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

 
 

 
Centre name: 

 
Stella Maris Nursing Home 

 
Centre ID: 

 
0105 
 
Baylough 
 
Athlone Centre address: 

 
Co Westmeath 

 
Telephone number:  

 
0906-492162 

 
Email address: clare.stellamaris@gmail.com  
 
Type of centre: 

 
 Private       Voluntary          Public 

 
Registered provider: 

 
Clare McNally 

Person authorised to act on 
behalf of the provider: Clare McNally 
 
Person in charge: Clare McNally 
 
Date of inspection: 24 May and 08 June 2012 

 
Time inspection took place: 

 
Day 1: Start:13:50 hrs Completion:16:55hrs 
Day 2: Start:10:45 hrs Completion:17:00hrs 

 
Lead inspector: Catherine Connolly-Gargan 
 
Support inspector: 

 
N/A 

 
Type of inspection  

Day 1  unannounced   
Day 2  announced         

 
Date of last inspection:  

 
29 September 2011 
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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 
 

Stella Maris Nursing Home is located within a short driving distance from Athlone 
town centre on the Galway road in the residential area of Baylough on the west side 
of the river Shannon in County Westmeath. Stella Maris Nursing Home is a family run 
business providing care to residents of 18 years and above for short term, long term 
and dementia needs. 
 
The centre backs onto an enclosed site and has a small garden and an area of 
decking to the rear of the building where residents can sit, weather permitting.  
 
The centre has seven single bedrooms, six of which have en suite toilet facilities. 
There are also seven twin bedrooms - four of which have en suite toilet and  
hand-washing facilities and two triple-bedded rooms, none of which have en suite 
facilities. There are two day rooms and a dining room which are accessible from both 
sides of the centre. There is also a visitors’ room located on the first floor. 
 
There are independent toilet facilities and wheelchair accessible toilets located on the 
ground floor and in the bathroom on the first floor.  

 
 
Date centre was first established:  

 
01 March 1987 

Date of registration: 

 

21 November 2011 
 
Number of registered places:  

 
27 

 
 
Number of residents on the date of inspection:  

 
25 + 1 resident on 
holiday 

 
Dependency level of current residents 
as provided by the centre: 

Max High Medium Low 

 
Number of residents 

6 5 9 5 

Male 
( ) 

Female 
( ) 

 
Gender of residents 

    12     13 
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Management structure 
 
Clare McNally is the Provider and the Person in Charge. In the absence of the Person 
in Charge, the nominated deputy manager was Aine Moran who was on planned 
leave for a number of months. She is replaced by the Clinical Nurse Manager who 
also works on a full-time basis. The Person in Charge is supported in her role by the 
clinical nurse manager, staff nurses, carers, a chef, cleaning staff and a maintenance 
person. 
 

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 1 CNM 
and 1 

SN 

4 1 1 0 1 
Maintenance 

person 
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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 a two day scheduled inspection of which the first 
day was unannounced and the second day was announced. As part of this 
inspection, inspectors met with residents and staff members. Inspector observed 
practices and reviewed documentation such as care plans, medical records, accident 
logs, policies and procedures and staff files.  
 
Inspector also followed-up on progress with completion of the action plan developed 
from findings of the inspection carried out on 25 July 2011. Of the six actions in the 
action plan five actions were satisfactorily completed. The remaining actions on 
documentation and review of care plans were partially completed and nearing 
satisfactory completion.  
 
Actions completed included staff training on the centres policies and procedures, 
security of handrails, refurbishment of two rooms and reducing resident numbers in 
each, provision of schedule five policies and procedures and recruitment procedures.    
 
The provider who is also the person in charge was supernummary in her role on the 
day of the inspection. The clinical nurse manager took the learning opportunity to 
lead the inspection on behalf of the centre in the presence of the provider/person in 
charge. The centre was well organised with staff available in all areas to provide care 
and supervision for residents. Call bells were answered promptly during the days of 
inspection. Residents were encouraged to get out of bed each day and to come to 
the communal rooms. One resident choose not to and was facilitated to stay in his 
room. The centre was warm and there was a more sociable atmosphere in one of the 
two sitting rooms. Staff were friendly and welcoming and were talking and chatting 
to residents as they went about their duties. Nurses and care staff answered the 
inspectors’ queries in an informed and professional manner. 
 
The inspector viewed the developments done to the premises are required as part of 
the conditions of registration. A twin room was reduced to a single ensuite bedroom. 
A three bedded room was reduced to a double room. Parts of the centre had recently 
been painted.   
 
