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Centre name: 

 
Thomond Lodge Nursing Home 

 
Centre ID: 

 
0109 

 
Centre address: 

 
Ballymahon 
 
Co. Longford 

 
Telephone number:  

 
0906-438350 

 
Fax number 

 
0906-438411  

 
Email address: 

 
seankellythomond@gmail.com 

 
Type of centre: 

 
Private      Voluntary          Public 

 
Registered provider: 

 
Thomond Care Services Limited 

 
Person authorised to act on 
behalf of the provider: 

 
 
Sean Kelly 

 
Person in charge: 

 
Mary Mealy 

 
Date of inspection: 

 
4 and 5 July 2012 

 
Time inspection took place: 

 
Day-1 Start: 11:00 hrs  Completion: 18:50 hrs 
Day-2 Start: 09:40 hrs  Completion: 18:45 hrs    

 
Lead inspector: 

 
Geraldine Jolley 

 
Type of inspection  

 
 announced               unannounced   

 
Date of last inspection:  

 
5 August 2011 

 
 
 
 
 

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

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

Location of centre and description of services and premises 
 
Thomond Lodge Nursing Home is a modern single-story, purpose-built care facility 
which is located in a retirement housing complex that includes one and two bed 
bungalows and a community centre. The facility opened in 2007 and has capacity for 
48 residents, providing services for dependant persons including older people and 
people who have dementia care needs.  
 
The entrance hall opens in to a large foyer, where there is a reception desk that 
provides a focal point for residents and for persons entering and leaving the 
premises. Off this area, there is the sitting room, dining room and kitchen, 
administrator’s office, library and oratory. There is a visitors’ room, a smoking area 
and three toilets within easy reach of the communal areas. Further along the hall, 
there is a large open area with seating which leads to the nurses’ station, nurses’ 
office, clinical room and hairdressing room. Residents’ bedrooms are located off the 
hallways that lead from this area. 
 
All 48 bedrooms have an en suite shower, toilet and wash-hand basin. The standard 
of decoration throughout the centre is good with residents bedrooms appropriately 
and attractively furnished. Fixtures and fittings are high quality. There is a range of 
soft furnishings such as chairs and sofas at intervals throughout the building as well 
as in the main sitting areas and this provides a comfortable environment for 
residents. There is a range of assistive equipment to support residents who had 
mobility problems. 
 
The garden surrounding the centre is well cultivated and a large area is secure. 
There is garden furniture available and residents were able to use the garden 
independently. There are ample parking facilities to the side of the building. 
  
The centre is located in a cul-de-sac in a new residential development that is a few 
minutes drive from the town of Ballymahon, Longford.  

 
 
Date centre was first established:  

 
10 October 2007 

 
Date of registration: 

 
30 June 2011 

 
Number of registered places:  

 
48 

 
Number of residents on the date of inspection:  

 
47 + 1 in hospital 

 
Dependency level of current residents 
as provided by the centre: 

Max High Medium Low 

 
Number of residents 

 
17 

 
10 

 
12 

 
9 
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Gender of residents 

Male 
( ) 

Female 
( ) 

 
 

 
 

 
Management structure 
 
The registered Provider is Sean Kelly. The Person in Charge is Mary Mealy who had 
taken up post in January 2012. She is supported by a Clinical Nurse Manager. 
Nurses, care assistants, catering and ancillary staff report to the Person in Charge. 
 

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 6 2 2 1 1* 

 
* other staff refers to the provider who was on site during the afternoon of day one 
and during day two of the inspection.  
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Summary of compliance with Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This report set out the findings of the unannounced inspection conducted over two 
days on 4 and 5 July 2012. This was the sixth inspection of the centre by the Health 
Information and Quality Authority (the Authority). During the inspection, the 
inspector talked to residents about their experiences of living in the centre and also 
talked to staff members about aspects of their working practices, training and how 
they promoted quality of life for residents in the centre. A range of documentation 
such as care plans, medical records, accident logs, policies and procedures and staff 
files were reviewed and the delivery of care, management of hygiene and infection 
control was observed.  
 
The inspector found that the centre was managed and organised with the needs of 
residents a priority for staff. The person in charge said that since she had taken up 
post she had spent time each week undertaking nursing duties so that she was 
familiar with residents needs and could supervise care practice. She demonstrated 
that she had a comprehensive overview of clinical matters relevant to residents’ care 
and she was becoming familiar with her legal responsibilities. She was working with 
the staff team to identify areas where improvements were needed ensure that care 
practice and environmental standards were appropriate for residents.  
 
The provider and staff team had made several changes to care practice and 
administration since the first inspection of the service conducted on 6 January 2010 
and the registration inspection conducted in March 2010. Following the registration 
inspection, 14 actions and one recommendation were outlined for attention. The 
required actions included training for staff in dementia care and mental health, 
improvements to restraint management, better reviews of accidents and incidents to 
prevent future episodes and improvements to documents such as care records and 
staff employment records to meet the legislative requirements. These actions were 
reviewed during an unannounced inspection conducted on 10 April 2011 prior to 
registration. An update of the response to the action plan was included as part of the 
information provided in advance of registration. The inspector found that of the 14 
actions, nine had been completed and the remaining areas were receiving attention. 
Staff had received training on dementia care and improvements required to 
documentation such as the complaints procedure, care records and staff files had 
been completed or were in progress. 
 
An unannounced triggered inspection was conducted on 3 August 2011 following 
information relayed to Authority that an allegation of abuse had not been 
appropriately dealt with by staff. The inspectors found that this incident had not 
been recognised as a possible abuse situation and recommended that the elder 
abuse training in place be strengthened to ensure staff are sufficiently informed to 
recognise and report abuse. Additional information was requested post inspection in 
relation to the care of one vulnerable resident to assure the authority that all 
protective measures were explored and put in place, for example, ward of court 
proceedings.  
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During this inspection the person in charge, clinical nurse manager and provider 
were on site. There was substantial activity noted in relation to residents’ care and 
the general business of the centre. Nurses and care staff were noted to be busy at all 
times. The staff team provided information to the inspector in a timely way and were 
able to identify changes and improvements that had taken place since the last 
inspection. These included more emphasis on activities, better management of 
documentation and improvements to the medication administration system.  
 
The centre was decorated, attractively furnished and provided a good environment 
for residents. There were several areas where residents could meet together and 
other smaller sitting areas located around the building where residents could spend 
time more privately. The standard of catering received many positive comments from 
residents and the inspector noted that there was a good variety and choice of meals. 
Residents were noted to use the outdoor areas throughout the inspection days and 
several told the inspector that they had planted vegetables in the raised beds and 
others said they went out to check the welfare of centre’s three hens and the 
condition of the lawn following the recent wet weather.  
  
The Action Plan at the end of this report identifies improvements that must be made 
to meet 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.  
 
The areas for improvement include further changes to the medication management 
system to ensure that it is in accordance with good practice standards, more diligent 
attention to service contracts to ensure that essential equipment is serviced 
appropriately, a review of staffing levels and the need for more comprehensive detail 
in care plans where residents have complex care needs. Other area identified for 
improvement was in relation to ensuring that Garda Síochána vetting and relevant 
checks are available for all staff employed in the centre. 
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Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older 
People in Ireland.  
 
1. Statement of purpose and quality management 
 

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

 
Inspection findings 
The statement of purpose accurately described the service that is provided in the 
centre and met all of the requirements of Schedule 1 of Regulations.  
 
