in a safe and accessible place, a record of each drug and medicine 
administered in respect of each resident, giving the date of the prescription, dosage, 
name of the drug or medicine, method of administration, signed and dated by a 
medical  practitioner and the nurse administering the drugs and medicines in 
accordance with any relevant professional guidelines. 
 
 
This action was partially addressed. Comprehensive narrative nursing reviews of 
care, including the resident’s condition and any treatment or surgical intervention, 
were observed to be documented in the residents care file on a daily basis and 
signed and dated by the nurse on duty. 
 
The inspector observed documentation of when restraint was in use for residents. 
However, the documentation did not clearly identify the duration the restraint was in 
use and at times there was no record of when the restraint was discontinued.  
 
The commencement date of all medication was documented on the prescription 
sheet.  
 
27. Action required from previous inspection: 
 
Ensure the insurance cover in place against loss or damage to the property of 
residents including liability is as specified in Regulation 26(2). 
 
 
This action was addressed. In advance of the designated centre being registered 
documentation was forwarded to the Chief Inspector confirming that the insurance 
cover in place was as specified in Regulation 26(2). 
 
28. Action required from previous inspection: 
 
Put in place all of the written and operational policies listed in Schedule 5 of the 
Regulations. 
 
 
This action was partially addressed. While all Schedule 5 policies were now in place a 
number of them did not sufficiently inform practice.  
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Report compiled by: 
 
Ann Delany 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
11 July 2012 
 
 

Chronology of previous HIQA inspections 
Date of previous inspection: Type of inspection: 

 
 
17/09/2009 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
21/09/2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
04 & 05/10/2011 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Provider’s response to inspection report ∗ 
 
 
Centre: 

 
St. Camillus Nursing Centre 

 
Centre ID: 

 
0098 

 
Date of inspection: 

 
21 June 2012 and 5 July 2012 

 
Date of response: 

 
13 September 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 provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was not a comprehensive system in place for reviewing/ improving the quality 
and safety of care provided to, and the quality of life of, residents in the designated 
centre at appropriate intervals. 
 
Action required: 
 
Establish and maintain a system for reviewing the quality and safety of care provided 
to, and the quality of life of, residents in the designated centre at appropriate 
intervals. 
 
Action required:  
 
Make a report in respect of any review conducted by the registered provider for the 
purposes of Regulation 35(1), and make a copy of the report available to residents 
and, if requested, to the Chief Inspector. 
 
                                                 
∗ 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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Reference:  
Health Act, 2007 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement 

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

Timescale: 
 

Provider’s response: 
 
In order to establish a system for reviewing the quality and safety 
of care provided to and the quality of life of our residents we 
have developed a system based on the Standards to be used 
weekly. Each week we will examine the findings to identify trends 
and/or problems. An action plan will be put in place to rectify any 
adverse areas. This will be performed by the director of nursing 
or in his absence the assistant director of nursing. Outcomes will 
be communicated to staff at handovers and on the staff notice 
boards. 
 
A report of any reviews will be made available to residents at 
their monthly meeting and to the chief Inspector if requested. 
 
The activities coordinator will continue with the Quality of 
Interactions Schedules. She will report the findings to the 
administrator and they will be discussed at the Monthly 
Management Meeting. The findings will be used to effect change 
where necessary. 

 
Residents will be informed of any changes made at the following 
Monthly Residents Meeting. 

  
At the residents monthly meeting issues that the residents are 
concerned about are brought back to the management team. The 
management team review the requests and where necessary 
inform practice. 

 
Three monthly resident reviews on Dining, Privacy and Dignity 
and Activities will be continued by the activities coordinator. 
Results and findings of previous surveys have been made 
available to residents through the monthly residents meeting. 

 
We have completed a Risk Management Policy to identify and 
control risks. 

 
Meeting arranged with OT for 6 September 2012 to initiate the 
process of developing a Falls Prevention strategy.   
 