The provider/person in charge and clinical nurse manager discussed how they were 
endeavouring to meet the requirements of the legalisation and standards in relation 
to the remaining areas of the premises. They were in the process of developing a 
kitchenette area accessible to residents who wanted to independently prepare snacks 
and refreshments. This work was undertaken in response to resident feedback and is 
aimed at improving the quality of life further for residents in the centre.  
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The incomplete action from the inspection of November 2011 has been restated 
along with eight new actions identified from findings of this inspection and are 
documented in the Action Plan at the end of this report. This action plan identifies 
areas where mandatory improvements are required to address deficits in the service 
and to comply 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.  
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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 
A revised statement of purpose and Function titled version seven was received by 
the Authority on the 24 April 2012. The inspector reviewed this version and noted it 
took account of all the changes made to the fabric of the centre such as the changed 
room sizes. Other areas requiring some revision to bring the document into full 
compliance with the requirements of the legislation were also addressed including 
staffing numbers and updated qualifications of the provider/person in charge. The 
Provider/person in charge undertook to keep this document under review to reflect 
the service provided. 

Outcome 2 
The quality of care and experience of the residents are monitored and developed on 
an ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 
 
Inspection findings 
The quality and safety of many aspects of care was monitored and reviewed on an 
on-going basis. The person in charge/provider and the CNM described a number of 
reviews undertaken and planned. The inspector noted that a number of audits had 
been completed and there was also evidence of continuous quality improvement in 
some areas based on outcomes of analysis of collated data. In response to monthly 
analysis of resident falls data, an issue of repeated falls by the same resident was 
remedied by the introduction of a low-low bed. The provider/person in charge told 
the inspector that her practice of completing monthly reviews of this high risk area 
enabled her to intervene with preventative measures and risk minimisation activity at 
an early stage.  
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The inspector viewed other audits completed on areas of practice including restraint 
management, care plans, aperients use, medication management and hand-washing. 
 
While a number of audits are routinely carried out and documented; an established 
system was not maintained to include for example, a list of all of the audits and 
evaluations undertaken, the scheduled date for the next audit, key findings and 
action taken to demonstrate systematic continuous quality improvement.  
 
Although analysis had been actioned in most cases, it was not in-depth and resulted 
in useful information in relation to areas where improvements could be actioned 
being lost. The provider/person in charge told the inspector that an external 
management support team contracted by her would be assisting her with 
establishing a scheduled and productive review system.    
 
Review of quality of life parameters required more attention to enable the person in 
charge/provider to make an informed judgement whether measures taken to date 
had the desired impact on residents’ quality of life in the centre. Audit reports 
produced had not yet been made available to residents. The provider/person in 
charge told the inspector that she planned to make reports available to residents on 
findings of audits on the quality of life for residents in the centre.  

 
Outcome 3 
The complaints of each resident, his/her family, advocate or representative, and 
visitors are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
 
Inspection findings 
A complaints policy was in place and displayed. The inspector viewed the complaints 
log which included documentation of any verbal complaints. Complaints logged were 
fully addressed. Some confusion was noted in the persons nominated in the 
legislation to deal with complaints in the centre. The person in charge who is also the 
provider undertook to clarify and update the inaccurate or missing references in the 
centre’s policy to meet this requirement. 
 
An abbreviated version of the complaints process was included in the statement of 
purpose and residents guide. A named independent appeals person independent of 
the designated person who receives and investigates complaints was missing. The 
name of the nominated person required by Article 39(10) of the legislation was not 
documented. Although the person in charge/provider told the inspector that 
satisfaction with the outcome of her investigation was always sought, this was not 
documented and therefore did not inform the appeal procedure.  
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2. Safeguarding and safety 
 

Outcome 4 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 
 
Inspection findings 
Residents told inspectors that they felt safe in the centre, entry and exit by the front 
door was controlled by keypad-code. Entry to the centre was controlled by staff on 
duty. A visitors’ log was maintained to record entry and exit from the centre. 
 
All staff had received training in identifying and responding to elder abuse as 
confirmed by the person in charge/provider. A policy was available which had been 
reviewed and amended since the last inspection. However, the policy reviewed by 
the inspector was not centre-specific in all aspects. It did not specify the contact 
details of the elder abuse officer and did not mention the reporting requirements in 
relation to notice to be given to the Chief Inspector. Other information requiring 
review included the immediate and ongoing care of residents who may be victims of 
any of the various types of abuse, advice for staff regarding appropiate actions to 
take in response to the various types of abuse e.g. senior staff to resident, 
relative/visitor to resident or if a resident on respite or convalescent care makes 
allegations of abuse against persons caring for them in the community. A whistle 
blower’s policy was available for reference.  
 