The statement of purpose had been revised to include the details of the new person 
in charge. The profile of residents reflected the statement of purpose. There are 44 
places designated for long-term care and the remaining four places are allocated for 
respite care. The inspector found from the information provided and from 
observation of care practice and discussion with staff that the centre had the 
capacity to meet the needs of residents as outlined in the statement of purpose. 
Staff could outline residents’ needs well, knew their individual likes and dislikes and 
could describe care practice arrangements that were put in place when residents 
were particularly vulnerable such as joint working with the palliative care team, 
liaison with mental health services and the introduction of position change records 
where residents were assessed as vulnerable to pressure area problems. The 
inspector was told by residents that the centre was a “lovely place to live” and that 
staff were “caring and attentive” to them.  
 
The statement had been kept under review by the provider and a summary was 
made available to residents on admission and following review.  

 
Outcome 2 
The quality of care and experience of the residents are monitored and developed on 
an ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
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Inspection findings 
There was some evidence of a quality assurance and continuous improvement 
system in place. The inspector saw that information on restraint use, accidents and 
incidents and significant clinical factors such as pressure area care and weight 
changes were recorded and monitored regularly. Falls sustained by residents were 
reviewed and results analysed to determine patterns, areas for improvement and the 
need to alter staffing levels. However, there was no plan in place to ensure that 
audits and reviews of aspects of the service were undertaken regularly to inform 
practice. The views of residents were sought through residents meetings and had 
resulted in changes to areas of practice notably the activity programme and the 
menus that had been altered to make them more appealing and responsive to 
residents’ requests.  
 
The information from data collected and from quality improvement initiatives was not 
formulated into a report in accordance with the Regulations. The person in charge 
and provider were aware that a report in accordance with the Regulations was a 
requirement but an outline for this report had not been finalised.  

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

 
Inspection findings 
The person in charge and nursing staff demonstrated a positive attitude towards 
complaints. They said that they dealt with matters raised by residents and relatives 
in a timely manner and said that complaints helped them review their work practices 
and identify ways to improve the service. The complaints procedure was described in 
the residents’ guide and the statement of purpose.  
 
The inspector was told that complaints are dealt with by the person in charge and 
provider. Minor matters were dealt with by staff as they are brought to their 
attention. The administrator was the nominated person to provide the overview of 
complaints management in accordance the Regulations.   
 
There was a record of complaints and the inspector examined the complaints that 
had been documented for 2012. The inspector noted that care practice and lost 
clothing had been the basis of some concerns raised. There was an outline of the 
investigations undertaken and a written response from the person in charge that 
described how the situation was resolved. Residents told the inspector that they 
could raise their views and concerns with the person in charge or members of staff 
personally should the need arise or in the regular residents’ meetings. Staff said that 
they were aware that residents and relatives worry about care and said they try to 
develop good relationships with family members so that they feel comfortable and 
able to raise concerns.  
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The inspector noted that while there was a satisfactory record of the complaint and 
the investigation there was no summary information that indicated if the complainant 
was satisfied with the outcome as required by the Regulations.  
 
Information relayed to the Authority conveyed concerns about staffing levels and 
some aspects of care practice. The provider had responded to the Authority when 
requested to do so and had provided information that indicated that appropriate and 
thorough investigations of the matters raised had been undertaken. Findings in 
relation to staffing are outlined in Outcome 14. 
 
2. Safeguarding and safety 
 

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

 
Inspection findings  
The inspector found that measures were in place to protect residents from being 
harmed or suffering abuse. Staff had received training on identifying and responding 
to elder abuse. The format of the training and the elder abuse policy and procedure 
was being reviewed by the person in charge. Currently information and a DVD were 
being used as the basis for training on protecting residents from abuse and the 
inspector was told that staff would have refresher training when the policy and 
procedure that guided practice was finalised. Staff could describe the different types 
of abuse and the reporting procedures in place. Contact details of the designated 
elder abuse officer for the area were available. Staff described discussions that had 
taken place with the social worker about complex care problems where they had 
been concerned about possible abuse.  
 
There was one concern that related to abuse received by the Authority for this 
centre. This was the subject of a triggered inspection carried out on 5 August 2011. 
The inspectors found at that time that while staff had information and training on 
elder abuse there was no subsequent check to ensure that their understanding and 
knowledge remained up to date and in line with good practice. Comments made by a 
relative in relation to the incident had not been viewed or recorded as a concern. The 
person in charge acknowledged that the situation could have been managed 
differently and the inspectors were told that the area of identification of abuse would 
be covered in more detail when information and training on elder abuse was 
provided in the future. Staff confirmed that they had training on elder abuse and said 
that comments or behaviour that they felt were inappropriate would be discussed 
with senior staff to ensure that appropriate action would be taken. 
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The inspector found that it was difficult to determine if all staff had received training 
or information on elder abuse to guide their practice from the training records 
examined. The person in charge had identified this as an area for attention and was 
working on producing a more effective record that would enable her to determine 
more easily when staff had received training and when refresher training should be 
scheduled.  
 
The inspector examined the arrangements for managing residents’ finances with the 
administrative officer. There were detailed records maintained that outlined all 
transactions. There were accounts maintained for residents where amounts of money 
for day to day expenses were deposited by residents or their families. An individual 
record was maintained, all transactions were described and an ongoing balance was 
recorded and signed by two members of staff.  
 
While the system was transparent and well organised the inspector was concerned 
that receipts were not issued for money or valuable items handed in for safekeeping.  

 
Outcome 5 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems 
 

 
Inspection findings 
The inspector found that some systems and practices that promoted health and 
safety were in place and was told that a more comprehensive system of risk 
management was being developed.  
 
The inspector was told by the provider that he was in the process of setting up a 
contract with a maintenance firm to undertake regular safety and maintenance 
checks of the building and equipment. Residents’ safety was protected by the 
security systems in the building that included electronically controlled access where a 
member of staff had to facilitate entry, the maintenance of a visitor’s record that 
identified persons entering and leaving the building and the use of closed circuit 
television at exit doors. 
 
Staff were observed to carry out duties such as cleaning, handling laundry and using 
equipment safely. Cleaning trolleys were kept in close proximity to where staff were 
working and were not left unattended when in use. Laundry was segregated 
appropriately and taken from bedrooms to the laundry in a timely manner. Staff used 
protective clothing and this was readily accessible. There were service contracts in 
place for equipment such as specialist beds, wheelchairs, overlay mattresses and 
slings used for moving and handling.  
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The inspector viewed the infection control policy and found it provided appropriate 
guidance for staff when managing a range of infectious illness including noro virus, 
clostridium difficile and influenza. The contact details for the local health office, the 
infection control nurse in Mullingar General Hospital and the local public health nurse 
were included. As a result of recent outbreaks of influenza in designated centres 
there were some improvements identified that would be helpful in the event of an 
influenza outbreak and it is required that these changes are included in the infection 
control policy to ensure effective management of outbreaks. These improvements 
included: 

 a record of all residents and staff that receive the influenza vaccine should be 
maintained and be readily accessible. In this centre this information should 
also be sought for residents admitted for respite care 

 the contact details of the local public health office including out of normal 
working hours contact details should also be available in the procedure.  

 
The inspector reviewed the risk management document and found that while it 
contained a range of information on risk factors relevant to care settings it did not 
provide centre specific information to guide and inform staff on how to manage risk 
in the centre. There was a weekly check of electrical equipment, correct storage of 
chemicals and the smoking areas and these were recorded. However, the inspector 
found that these checks were not sufficiently thorough to prevent accidents. For 
example, the laundry area was unlocked when not in use on day one of the 
inspection and washing powders and cleaning chemicals were accessible which could 
present a hazard to confused residents. Moving and handling equipment such as 
hoists had not been identified for service although the service date indicated that this 
was overdue since October 2011 and some wheelchairs had no footplates. The 
inspector was told that this was due to some residents wishing to propel themselves 
in their wheelchairs and that footplates were available for all wheelchairs in use.  
 