 
 
12/09/2012 
 
 
 
 
 
 
 
 
 
13/09/2012 
 
 
27/07/2012 
 
 
 
 
 
14/08/2012 
 
 
14/08/2012 
 
 
 
 
05/06/2012 
 
 
 
 
20/08/2012 
 
 
06/08/2012 
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2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The complaints log did not facilitate recording details of the investigation undertaken.
 
The nominated person, independent to the person nominated in article 39(5) was not 
ensuring that all complaints were appropriately responded to and that records 
specified under article 39(7) were maintained. 
 
Action required:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
Action required:  
 
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).  
 
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: 
 
The Complaints Log now facilitates the recording of details of the 
investigations undertaken. This has been achieved by amending 
the Complaints Reporting Form to allow investigations to be 
recorded. It also records details of the Outcome and How Our 
Service Can Be Improved as a result of the complaint and if the 
person making the complaint was satisfied with the outcome. 
 
The Administrator is now the person, other than the person 
mentioned in Regulation 39(5) who will audit Complaints on a 
monthly basis and evaluate the outcome as to whether or not the 
person making the complaint was satisfied and that the 
appropriate records are maintained. The Complaints Policy has 
been updated to reflect the administrator’s role in relation to 
complaints. 
 

 
 
18/07/2012 
 
 
 
 
 
 
18/07/2012 

 
 
 



Page 23 of 36 

3. The provider is failing to comply with a regulatory requirement in the 
following respect: 
 
The risk management policy did not contain procedures to guide staff in the event of 
violence, aggression, self harm and assault, record incidents, accidents or near 
misses or how to undertake a risk assessment. Furthermore, it did not include a 
governance procedure for formal arrangements to ensure learning for all staff from 
serious or untoward incidents or adverse events.  
 
Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the 
identification and assessment of risks throughout the designated centre and the 
precautions in place to control the risks identified.  
 
Action required:  
 
Ensure that the risk management policy covers the precautions in place to control 
the following specified risks: the unexplained absence of a resident; assault; 
accidental injury to residents or staff; aggression and violence; and self-harm.  
 
Action required:  
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward 
incidents or adverse events involving residents. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
The Risk Management Policy now covers and is not limited to the 
identification and assessment of risks throughout the centre and 
the precautions in place to control the risks identified. The 
administrator and one other member of staff has undertaken 
training in risk assessment and management. 
 
The Risk management Policy covers the precautions in place to 
control the following specific risks: The Unexplained Absence of a 
Resident, Violence, Aggression, Self Harm, Assault and Accidental 
Injury to a resident. 
 

 
 
20/08/2012 
 
 
 
 
 
20/08/2012 
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The Risk Management Policy covers the arrangements in place 
for the identification, recording, investigation and learning from 
serious or untoward incidents or adverse events involving 
residents. The policy includes a risk assessment tool to allow staff 
to identify and evaluate risk and to implement control measure.  

 
All identified risks will be reviewed at the monthly management 
meetings or sooner if necessary. The management team are the 
identified persons to implement corrective action. Outcomes will 
be communicated to staff at the daily handovers. 

 
We have sourced education to train a member of staff in the role 
of "Staff Trainer" to train staff in the management of aggression 
and violence. A member of staff will attend the "Train-the-
Trainer" programme. This training will begin in November 2012.    
 

20/08/2012 
 
 
 
 
 
20/09/2012 
 
 
 
 
30/11/2012 

 
4. The provider is failing to comply with a regulatory requirement in the 
following respect: 
 
Hazards, including unidentified clinical waste, the steps at the rear of the building 
and poor ventilation in the smoking room placed residents, visitors and staff at risk of 
accidental injury. 
 
There was no evidence of routine safety audits to proactively manage risk on a 
regular basis.  
 
The emergency plan for responding to emergencies and infection prevention and 
control policies had not been updated following the learning from a recent potential 
influenza outbreak. 
 