A resident’s finances kept in safekeeping by the provider were managed in line with 
the requirements of the legislation.  

 
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 
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Inspection findings 
A risk management policy and procedures was available. The person in 
charge/provider had commenced a risk register for the centre. The current risk 
register did not document the identification and assessment of all risks throughout 
the designated centre such as risks associated with changing floor covering in the 
entrance corridor and infection control measures in place to manage communicable 
infections where residents shared rooms. Although the provider/person in charge 
stated she had completed a risk assessment to manage hazards associated with floor 
covering replacement it was not included in the hazard/risk analysis for the centre. 
Therefore staff could not readily reference information regarding the controls in place 
to manage all hazards safely.  
 
The policy did not include documented procedures to guide staff or the 
arrangements for investigation and learning from serious or untoward incidents or 
adverse events involving residents. Risk assessment and controls were required to 
ensure safety of placement and minimisation of potential risks associated with 
disposable plastic gloves and aprons in bathrooms and corridors readily accessible to 
vulnerable residents. These hazards observed during this inspection were highlighted 
to the provider/person in charge.  
 
There was an emergency plan in place in the event of fire which included 
contingency arrangements and alternative accommodation should it be deemed 
necessary to evacuate all the residents from the building. Fire safety procedures 
were adequate. A list of the residents in the building is updated daily and kept with 
the emergency plan documentation. Daily inspections of the escape routes were 
completed and were documented. A record of fire drills was maintained and the 
provider/person in charge stated that fire drills were carried out every six weeks.  
Servicing of the fire alarm was carried out and equipment was done on the 07 June 
2012.  
 
All residents had an assessment of their evacuation needs in terms of personnel and 
equipment completed. Missing person profiles were readily accessible in the event of 
a resident leaving the centre unaccompanied. Missing resident drills were held on the 
07 of February and were repeated on the 25 May 2012. However, procedures for 
accommodating and managing care of residents with communicable infection did not 
meet best practice infection control and prevention guidelines as discussed with the 
provider/person in charge on the day of inspection. There was no indication that 
precautions were required on entering and exiting the relevant patient areas.  
 
Handrails were in place around corridors to assist residents to mobilise safely. All 
handrails were found to be secure. There are a number of toilets and showers 
without fixed and/or lever grab rails as recommended in “Building Regulations 2000, 
Technical Guidance Document M, and Access for People with Disabilities. Free 
standing toilet frames are in use as an alternative to fixed and lever rails which 
impede safe transfers and also pose a risk to residents who may be unsteady or lean 
too heavily on one side of the frame. 
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Outcome 6 
Each resident is protected by the designated centre’s policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 
 
Inspection findings 
The centre has a designated pharmacy service; the pharmacist visited the centre on 
the day of inspection in relation to residents’ medications. A monthly audit of 
medications is done and unused or out of date medications are returned to the 
pharmacy. The pharmacist completes a three monthly review of medication charts in 
the centre.  
 
The medication policy contained the procedures for prescribing, administering, 
recording and storing of medication. Nurses do not transcribe medications. There 
were no residents receiving controlled medications and there were none of these 
drugs on-site. Maximum dose over a twenty four period was documented for PRN (as 
required) medications by the pharmacist on the administration sheet but not by the 
GP.   
 
Resident’s admitted for respite care who take their own medications at home were 
facilitated to self medicate with supervision in order to maintain their independence. 
Residents with long term care needs assessed as able, are facilitated to administer 
their own medications; one resident carries out this procedure. A care plan was in 
place for this resident to ensure his needs were met with regard to self 
administration of medications. The policy document advising on best practice for 
medication self administration by residents was not adequate as it did not discuss 
safe storage or necessary hygiene procedures required.   
   
Medication management procedures required improvement in relation to 
documentation of prescriptions, use of fax prescriptions and administration records. 
The Drug Prescription and Administration record was completed by the pharmacist 
who transcribed the GPs prescription. This documentation comprised of a number of 
separate loose pages which posed a potential risk of administration error or loss of 
documentation. While medication prescription sheets had photographic identification 
to fulfil professionally recommended checking procedures, administration sheets did 
not have a photograph on them.  
 
Not all information requested on the prescription page was completed. The 
provider/person in charge told inspectors that she with the assistance of the centre’s 
pharmacist would rectify these deficits.  
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The route of medication administration was not included on the prescription chart. 
The inspector viewed a faxed letter from the GP on the 11 May 2012 which 
instructed staff to discontinue two antibiotics in favour of a different antibiotic 
prescribed on a faxed prescription form also dated 11 May 2012. The discontinued 
antibiotics were not discontinued on the resident’s prescription sheet and the length 
of the course was also not documented. The inspector was unable to locate a record 
other than a faxed prescription for any of the antibiotics for the resident in the 
documentation provided.  
 