There was an emergency plan in place. It described the actions to be taken in the 
event of an emergency and the arrangements in place to use a local venue as a 
place of safety if it was necessary to evacuate the centre. The inspector was 
informed that a generator was available as a backup in the event of a power failure. 
The emergency plan needed to be reviewed to effectively guide staff in an 
emergency situation. The arrangements for communication of the emergency to the 
provider and senior staff as well as communication with the emergency services 
needed to be outlined as well as the immediate actions staff should take to protect 
residents and others in the building.  
 
The centre had a missing person procedure to guide staff through the actions to take 
in this situation. The inspector found that staff had adequate information that would 
enable them to complete resident details in this event but that a readily accessible 
missing person profile was not available for all residents. In view of the number of 
residents who had problems associated with confusion and the two episodes where 
residents were found outside the building it is a requirement of this report that a 
missing person profile is completed for residents at risk of wandering and that a 
regular rehearsal of the actions they are required to take in the event of a resident 
missing from the centre should be part of the missing person’s procedure.  
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The fire safety arrangements were reviewed. Three staff – the key senior manager, 
administrator and provider had completed fire safety management training. Smoke 
detectors were located in all bedrooms and general purpose areas. Emergency 
lighting was provided throughout the building. The inspector viewed contracts of the 
servicing of fire alarms, smoke and heat detectors. Confirmation of the last fire alarm 
service was dated 20 June 2012. Routine inspections of the fire panel were 
undertaken weekly to ensure it was fully operational and these checks were 
recorded. Fire escape plans indicating the route to the nearest fire exit were 
displayed around the building. Daily checks of fire exits were undertaken and 
recorded. These were found to be in good condition and unobstructed. The inspector 
saw that a chair that had been left near a fire exit was quickly removed by staff. The 
inspector viewed records of fire training which was undertaken twice a year by an 
external company and this was supplemented by fire drills including unannounced 
fire drills initiated by the provider. Refresher fire safety training for staff was 
scheduled for the week commencing 10 July 2012.  
 
The inspector found that some of the fire safety measures did not fully support staff 
to tackle a fire situation effectively and needed improvement. The service record for 
fire extinguishers indicated that the service was overdue. This was brought to the 
attention of the provider during the inspection and confirmation that fire 
extinguishers have been appropriately serviced has been requested by the inspector.  

 
Outcome 6 
Each resident is protected by the designated centre’s policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 

 
Inspection findings 
The inspector found that nursing staff were knowledgeable about the medication 
being dispensed, interactions between medications and the precautions that had to 
be taken in relation to some medications. The inspector observed the way nurses 
undertook medication rounds and found that medication was administered safely in 
accordance with professional guidelines. There were appropriate procedures for the 
disposal of unused and out-of-date medicines. There was a good system for checking 
medication received in the centre. This was checked by two nurses and discrepancies 
identified and highlighted to the pharmacy for remedial action. This area had been 
identified for action in the last inspection report. Nurses told the inspector that the 
pharmacist provided a good service and was available to provide guidance on queries 
and regular training in addition to the on line medication training that many of them 
had completed. A training session on the drugs used in dementia management was 
noted to have taken place in April 2011.  
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Controlled drugs were secured in a locked cabinet in the treatment room. The 
inspector viewed the controlled drugs register and the checking system in place to 
ensure accuracy. Controlled drugs were checked by two nurses, however, this check 
was not conducted by nurses from different shifts. A detailed policy on medication 
management was available to guide practice, however, this needed review as the 
medication dispensing system had been upgraded but the new arrangements were 
not outlined in the procedure. The inspector found that only part of the new system 
such as the blister pack had been introduced and that staff continued to use the 
original prescribing and administration charts. When reviewed these were found to 
be deficient in the following areas: 

 nurses routinely transcribed medication and while this was checked by the 
doctors and generally signed appropriately there were some administration 
charts where the medications were not appropriately signed. While the charts 
clearly identified each medication a doctor’s signature was not in place for 
each prescribed medication in accordance with best practice guidance for 
medication administration 

 medication that had to be administered crushed was not always prescribed to 
be given in this way 

 reviews of medication at three month intervals had not been recorded for all 
residents 

 The maximum dose of “as required” PRN medication to be administered over 
a 24 hour period was not identified 

 medication that was discontinued was not routinely signed and dated in the 
sample of charts reviewed.   

 
3. Health and social care needs 
 

Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied healthcare. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set 
out in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
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Inspection findings 
The inspector found that there was a good standard of evidence-based nursing care 
in place and access to medical and allied healthcare professionals was facilitated to 
ensure that resident’s health care needs were appropriately addressed. The 
arrangements to meet residents’ assessed needs were set out in individual care plans 
which were based on a range of assessment tools and the activities of daily living. 
The assessment tools were used to determine care needs, evaluate progress and to 
assess levels of risk in areas such as vulnerability to falls, nutrition, the potential to 
develop pressure sores and mobility problems. Information from assessment tools  
was noted to be used to inform care plans and to direct the actions of staff. 
Dependency levels were determined using a recognised assessment tool which was 
reviewed weekly to ensure that staff had accurate information on dependency levels.  
 
The inspector noted that almost a third of residents had problems associated with 
confusion and eight had other mental health problems. The remaining residents had 
physical care needs and the majority were noted to have two or more significant 
medical conditions. Almost 60% of rresidents’ had maximum to high dependency 
care needs.  
 
The inspector was told that four places were allocated to respite/short-term care for 
people in the Longford area. These places were in constant use. Residents were 
admitted for one or two week periods and these admissions all took place on Monday 
of each week. 
  
Care plans were noted to be reviewed at the required three-monthly intervals. 
However, some reviews were indicated by a date only and it was not clear exactly 
what aspects of the care plan had been reviewed or who had been involved in the 
review. There was some information available that conveyed that residents or their 
representatives were consulted about their care although not specifically as part of 
the regular review. Their contributions and views were included in some of the care 
documentation and were noted to be integrated into daily care practice. For 
example, the wishes of a family member was outlined and being carried out by staff 
and a resident told the inspector that she had made her wishes known to staff and 
that they observed them when delivering care. This included staff ensuring that she 
had particular choices at breakfast and that she was taken to her room to rest when 
she felt like it. The format used to complete care plans needed review as some of the 
documentation had been photocopied many times and did not provide a good basis 
for completing quality care records. The inspector was told by the person in charge 
that nursing staff were reviewing care plan documentation with a view to changing 
the current system to provide a better basis for their documentation.  
  
The inspector noted that there were aspects of good practice in place for residents 
with dementia care needs. An example of this was the use of regular Sonas activity 
to help residents recall past memories and communicate their recollections. Memory 
problems were noted to be described in care records but the inspector noted that 
there was little reference to what capacity residents retained to enable staff to 
promote and encourage their abilities. For example, there was no reference to what 
capacity residents had to recognise family members or staff or their capacity to 
follow instructions which would be a safety factor when engaging in activities such as 
moving and handling. 
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There was a commitment from staff to keep residents active and independent as 
long as possible and this was demonstrated by staff assisting residents to go outside 
to enjoy the garden and encouraging them to walk from one area of the nursing 
home to another.  
 
Expert advice and support from specialist teams such as mental health and palliative 
care was sought when necessary. These services were described as accessible, 
residents were regularly reviewed when required and the palliative care team   
visited the centre to review residents and provide guidance to staff when required. In 
2011, training on a new medication pump had been provided by the palliative care 
nurses. 
 