Action required:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 
Action required:  
 
Put in place an emergency plan for responding to emergencies. 
 
Reference:  

Health Act, 2007 
Regulation 30: Health and Safety 
Standard 26: Health and Safety 
 

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

Timescale: 
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Provider’s response: 
 
In order to take all reasonable measures to prevent accidents to 
any person, routine interior and exterior safety audits will be 
performed monthly by two members of the safety committee. 
Findings will be reviewed at the Safety Committee meetings. 
Outcomes will be addressed and staff informed by information on 
staff notice boards. 
 
The Infection Control Policy has been updated to reflect the 
learning outcomes in relation to recent possible Influenza 
outbreak. A policy on the Management of Influenza Outbreak has 
been created. These will inform staff regarding the management 
of future possible outbreaks. 
 
The Emergency Plan has been updated and is in place to include 
procedures to be followed during a Potential Influenza Outbreak 
as well as other emergencies. 
 
Members of the management team have undergone training on 
auditing in order to be able enable auditing. 

 
Nurses, a representative of the carers, the lead person in the 
catering, housekeeping and laundry departments will be trained 
in audit. 

 
Steps, as identified during the inspection, at the rear of the 
building have been gated to minimize hazard to residents. 

 
Smoking room will be fitted with a ventilation system that will 
ensure adequate ventilation and exchange of air. Services of an 
engineer have been employed to oversee the work and has 
advised that it will be completed in a month. 
 
Clinical Waste, including Sharps, is now being labelled, stored in a 
locked bin and collected by a competent contractor who also 
supplies the appropriate disposal bags and containers. The policy 
on Clinical Waste Management has been updated to inform this 
practice. 
 

 
 
21/09/2012 
 
 
 
 
 
 
18/07/2012 
 
 
 
 
 
18/07/2012 
 
 
 
13/08/2012 
 
 
01/11/2012 
 
 
 
03/08/2012 
 
 
30/09/2012 
 
 
 
 
01/08/2012 
 
 

 
5. The provider is failing to comply with a regulatory requirement in the 
following respect: 
 
The centre did not have adequate arrangements in place for the evacuation, in the 
event of fire, of all persons in the designated centre. 
 
Records did not identify that the centre had daily inspection of fire precautions. 
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Action required:  
 
Make adequate arrangements for the evacuation, in the event of fire, of all people in 
the designated centre and the safe placement of residents.  
 
Action required:  
 
Make adequate arrangements for reviewing fire precautions, and testing fire 
equipment, at suitable intervals. 
 
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: 
 
In order to have adequate arrangements in place for the 
evacuation of people in the event of fire, Ski Sheets are now in 
situ on all the beds in rooms 1 to 10 as the beds cannot be 
wheeled out of these rooms. Staff have been trained in their use. 
Evacuation drills using Ski Sheets have been started and will 
continue monthly to ensure that all members of staff are familiar 
with the procedure. The emergency Policy has been update to 
reflect this. 

 
Daily Inspections of Fire Doors are now performed and fire 
logbook checked weekly to ensure that Fire Doors are checked. 
Sounding the fire alarm and checking the fire compartment doors 
takes place weekly and is logged. The emergency generator is 
checked every two weeks. 

 
Floor Plans have been drawn up to indicate fire escape routes 
throughout the Nursing Centre and are displayed at three points 
throughout the building. 
 

 
 
16/07/2012 
 
 
 
 
 
 
 
 
16/07/2012 
 
 
 
 
 
23/07/2012 
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6. The provider is failing to comply with a regulatory requirement in the 
following respect: 
 
The centres written operation policy relating to the ordering, prescribing, 
administration and storing of medicines to residents did not identify the process for 
storing medication.  
 
The centres written policy for the handling and disposal of unused or out of date 
medicines was not comprehensive. 
 