There was a policy on the use of restraint. The inspector viewed the records for 
restraint and found that concerns for safety and falls risks were the main reasons for 
restraint measures. There was an assessment completed prior to the use of restraint. 
However, there was no information that conveyed that other alternatives had been 
explored before interventions such as bedrails was selected. The inspector noted that 
the use of restraint was moderate with ten residents using bedrails, this included two 
residents admitted for respite care, and two residents with lap belts in place. Nursing 
staff said that there is now more consideration given to the use of restraint and more 
discussion with family members about alternatives to ensure that restraints such as 
bedrails were only used as an option of last resort and the least restrictive option 
available. Three members of nursing staff had attended training on the national 
policy for restraint management.  
 
The inspector found that the documentation that underpinned restraint use needed 
improvement as the document in use was a consent form for the restraint to be used 
authorised by family members, the doctor and a member of staff. The exploration of 
alternatives measures put in place before the restraint was considered and the risk 
factors being controlled by the restraint were not adequately documented.  
 
The inspector was told that three minor wound care problems were receiving 
attention. There were no pressure sores receiving treatment. The inspector examined 
the record of a pressure sore that had healed and saw that the wound care 
standards in place were consistent with good practice guidance. There had been a 
clear treatment plan, recorded wound measurements and observations on progress 
systematically maintained. This wound been notified to the Authority as required in 
2011. The inspector was told that there had been a recent deterioration in a 
resident’s skin integrity which was being monitored and preventative measures such 
as position changes were in place.  
 
Residents who had specific problems such as challenging behaviour were monitored 
closely and there was documentation that provided details on the measures in place 
to ensure their safety and well being. This included regular supervision which was 
recorded. The inspector was concerned that where significant challenges to care 
practice presented by a range of factors such as resident’s vulnerability due to 
dementia, physical frailty and requests for interventions that were sometimes in 
conflict with evidence-based care practice were not fully documented. In one file 
reviewed, the details indicated that a more comprehensive multidisciplinary review 
was required to include specialist in diabetes, elder abuse social worker, psychiatry of 
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later life and allied professionals. While staff verbalised a number of practices which 
did not meet good practice guidelines, for example blood glucose monitoring and 
warfarin monitoring, staff had not clearly documented their deviation from standard 
practices in these two areas outlined. The person in charge was requested to review 
in full the care provided for vulnerable residents and to submit a report to the 
authority on this review and actions taken on foot of the review. 
 
Residents had access to a variety of scheduled activities. The programme was 
facilitated by a member of care staff during the afternoons. The inspector spoke with 
the carer who had this responsibility. She said that residents were consulted about 
the activities provided and currently were involved in outdoor and indoor activity. 
Residents told the inspector that there were three hens in the garden and that raised 
planting boxes had been used to grow salad vegetables. The inspector noted that a 
high proportion of residents used the garden throughout the day. The inspector saw 
that staff took time to include residents with cognitive impairment and other 
communication difficulties in conversation and in activities and encouraged them to 
participate according to their abilities. One resident told the inspector that she 
enjoyed the regular bingo sessions, music and films.  
 
There had also been several outings to places of interest and several residents said 
that they had enjoyed a recent trip to Knock and hoped to go on more trips. Two 
carers provided activities during the weekends and there was a volunteer that 
contributed to the activity programme at times. While there was a variety of relevant 
activities and a good level of social engagement with residents noted during the 
inspection the inspector formed the view that the limited availability of staff time to 
devote to this aspect of care compromised staff ability to provide a comprehensive 
programme that could include all residents who may wish to participate. 
 
Apart from this the inspector was satisfied from the documents examined and the 
observations of care practice that residents had a good standard of care that was 
well informed and based on evidence-based practice.    

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

 
Inspection findings 
While no resident was receiving end of life care at the time of inspection, staff 
described the philosophy of care that would be put in place. All residents have single 
rooms and families are encouraged to be involved and to spend as much time as 
they wish with residents at this time according to information supplied by nursing 
staff.  
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Training on end-of-life care was completed in 2011 and the palliative care team 
provided regular updates and training in relation to specific resident’s needs. There 
was a detailed policy that described good practice in for end-of-life care. This was 
noted to include how physical interventions were managed, space for relatives, 
arrangements for hospitality and the discussions that should take place with family 
members. The inspector found that the information provided indicated that 
appropriate safe care would be available for residents at end of life.  
 
The inspector found that end-of-life care wishes were not consistently recorded and 
where they were recorded this had not been reviewed for some time. There were 
some forms in residents’ records that indicated that family members and the doctor 
had agreed that resuscitation was not to be considered. However, there was no 
regular review of this decision and it was not clear that residents had been able to 
contribute to this decision or that their lack capacity to do so had been assessed and 
recorded.  

 
Outcome 9 
Each resident is provided with food and drink at times and in quantities adequate for 
his/her needs. Food is properly prepared, cooked and served, and is wholesome and 
nutritious. Assistance is offered to residents in a discreet and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes 
 

 
Inspection findings 
Residents’ were provided with a varied diet and meals were prepared fresh on site 
with an emphasis on home cooking. Bread and cakes were baked regularly and 
served at tea times. The lunch and tea time meals were prepared according to the 
menu of the day with choices available. Residents’ confirmed that meals were hot, 
well presented and that they received their choice of main meal and dessert. Special 
diets were provided for residents who had particular requirements due to health 
problems or who had swallowing difficulties. The catering staff said they were 
informed about specialist diets by nursing staff. An individual record that outlined the 
specific dietary needs was then maintained in the kitchen. They showed the 
inspector the menu which provided good variety each week and was rotated over a 
four week period.  
 
Residents who required assistance at meal times received help in an appropriate and 
timely manner. Two residents interviewed by the inspector said that food was “very 
good and varied” and also said that food was hot and well presented. They 
confirmed that changes to the menu had been made following requests made at the 
residents’ meetings. Residents were noted to be offered drinks and snacks at regular 
intervals throughout the day and liquids were accessible in communal areas and 
were replenished throughout the day.  
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There was a large dining room with adequate space for residents to have meals 
together. This was noted to be well organised and there was adequate space 
between tables for residents with mobility aids to move around in comfort.  
 
The clinical nurse manager told the inspector that residents’ weights were monitored 
routinely and that dietary and fluid intake was monitored when residents were 
vulnerable. The inspector saw fluid balance charts appropriately completed filed in 
care records. There were two residents whose nutrition needs were being supplied 
through Percutaneous Endoscopic Gastrostomy (PEG) feeding systems which were 
being appropriately managed and monitored. The nurses said that acquiring the 
services of a dietician locally was not possible and they relied on the input of the 
dietician from a private company who provided advice and guidance when needed. 
  
4. Respecting and involving residents 
 

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

 
Inspection findings 
Contracts had been issued to residents or their representatives. Signed copies of 
contracts were available and the contract identified the notice period for termination 
of the agreement and the services that were not included in the fee. 

 
Outcome 11 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. 
He/she is facilitated to communicate and enabled to exercise choice and control over 
his/her life and to maximise his/her independence.  
 
References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
Standard 5: Civil, Political, Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts 
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Inspection findings 
The inspector found that residents’ views were valued and that residents’ privacy and 
dignity was preserved and promoted. Residents could influence change in the centre 
through their contributions at the residents’’ group or through private conversations 
with staff. The residents group was chaired by a resident and met monthly. Recent 
discussions had focused on the entertainment provided, consideration of having a 
name for the dining room, expanding the range of activities and establishing a 
“coffee dock” area where visitors and residents could make tea and coffee 
independently. 
 
The inspector saw several examples where the privacy and dignity of residents was 
respected by staff. For example: 

 doors to bedrooms and en suite areas were kept shut while staff were 
assisting residents  

 staff interactions were positive and there was a high level of engagement 
with residents during the days of the inspection  

 staff took time to communicate with residents who had impaired 
communication such as confusion or speech difficulties 

 staff were noted to take time to explain and facilitate medical procedures 
and medication regimes in  manner that helped residents understand what 
had to be done and how frequently. 

 
Residents were able to maintain good social relationships. Many residents said they 
were from the local area and friends and family were able to visit regularly. The 
inspector saw that visitors were warmly welcomed at various times of the day. 
Residents and their relatives confirmed that flexible visiting was usual and that visits 
home and outings were facilitated when requested. There were several areas 
available where residents could see visitors in private. This included a library area 
near the front door and a visitors’ room near the nurse’s station. The centre had well 
established links with the local community. Some residents attended a local day 
centre and staff said they were encouraging more residents to avail of this facility 
which was a short distance from the nursing home.  

 
Residents could practice their religious beliefs. An oratory area was provided and 
there was a weekly mass. Residents told an inspector they were able to practise their 
faith and worship according to their wishes. 
 
CCTV was in operation in corridors, entrance/exit areas and in communal areas such 
as the sitting and dining room. The inspector brought the level of monitoring to the 
attention of the provider and senior nurses during the feedback session at the end of 
the inspection. The intrusive nature of this equipment in areas where residents spend 
social time such as communal areas and taking into account many residents inability 
to consent to such monitoring was regarded an unnecessary invasion of privacy 
where staff were available to supervise residents. The communication policy was 
reviewed and found to need an update to include a wider range of matters including 
communication where residents had impaired communication pathways, sensory 
problems or cognitive impairment. 
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Outcome 12 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
 

 
Inspection findings 
The arrangements for residents to store and maintain control over their belongings 
was satisfactory. All residents had good sized wardrobes in their rooms to store their 
clothing and there was space to accommodate personal effects. The inspector 
observed that many rooms had been personalised with photographs and ornaments 
belonging to the occupant. 
 
Personal clothing was laundered on site or by family members. Residents clothing 
was noted to be in good condition and there were individual containers for each 
room where clean laundry was placed to ensure appropriate return to the owner. 
Clothes were individually marked and there were few problems with garments being 
mislaid or going missing according to laundry staff. When clothing did go missing a 
search of the laundry usually uncovered the missing items staff reported.  
  
The inspector discussed the general management of laundry with laundry staff. 
Clothing was placed in different coloured bags and soiled laundry was washed 
separately at a high temperature according to the machine instructions the inspector 
was told. She said that she had training on hand hygiene and the use of the 
equipment. 
 
The laundry area was inspected and while it was appropriately equipped for purpose 
with industrial washing machines and dryers the area was disorganised due to 
haphazard storage arrangements. The wash-hand basin was not fully accessible as 
there were containers of washing powder stored around it and the stainless steel 
sink needed cleaning. Residents clothing was noted to be left to dry on equipment 
which was not appropriate. The laundry was not locked when staff were away from 
the area which created a hazard as chemicals were accessible. 

 
 
 
 
 
 
 
 
 
 



Page 22 of 45 

5. Suitable staffing 
 

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

 
Inspection findings 
The person in charge worked full time. She had taken over the post of person in 
charge in January 2012. She confirmed that she had the required three years 
experience in the last six caring for older people. She demonstrated that she had 
clinical leadership skills and good governance arrangements in place to ensure the 
provision of evidence based clinical care and to protect the welfare residents. She 
was supported in her role by a clinical nurse manager, who had previously held the 
post of person in charge. 
 
The person in charge could demonstrate that she had relevant experience and 
clinical knowledge to provide leadership for the team. Throughout the two days of 
inspection she demonstrated good knowledge of the medical and social care needs of 
residents. She had kept her clinical knowledge and management skills up to date and 
had some modules of the diploma in gerontology completed. She had identified areas 
where improvements were needed and had engaged the staff team in assisting with 
the changes required. These included changes described earlier such as 
improvements to the medication management system, care plans and policy and 
procedure documentation. She was keen to introduce monitoring systems that would 
identify trends and areas for improvement so that the quality of care provided to 
residents could be improved. She was noted to have a good relationship with 
residents and they knew her well. The fit person interview that is part of the 
assessment for the person in charge has been scheduled. 
 
All staff that the inspector talked to during the inspection could describe their areas 
of responsibility and the management reporting systems. The management structure 
which had been significantly strengthened by the new role of clinical nurse manager 
and the inspector found that the arrangements in place provided sufficient 
monitoring of and accountability for care practice and administration of the service. 
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Outcome 14 
There are appropriate staff numbers and skill-mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision 
 

 
Inspection findings 
The inspector examined the staff duty rota for a two week period. This described the 
staff complement on duty over each 24-hour period. The inspector noted that the 
planned staff rota matched the staffing levels on duty. However, the hours worked 
by the person in charge were not indicated on the rota. The person in charge told 
the inspector that she worked some direct nursing shifts to support the nursing and 
care team and to help her become acquainted with residents and their care needs.  
 
Residents said that they felt safe in the centre and said that staff responded to their 
requests for assistance when required. Two residents commented that staff were 
“very busy at some times of the day” and “that they come as soon as they can”. The 
inspector observed that staff were busy throughout the two inspection days. Call 
bells were ringing regularly and on occasion for periods longer than the two minutes 
response time the centres’ procedures state was the time limit for staff to respond. 
 
One of the carers had a dual role with responsibility for care during the morning and 
the coordination and facilitation of the activity programme during the afternoon. In 
view of the diverse needs of residents and observation of how residents spent their 
day it is a requirement of this report that the deployment of staff is reviewed to 
ensure that there are adequate staff available to provide for the care and social 
needs of residents over the working day.  
  
Staff informed the inspectors that copies of the regulations and the standards had 
been made available to them and they could refer to parts of these documents when 
responding to queries from the inspector. The person in charge maintained a record 
of An Bord Altranais professional identification numbers (PINs) for all registered 
nurses. This was not reviewed and confirmation that this information is up to date 
has been requested from the centre.  
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The centre had a recruitment policy that outlined the procedures to be followed 
when staff were employed. A sample of two staff files were examined to determine if 
the required documentation was available in respect of persons employed. The 
inspector found that the two files did not contain evidence of medical fitness or full 
employment histories. The inspector was concerned to find that the provider did not 
have a system in place to ensure that all staff who worked in the centre were 
appropriately trained and vetted for their roles. In instances where staff employed by 
relatives to provide additional care for residents, there was no arrangement in place 
for the provider to view the records for these staff to ensure that they had the 
appropriate documentation required for persons who work with vulnerable people. 
The provider was requested to submit written confirmation post inspection to assure 
the Authority that Garda Síochána vetting and relevant checks were in place for all 
staff employed to include staff employed by relatives and who were caring for 
vulnerable older persons. 
 
There was evidence that staff had been provided with training opportunities and had 
attended training on a range of topics from the attendance records, certificates in 
staff files and reports from staff. Two carers had attended training on end-of-life care 
one day a week for six weeks. One carer told the inspector that among the topics 
covered they had learned about support to families, the management of pain and 
emotional support at this time. Staff had also attended training on dementia care, 
moving and handling, fire safety, care planning and challenging behaviour. Nursing 
staff have all had training on cardio pulmonary resuscitation and on the 
administration of subcutaneous fluids. Most nursing staff had completed medication 
management training the inspector was told.  
 