Single patient use insulin pens did not identify the individual resident that had been 
prescribed the medication. 
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, administration and storing of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
Action required:  
 
Put in place suitable arrangements and appropriate procedures and written policies in 
accordance with current regulations, guidelines and legislation for the handling and 
disposal of unused or out of date medicines and ensure staff are familiar with such 
procedures and policies. 
 
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: 
 
A written Operation Policy is now in place to outline the ordering, 
prescribing, administration and storage of medications this policy 
now informs practice and staff nurses are aware of the procedure 
to be followed. 
 
A written Operational Policy, guidelines and procedure is now in 
place for the handling and disposal of unused/out of date 
medicines. These medicines are returned to the pharmacy in a 
locked container. Access to which is restricted to the pharmacist 
and staff nurses. 
 

 
 
03/09/2012 
 
 
 
 
16/07/2012 
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Insulin Pens are now labelled to identify individual residents. 
When monthly medication stores are being received, the nurse 
responsible for storing the pens in the fridge is responsible for 
ensuring the pens are labelled. The Medication Policy reflects this 
practice. 
 

16/07/2012 
 

 
7. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Care plans detailing the plan of care to be implemented were not comprehensive. 
 
Not all residents and or their families were involved in developing and agreeing their 
care plan.  
 
Practices in relation to restraint were not fully reflective of best practice.  
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Action required:  
 
Make each resident’s care plan available to each resident. 
 
Action required:  
 
Put in place appropriate and suitable practices relating to the use of restraints in 
accordance with evidenced-based practice. 
 
Reference:  

Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Standard 3: Consent  
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 

                  Standard 17: Autonomy and Independence  
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The Care Plan Policy has been updated and has been peer 
reviewed by two nurses and has also been reviewed by an 
outside, independent, competent consultant who has also 
reviewed an audit tool. Following the reviews further work on the 
Policy and Audit Tool is required. All staff will have received 
training on the use of the Policy by the end of October. 

 
 
31/10/2012 
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Care Plans are available to residents. This information is in the 
Resident Guide. 
 
To date, 50 of the 55 current residents and/or their families have 
been involved in the development and agreement of their Care 
Plans. The remaining five will be completed by the end of 
September. 

 
A Restraints Policy has been developed and it informs practice. It 
enables staff to work towards a restraint free environment. 

 
An audit will be undertaken to determine the level of current 
restrain.  

 
Staff education in regard to this policy, working towards a 
restraint free environment commenced on 10 September 2012. A 
further education session is planned for 19 September and a 
further session will be planned to complete the training of all 
relevant staff.  

 
The service of an Occupational Therapist has been arranged. She 
will, together with staff, assess residents enabling us to move 
from restrain to a more appropriate alternative in accordance 
with evidence-based practice and the provision of alternatives. 
 

12/09/2012 
 
 
30/09/2012 
 
 
 
 
23/07/2012 
 
 
14/09/2012 
 
 
30/09/2012 
 
 
 
 
 
06/09/2012 
 

 
8. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The specific activities sessions for residents with a cognitive impairment did not take 
place when the trained staff were on annual leave. 
 
Action required:  
 
Provide opportunities for each resident to participate in activities appropriate to 
his/her interests and capacities. 
 
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: 
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Provider’s response: 
 
In order to provide continuity for the residents, a second member 
of staff will be fully trained in the Sonas programme. 
 
 
In order to provide appropriate activities when the activities 
coordinator is away she will nominate a member of staff to 
engage the residents in meaningful activities such as skittles, 
music, exercises, one-to-one sessions and word searches.    
 

 
 
Course to be 
completed by 
31/12/2012 
 
03/09/2012 
 
 

 
9. The provider is failing to comply with a regulatory requirement in the 
following respect: 
 
Residents were not being supported on an individual basis to achieve and enjoy the 
best possible health as they were not being facilitated to mobilise with assistance. 
 