While staff had attended training and there was confirmation in staff records of this 
there was no comprehensive up-to-date record that detailed all the training and skills 
that staff had acquired. It was difficult to determine if all staff had attended training 
on the statutory topics of elder abuse, moving and handling and fire safety or if 
refresher training had been provided within the required timescales. The inspector 
concluded that a complete training record needed to be complied and maintained up 
to date to ensure that the person in charge and provider can be confident that 
statutory training requirements are met and that staff have the appropriate 
education and training they need to enable them to provide care in accordance with 
contemporary evidence-based practice. 
 
The inspector found that while care practice was satisfactory there were some 
indicators that the overall staffing levels and deployment of staff needed review to 
ensure appropriate supervision and care for residents. The inspector reviewed the 
accident/incident record which described eight falls for the quarter January to March 
2012. The majority of falls occurred during the evening and night. The inspector was 
told that this had been identified by nursing staff and the provider and that staffing 
levels had been revised and increased. Three carers were allocated for duty until 
11.00 pm with the night nurse. After that two carers remained on duty throughout 
the night. The availability of staff during the afternoons only to provide activity 
meant that all residents could not avail of social programmes as the activity on offer 
would not necessarily appeal to everyone and residents had a very varied range of 
care needs. These two factors considered with residents spending time in the main 
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foyer of the centre where they could be supervised closely led the inspector to 
conclude that staff numbers and deployment should be reviewed.        
  
6. Safe and suitable premises 
 

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

 
Inspection findings 
Thomond Lodge presented as a modern, bright comfortable setting. There was a 
welcoming atmosphere and a sense of comfort in the communal and bedroom areas. 
There was a high standard of decoration and attractive calm colour schemes had 
been used throughout the building. There was a variety of soft furnishings such as 
arm chairs and sofas in the sitting room and in the communal areas such as the 
library and foyer. The hallways throughout were wide and had handrails on both 
sides. There was sufficient space for residents to walk in comfort while using waking 
frames and other aids.  
 
There was a variety of communal space throughout the building. Visitors usually met 
with residents in the communal sitting rooms, the foyer or their bedrooms but access 
to a private space was available in the library or visitor’s for those who wished to see 
relatives' and friends privately. Residents had suitable facilitates to store their clothes 
and personal belongings. There were no maintenance problems identified during the 
inspection. 

 
The internal areas viewed were found to be in a clean hygienic condition with the 
exception of the laundry referred to earlier. There were systems in place for the 
repair and maintenance of the building. There was assistive equipment such as call 
bells in place. Other equipment such as hoists, wheelchairs and specialist beds and 
chairs were available according to residents needs.  
 
The provider oversees the maintenance of the premises and meets with the 
administrator and person in charge on a monthly basis to determine areas of work 
that need attention. The inspector was told that painting of some areas was 
underway and that further decoration had been identified to ensure that standard of 
the environment was maintained. 
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The inspector found that although the communal sitting and dining areas were used 
throughout the day, many residents sat for long periods in the foyer area around the 
nurses’ station. While this was comfortably furnished with arm chairs, sofas and a 
television it was very busy as it was the main route residents and staff had to use to 
get from bedrooms to the main facilities. The area was noted to be noisy from the 
general activity and was not a relaxing space for residents to spend long periods of 
the day. It was also an area where residents and visitors came to make queries and 
to ask information and as the area was open plan and occupied by so many people 
there was likelihood that confidential information could be overheard. The inspector 
also noted that there was a variety of equipment used by residents in the area which 
could be trip hazard for others walking through. Although a good communal space 
that enabled staff to supervise residents as they were in close proximity to the 
nurse’s station the inspector concluded that as it was the main access area to 
bedrooms and communal areas it was over used as a sitting space and formed the 
view that it presented risks and that the use of the other sitting areas should be 
encouraged. 

 
7. Records and documentation to kept at a designated centre 

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

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

 
Inspection findings 
The inspector found that many of the policy and procedure required by Schedule 5 of 
the Regulations needed review as some were not centre specific and did not contain 
sufficient detail to inform staff of the actions to take in certain situations. The policy 
on risk management and communication were examples of policies that required 
review. The risk management policy did not contain centre-specific instructions to 
guide staff through risk identification, monitoring and management. The policy on 
challenging behaviour needed amendment to describe interventions that would 



Page 27 of 45 

protect other residents and staff. The person in charge had already started the 
process of identifying priority policies and documentation for review. 
 
The inspector reviewed the insurance cover and found that it was valid. The 
registration certificate was appropriately displayed.   

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

 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 
 
Inspection findings 
The person in charge was aware of the legal requirement to notify the Chief 
Inspector regarding incidents and accidents. To date all incidents had been notified 
as required. 

 
Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designed centre and the arrangements in place for the management of the 
designated centre during his/her absence.  

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

 
Inspection findings 
The provider was aware of his responsibility to notify the Authority of the absence of 
the person in charge and had made the appropriate notifications regarding the 
change in person in charge. 

 
There were appropriate arrangements in place for the absence of the person in 
charge. The clinical nurse manager who had previously been the person in charge 
and one of the staff nurses took charge. The clinical nurse manager was familiar with 
the regulatory requirements and could describe her responsibility when in charge to 
ensure appropriate staff were available to care for residents, that the appropriate 
notifications if necessary were made to the Authority and that the welfare of 
residents was protected.  
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Closing the visit  
 

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

 
Centre: 

 
Thomond Lodge Nursing Home 

 
Centre ID: 

 
0109 

 
Date of inspection: 

 
4 and 5 July 2012 

 
Date of response: 

 
19 September 2012 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care settings for Older People in Ireland. 
 
Outcome 2: Reviewing and improving the quality and safety of care  

1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
A system for the regular review of the quality and safety of care was not 
systematically maintained and when audits and evaluations undertaken the findings 
had not been made available to residents as required. 
 
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 to the Chief Inspector on request. 

                                                 
∗ 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: 
 
Review of quality and safety or care and quality of life to include 
influenza vaccination, pneumococcal vaccination, pressure sore, 
restraints, catheters, falls and complaints. This data will be 
continuously monitored and compiled into reports which will be 
used to improve quality of care and life. A review of all systems 
and practices will take place on an annual basis. Reports on quality 
and safety of care will take place on a three-monthly basis 
 

 
 
17/10/2012 
 

 
Outcome 3: Complaints procedures 

2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Satisfaction with the outcome of how complaints were investigated was sought, 
however, this was not documented and it was not clear from the record maintained if 
the complainant was satisfied with the outcome of action taken. 
 
Action required:  
 
Maintain a documented record of all complaints detailing the investigation and 
outcome of the complaint and whether or not the complainant or resident was 
satisfied. 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
Ensure that all complaints are documented from complaint to 
complaint outcome and complainant satisfaction in a prompt 
manner. 
 

 
 
17/09/2012 
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Outcome 4: Safeguarding and safety 
3. The Provider and Person in Charge   is failing to comply with a regulatory 
requirement in the following respect:  
 
The elder abuse recognition and prevention policy was being reviewed and updated. 
The inspector found that it was difficult to determine from the training records 
examined if all staff had received training or information on elder abuse to guide their 
practice. 
  
Action required: 
 
Make all necessary arrangements, by policy revision and implementation, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
or abuse. 
 
Action required: 
 
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. 
 
Action required: 
 
Maintain a record of the training completed by staff in a manner that makes it easy to 
determine that all staff have received the regulatory information or training on elder 
abuse.  
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
Elder abuse training records updated and more transparent. 
Revision of abuse policy to ensure all aspect of abuse covered.  
Ongoing training to ensure staff are familiar with prevention, 
recognition and response to elder abuse. 
 

 
 
17/09/2012 
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4. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
While the system for the management of residents’ finances was transparent and well 
organised, the inspector was concerned that receipts were not issued for money or 
valuable items handed in for safekeeping.  
 
Action required:  
 
Put in place written operational policies and procedures relating to residents’ personal 
property and possessions that fully protect residents. 
 
Action required:  
 
Provide receipts for all money and valuables retained for safe keeping. 
 
Reference: 

Health Act, 2007 
Regulation 7: Residents Personal Property and Possessions 
Standard 9: The Resident’s Finances 
 

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

Timescale: 
 

Provider’s response: 
 
Policy put in place to ensure the correct recording of resident’s 
finances in keeping with current practice. Residents are now given 
written receipts of all valuables or money received or returned in 
addition to money and property records held by Nursing Home 
 

 
 
17/09/2012 
 

 
5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
In view of the number of residents who had problems associated with confusion and 
memory problems a missing person profile was not readily accessible for residents 
assessed as being at risk of wandering. In this regard the registered provider did not 
take all reasonable measures to prevent accidents to any person in the centre or in 
the grounds of the centre. 
 
Action required:  
 
Ensure measures are in place to prevent accidents to any person in the designated 
centre and in the grounds and provide a readily accessible profile of residents 
assessed as being at risk if they leave the centre unaccompanied. 
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Action required:  
 
Have in place a system for the regular rehearsal of the missing person procedure to 
ensure that staff are familiar with the actions they are required to take in the event of 
a resident missing from the centre.  
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
A Missing Persons Profile has now been put in place. Action plan 
for dealing with missing persons has been updated and shall be 
rehearsed on a bi-monthly basis. Visitors and residents can only 
enter or exit the building by means of fob activated doors 
controlled by staff. All residents leaving the building must be 
signed out by relative or carer when leaving the building and 
signed in on their return. 
 

 
 
17/09/2012 
 

 
Outcome 5: Health and safety and risk management  

6. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The risk management policy was not centre specific and the procedures in place did 
not include a system for identification and assessment of hazards or controls to 
reduce risk throughout the designated centre. For example, there were a number of 
hazards identified during the inspection. Theses included moving and handling 
equipment such as hoists had not been identified for service although the service 
date indicated that this was overdue since October 2011 and some wheelchairs had 
no footplates. Other hazards were identified in the laundry area. These included: 

 inappropriate storage so that essential areas such as the wash-hand basin 
were difficult to access 

 the laundry area was unlocked when not in use and hazardous substances 
were not adequately secured when the area was unattended 

 personal clothing was left to dry on equipment which created an infection 
control hazard. 

 
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
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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:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. Ensure that hazardous 
substances and critical activity areas such as the laundry are appropriately secured 
when not in use and that hazardous substances are appropriately stored.  
 
Action required:  
 
Have in place arrangement to ensure that critical equipment is appropriately serviced. 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
Risk Management Policy specific to centre is being compiled. 
Hazardous substances have now been moved to a locked facility. 
Laundry has been de-cluttered and is now locked at all times when 
not in use. Contracts are in place for servicing of all medical 
equipment. Hoist is now stickered correctly with service dates. 
Contract in place for inspection of all fire equipment, lighting and 
water checks. Checklist is in place to ensure all contracts are 
renewed on time and that contractual obligations are being 
fulfilled. 
 

 
 
31/10/2012 
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7. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The infection control policy needed amendment to include information to guide staff 
appropriately in the event of an infectious illness outbreak.  
 
Action required:  
 
Amend the infection control policy and procedure to include the maintenance of a 
record of all residents and staff that receive the influenza vaccine. In this centre this 
should include the influenza status of residents admitted for respite care. The contact 
details of the local public health office including out of normal working hours contact 
details should also be available in the procedure.  
 
Action required:  
 
Have available the latest guidance on infection control and the management of 
influenza outbreaks including information from the Authority on managing outbreaks 
of influenza in designated centres. 
 
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: 
 

Provider’s response: 
 
Infection Control Policy amended to include record of all residents 
and staff who have received the influenza vaccine and details of 
the local public health office. Latest guidelines on infection control 
and managing outbreaks of influenza available to staff. 
 

 
 
17/09/2012 
 

 
8. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The emergency plan needed review to effectively guide staff in an emergency 
situation. The arrangement for communication with the provider and senior staff of 
an emergency was not included nor the immediate actions to be taken by staff to 
protect residents and others in the building.  
 
Action required:  
 
Put in place an emergency plan for responding to emergencies. 
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Action required:  
 
Outline the system for communication to be followed during an emergency situation.  
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
Emergency Plan updated to include arrangements for 
communication with provider and senior staff. Guidelines for staff 
in case of emergency included to promote the protection of 
residents and others in the building. 
 

 
 
17/09/2012 
 

 
9. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspector found that some of the fire safety measures did not fully support staff 
to tackle a fire situation effectively. The service record for fire extinguishers indicated 
that the service was overdue.  
 
Action required:  
 
Make adequate arrangements for detecting, containing and extinguishing fires; giving 
warnings of fires; the evacuation of all people in the designated centre and safe 
placement of residents; the maintenance of all fire equipment; reviewing fire 
precautions, and testing fire equipment, at suitable intervals. 
 
Action required:  
 
Ensure that staff have appropriate training and guidance to enable them to identify 
that all fire fighting equipment is in appropriate working order. 
 
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: 
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Provider’s response: 
 
Annual Fire Safety Training provided for all staff, which includes 
the use of fire extinguishers, reading of fire panel and what to do 
in case of emergency. Service contract in place for servicing of all 
fire detection equipment and fire fighting equipment. All fire 
fighting equipment serviced and in date. Daily checks of fire panel 
and fire exits in place. Fire extinguishers now certified and in date. 
Annual Fire Safety Training due November 12. 
 

 
 
17/09/2012 
 

 
Outcome 6: Medication management 

10. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Medication management procedures required improvement in relation to transcription 
of medications by nurses, documentation including doctors signatures for medications 
and reviews of medication. Controlled drugs were checked by two nurses, however, 
this check was not conducted by nurses from different shifts. A detailed policy on 
medication management was available to guide practice. However, this needed 
review as the medication dispensing system had been upgraded but the new 
arrangements were not outlined in the procedure. The inspector also identified the 
following deficits: 

 medication that had to be administered crushed was not always prescribed to 
be given in this way 

 reviews of medication at three month intervals had not been recorded for all 
residents 

 the maximum dose of “as required” PRN medication to be administered over a 
24 hour period was not identified 

 medication that was discontinued was not routinely signed and dated in the 
sample of prescription charts reviewed.   

 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures in 
relation to discontinued medications, maximum dose in 24 hours of PRN medications, 
nurses signatures on transcribed medications and doctors signatures for all 
medications prescribed. 
 
Action required:  
 
Have in place systems for medication management that are in accordance with 
legislative requirements and An Bord Altranais guidance. 
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Reference: 
Health Act, 2007 
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Standard 14: Medication Management  
Standard 15: Medication Monitoring and Review 
 

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

Timescale: 
 

Provider’s response: 
 
With the introduction of a new Kardex at Thomond Lodge, that has 
been drawn up by Doctors and Nursing Staff, which is clear, 
concise and states exactly medications  to be given, when required 
and if they are regular or  short term. These must be reviewed 
every three months as the Kardex booklet has only the capacity for 
this period. We will ensure that anyone requiring crushed 
medication will be sanctioned and signed off for same by Doctor. 
We will ensure that controlled drugs are checked by two nurses 
from different shifts. Our medication management policy shall be 
reviewed to reflect same. Procedures will be updated to reflect 
changes to medication dispensing system. 
 

 
 
30/09/2012 
 

 
Outcome 7: Health and social care needs 

11. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Care plans were noted to be reviewed at the required three-monthly intervals. 
However, some reviews were indicated by a date only and it was not clear what 
aspects of the care plan had been reviewed or who had been involved in the review. 
There was some information available that conveyed that residents or their 
representatives were consulted about their care although not specifically as part of 
the regular review. 
 