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 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence  

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

Timescale: 
 

Provider’s response: 
 
New chairs sourced for dining rooms and staff instructed to move 
residents from their wheelchairs. 
 
Every day carers are detailed to walk residents. 
 
Records kept of daily walks. 

 
Sit-to-stand hoist currently on a two week trial and will be 
purchased once we have evaluated that it meets the resident’s 
needs. 
 

 
 
11/09/2012 
 
 
03/09/2012 
 
03/09/2012 
 
20/09/2012 
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10. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Personal wishes in relation to end of life care were not sufficiently detailed in each 
care file and further development is required in this area. 
 
Action required:  
 
Identify and facilitate each resident’s choice as to the place of death, including the 
option of a single room or returning home. 
 
Action required:  
 
Facilitate each resident’s family and friends to be with them when they are dying and 
provide overnight facilities for their use. 
 
Reference:  

Health Act, 2007 
Regulation 14: End of Life Care 
Standard 16: End of Life Care  

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

Timescale: 
 

Provider’s response: 
 
In order to respect the individual wishes of each resident in 
regard to their end of life care, their wishes and choice as to 
place of death will be identified and noted in the care plan. The 
Care Plan Policy has been updated to reflect this. To date End of 
Life Care Plans have been completed for 39 residents. The 
remaining will be completed by the end of September. 
 
Procedures for enabling residents to die at home, if they wish, 
will be drafted. It will include transport, Public Health Nurse, GP 
and Hospice involvement. 
 
The provision of overnight facilities will be fully addressed in the 
new build. In the mean time, if a single room is available it will be 
offered to residents and/or their families. There is also the 
provision of a fold-up bed. 
 

 
 
30/09/2012 
 
 
 
 
 
 
14/09/2012 
 
 
 
April 2013 
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11. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
The kitchen staff did not have access to resident’s specific dietary requirement, for 
example residents with diabetes or who required a low fat or low salt diet. 
 
The daily menu was not displayed in a suitable format in one dining room and was 
not displayed at all in the other dining room for residents. 
 
Action required:  
 
Provide each resident with food and drink that takes account of any special dietary 
requirements and is consistent with each resident’s individual needs. 
 
Action required:  
 
Display the daily menu in a suitable format so that residents know what is available 
at each mealtime. 
 
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: 
 
On admission the catering dept. will be notified of special dietary 
requirements by the nurse admitting the resident, who will give 
them a copy of the special diet. The admissions policy has been 
updated to reflect this. 
 
A Staff Nurse has been assigned to keep the catering staff up to 
date with information. 
 
Diet sheets relevant to residents provided to catering dept. 
 
The daily menu is written up on a whiteboard in each dining 
room twice a day, informing residents of what is for lunch and 
tea.  
 
The type-face on the three-week rolling menu has been enlarged 
for easy reading by residents. Six residents were sampled for 
reading ability and the residents were satisfied that they read the 
menu. 
 

 
 
12/07/2012 
 
 
 
 
12/07/2012 
 
 
12/07/2012 
 
12/07/2012 
 
 
 
23/08/2012 
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A diet information folder informing staff of special requirements is 
kept both in the dining room and the kitchen. 
 

23/08/2012 

 
12. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The physical environment of multi-occupancy rooms posed challenges in ensuring 
residents’ privacy and dignity. 
 
The nurses’ station was located towards the back of the centre leaving this entrance 
area unsupervised. 
 
There were not an adequate number of bathing facilitates to meet the individual 
needs of the residents. 
 
Action required:  
 
Ensure the size and layout of rooms occupied or used by residents are suitable for 
their needs. 
 
Action required:  
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents.  
 
Action required:  
 
Provide a sufficient number of baths and showers having regard to the number of 
residents in the designated centre. 
 
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: 
 
The size and layout of rooms will be addressed in the new build, 
in the mean time staff are aware to maintain resident's privacy 
and dignity when caring for them in multi occupancy rooms by 
screening the beds. Privacy and dignity has never been raised as 
an issue at the residents meeting and three monthly audits. 
 