There was inconsistent documented evidence of involvement of residents and/or 
family members in the care plans reviewed.  
 
Some residents used restraints such as bedrails. However, it was not clear from the 
documentation in use what protection the restraint offered or that the restraint used 
was the minimum restriction necessary. The consent for restraint did not adequately 
support the use of the restraint. 
 
All residents’ needs were not sufficiently detailed in some of the files reviewed. 
 
 
 
 



Page 39 of 45 

Action required: 
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Action required:  
 
Ensure that a high standard of evidence-based nursing practice is in place in relation 
to restraint management.  
 
Action required:  
 
Keep each resident’s care plan under formal view as required by the resident’s 
changing needs or circumstances as and no less frequent than at three-monthly 
intervals. 
 
Reference: 

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 

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

Timescale: 
 

Provider’s response: 
 
Review of care plans to identify resident’s specific needs. Care 
plans to identify type of restraint used, why it is being used and if 
it is the minimum restraint that could be used to offer maximum 
protection to the resident. Consent of resident shall be recorded in 
cases of restraint use. The care plan will clearly state the names of 
people involved in review and the date it occurred. We will ensure 
that all Care Plans clearly show what changes have been made, 
dated and signature of person making the changes. Policy on 
review of care plans to be followed. 
 

 
 
17/09/2012 
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12. The provider and person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
Care records did not adequately outline the range of care problems and challenges 
presented by residents who had significant vulnerability factors.  
 
Action required:  
 
Put in place suitable and sufficient care to maintain the resident’s welfare and well 
being having regard to the nature and extent of the resident’s dependency and the 
needs set out in their care plan. 
 
Action required:  
 
Ensure that each residents care needs are set out in an individual care plan. 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
Will ensure that care plans outline specific care problems and 
challenges presented by vulnerable residents. Include 
multidisciplinary team where concerns require outside help or 
information. Will ensure staff refer to policy on abuse where they 
have concerns and that all staff are adequately trained and 
refreshed in training to recognise and respond to abuse. 
 

 
 
30/09/2012 
 

 
Outcome 8: End of life care 

13. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspector found that end-of-life care wishes were not consistently recorded in 
care records and where they were recorded this had not been reviewed for some 
time. It was also unclear where family members had requested certain actions on 
behalf of residents that the residents lacked capacity to make decisions.  
 
Action required:  
 
Put in place written operational policies and protocols for end of life care. 
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Action required:  
 
Review end of life care wishes as part of care plan reviews to ensure that requests 
reflect residents or their representatives’ current wishes. 
 
Reference: 

Health Act, 2007 
Regulation 14: End of Life Care 
Regulation 8: Assessment and Care Plan 
Standard 16: End of Life Care 

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

Timescale: 
 

Provider’s response: 
 
Policy on End of Life Care revised. Review end of life care as part 
of care plan and document any changes or requests. 
 

 
 
30/09/2012 
 

 
Outcome 11: Residents’ rights, dignity and consultation 

14. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
CCTV monitoring in the residents communal areas required review in respect of its 
impact on the privacy and dignity of residents. 
 
Although a communication policy was in place it did not contain adequate information 
to guide staff in relation to addressing residents’ communication needs in the centre.  
 
Action required:  
 
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private.  
 
Action required:  
 
Put in place written operational policies and procedures on communication and put in 
place practices that facilitate and encourage each resident to communicate. 
 
Reference: 

Health Act, 2007 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication 
Standard 1: Information 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All residents have full privacy in their own rooms. CCTV is in 
operation in open areas for the safety of residents and staff, but is 
of an unobtrusive nature. Communication policy revised to 
encourage and facilitate communication with residents. 
 

 
 
17/09/2012 
 

 
Outcome 14: Suitable staffing 

15. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There were some indicators that staff numbers and deployment of staff may not be 
adequate to ensure appropriate supervision of residents during the day and night. 
 
The majority of falls occurred in the evening and night and the allocation of staff to 
provide social care limited the opportunities for social engagement.  
 
The training records did not enable the person in charge or anyone viewing the 
records to establish expediently if all staff had required mandatory training.  
 
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. 
 
Action required:  
 
Have in place a record of all mandatory training that is readily accessible. 
 
Reference: 

Health Act, 2007 
Regulation 16: Staffing 
Regulation 17: Training and Staff Supervision 
Regulation 24: Staffing Records 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 

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

Timescale: 
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Provider’s response: 
 
Staffing levels are reviewed and changed in accordance with 
weekly bartel chart. Review of falls underway. All mandatory 
training records have been updated and are more transparent. 
Annual Fire Training to take place in November and Manual 
Handling course scheduled for October. 
 

 
 
17/09/2012 
 

 
16. The provider  is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspector’s review of staff files found that the required documents were not in 
place in the files reviewed and there was no protocol for ensuring that staff employed 
by residents or family members to provide additional care were appropriately trained 
or vetted for their roles. 
 
Action required:  
 
The provider shall ensure that written policies and procedures relating to recruitment, 
selection and vetting of staff are complied with. 
 
Action required:  
 
Maintain, in a safe and accessible place, a record of the name, date of birth, details of 
position and dates of employment at the designated centre of each member of the 
nursing and ancillary staff and all other documentation listed in Schedule 2 of the 
Regulations.  
 
Action required:  
 
Put in place recruitment procedures to ensure that no staff members are employed in 
the designated centre unless they have the skills and experience necessary for such 
work. 
 
Reference: 

Health Act, 2007 
Regulation 18: Recruitment  

                   Standards 22: Recruitment  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Policy on recruitment revised. Updating all staff records to ensure 
all documentation as listed in Schedule 2 is present. Will ensure the 
stricter vetting of staff regarding qualifications and experience. 
 

 
 
30/09/2012 
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Outcome 15: Safe and suitable premises 
17. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The use of the foyer as a sitting area for prolonged use needed review as it presented 
hazards to residents who used assistive equipment due to the number of residents 
that used the area and the general activity that was always present. 
 
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:  
 
Ensure that the size and layout of rooms occupied by residents are suitable for their 
needs.  
 
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: 
 
Residents are encouraged to use the Day Room, Library and Sitting 
Room. Many residents wish to be seated around the Foyer area 
and are unhappy at being asked to sit elsewhere. We will continue 
to encourage more residents to use other seating areas. 
 

 
 
17/09/2012 
 

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

18. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspector found that some of the policy and procedures required by Schedule 5 of 
the Regulations needed review as they were not centre specific and did not contain 
sufficient detail to inform staff of the actions to take in certain situations. The policy 
on risk management and communication were examples of policies that required 
review. The risk management policy did not contain centre-specific instructions to 
guide staff through risk identification, monitoring and management and the policy on 
challenging behaviour needed amendment to describe interventions that would 
protect other residents and staff. The communication policy and recruitment 
procedure also needed review to reflect best practice standards. 
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Action required: 
  
Put in place all the operational policies listed in Schedule 5 of the Regulations. 
 
Action required:  
 
Review all the written operational policies and procedures of the designated centre on 
the recommendation of the Chief Inspector and at least every three years. 
 
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: 
 
Review of all policies to ensure all policies in Schedule 5 of the 
Regulations are in place and any changes or updates required are 
inserted and implemented in existing policies. 
 

 
 
30/10/2012 
 

 
 

 
Any comments the provider may wish to make: 
 
 
Provider’s response:   
 
Thank you for your visit and guidelines for improving care at our home. 
 
Provider’s name: Sean Kelly 
Date: 17 September 2012 