 
 
30/04/2013 
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Sufficient numbers of baths and showers will be provided on the 
completion of new building, which has commenced. 
 
The administrator’s office will be relocated to the front hall area 
in the new build, this will then be attended seven days a week 
thus ensuring supervision of the main entrance. The 
administrator will on duty Monday to Thursday, 9.00 am to 5.30 
pm. Outside these times the office will be attended until 9.00 pm.
 

30/04/2013 
 
 
30/04/2013 
 

 
13. The person in charge is failing to comply with a regulatory requirement 
in the following respect: 
 
A record of any restraint used on a resident did not always detail when the use of 
the restraint was discontinued. 
 
Medication transcribed by registered nurses within the centre was not subject to an 
audit of transcribing practices which is a requirement of registered nurses 
professional guidelines.  
 
Not all discontinued medication was authorised or dated by the medical practitioner. 
 
Action required:  
 
Maintain, in a safe and accessible place, a record of any occasion on which restraint 
is used, the nature of the restraint and its duration, in respect of each resident.  
 
Action required:  
 
Maintain, in a safe and accessible place, a record of each drug and medicine 
administered in respect of each resident, giving the date of the prescription, dosage, 
name of the drug or medicine, method of administration, signed and dated by a 
medical  practitioner and the nurse administering the drugs and medicines in 
accordance with any relevant professional guidelines. 
 
Reference:  

Health Act, 2007 
Regulation 25: Medical Records 
Standard 13: Healthcare 
Standard 14: Medication Management 

                  Standard 15: Medication Monitoring and Review  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
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Provider’s response: 
 
Staff have been educated on the correct recording of restraints 
and on the importance of a maintaining a true reflection of the 
use of restraint. 
 
Medication transcribed will be subject to audit by a registered 
nurse. Ten drug charts will be identified, these will be compared 
to the prescription sheet they have been transcribed from for 
accuracy. 
 
The medical practitioner has been requested to authorise the 
discontinuation of medication. 
 
The Medication Management Policy updated to reflect these 
changes. 
 

 
 
06/08/2012 
 
 
 
10/09/2012 
 
 
 
 
03/09/2012 
 
 
03/09/2012 
 

 
14. The provider is failing to comply with a regulatory requirement in the 
following respect: 
 
A number of the Schedule 5 policies did not sufficiently inform practice.  
 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5 of the 
Regulations to sufficiently inform staff practices. 
 
Reference:  

Health Act, 2007 
Regulation 27: Operating Policies and Procedures 

                 Standard 29: Management Systems  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All of Schedule 5 policies are now updated to sufficiently inform 
staff practice, support and promote the delivery of a quality care 
service. Emergency Policy contains updated Evacuation Plan. 
Medication Management Policy updated to inform practice. 
Policies on Care Planning and Restraint as mentioned in Outcome 
7 have been reviewed and updated. 
 

 
 
11/09/2012 
 

 
 
 
 
 



Page 36 of 36 

15. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Notification was not forwarded to the Chief Inspector in relation to two medication 
errors that had occurred. 
 
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 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 

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

Timescale: 
 

Provider’s response: 
 
Notifications sent as requested. 
 
All notifications will be forwarded as per table of notifiable events 
in the future. A Policy will be developed in regard to the 
notifications. 
 

 
 
31/07/2012 
 
14/09/2012 

 
 
 
Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
St. Camillus Nursing Centre aspires to be a centre of excellence by creating a homely 
and safe environment for the elderly and terminally ill, based on professional 
compassionate care in the spirit of St. Camillus de lellis. We are always open to 
constructive criticism that will help us improve the service we provide. We find the 
inspections helpful if very demanding and time consuming. We seek always to be 
compliant with the regulations. 
 
Provider’s name: Fr. Anthony F. Monks. 
Date: 13/09/2012 