Procedures were in place to record and respond to medication errors. However, the 
inspector noted actions taken in response did not prioritise retraining although 
scheduled.   

 
3. Health and social care needs 
 

Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied healthcare. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set 
out in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
 
 
Inspection findings 
There was good recording of assessments for restraint and restraint measures in 
place. All staff had completed training on restraint management. A member of staff 
had completed the Train the Trainer course in Restraint Management. Bedrail use 
was reduced by nearly 50% since training had commenced. Occupational therapy 
review was arranged by the provider/person in charge for a resident who used a lap 
belt for safety purposes posed by non-voluntary motor symptoms associated with her 
condition. The provider/person in charge told the inspector that the team were 
aiming for a restraint free environment. A policy was in place to guide staff on best 
practice in this area. 
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A key worker system was in operation where a staff nurse and carer were allocated 
to each resident. A care plan was in place for each resident. Each of the care plans 
contained a list of approved standard abbreviations that staff could use when 
completing residents care documentation. Recognised assessment tools were used to 
promote health and address health issues. These included assessments of each 
resident’s risk of developing pressure ulcers, malnutrition, and falls risk and 
appropriate measures were put in place to manage and prevent risk. The 
arrangements to meet residents’ assessed needs were set out in individual care 
plans. However, in the care plans reviewed, not all of the residents’ needs were 
addressed with a care plan to inform care. For example a resident on wafarin therapy 
did not have a care plan to address needs in relation to potential risk of bleeding. 
Not all care plans were signed by residents or their relatives to confirm their 
involvement.  
 
A policy was available titled ‘Promotion of residents social contacts’ drafted in 
January 2012. Recreational activity to suit most residents’ needs and capabilities was 
in place. ‘Key to me’ documentation viewed was of a good standard and was 
completed for each resident. Many of the activities available were informed by the 
information collated in the ‘Key to me’ surveys. Residents engaged in a variety of 
activities which were displayed to facilitate choice regarding participation. An activity 
care plan was in place for each resident which recorded activities which they 
participated in twice daily and whether they enjoyed them or not. There was a 
committed effort on the part of staff to ensure where possible that residents enjoyed 
and participated in the activities scheduled. Some carers were innovative and 
introduced impromptu fun sessions to sustain interest.  
 
While there was some mixing of gender, most females congregated in one of the 
sitting rooms while the male residents rested in the second sitting room. Although 
supervised appropriately, a small number of male residents here were noted to 
watch television exclusively. They told the inspector that ‘it passes the day’ and 
‘sometimes the day is long’ even though there were other activities available such as 
bingo and arts and crafts in the other room which they said they did not like. 
However, it was the inspector’s view that there was potential to improve these 
residents’ recreational pursuits to make their day more meaningful for them.  
Recreational activities were discussed at the residents meeting dated 21 April 2012. 
Residents voiced that they would like more live music and days out. The 
provider/person in charge was trying to encourage residents to go outside more on 
the decking by having ice-cream on sunny days. 

 
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 
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Inspection findings 
Community Palliative care services were well established, there was evidence that 
residents in receipt of palliative care services were visited by the team on a regular 
basis the inspector was told. 
  
The provider/person in charge told the inspector that relatives are facilitated to stay 
overnight if they wish with residents receiving end of life care. Residents end of life 
wishes were ascertained where possible and were followed at the time of death and 
were documented where possible in care documentation as a routine. Policies and 
procedures were in place to inform staff on care of residents at this stage of their 
lives and the person in charge planned to review documentation of residents’ wishes. 
An end of life care plan was put in place to inform this care. 
 

Outcome 9 
Each resident is provided with food and drink at times and in quantities adequate for 
his/her needs. Food is properly prepared, cooked and served, and is wholesome and 
nutritious. Assistance is offered to residents in a discreet and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes 
 
 
Inspection findings 
Policies and procedures were in place to support and advise on practice including 
‘provision of therapeutic and modified consistency diets’ and ‘Meals and Mealtimes – 
planning and facilitating resident choice’. Residents spoken with complimented the 
standard of food and told inspectors they were happy with the food on offer. Each 
resident’s fluid and diet intake is recorded on admission so that their personal 
preferences and routines can be facilitated. 
 
A dietician had reviewed the menu to ensure its content was nutritious and that it 
met the nutrition needs of residents. There was a variety of menu which gave choice 
of main course for lunch and tea each day and was displayed on a menu board in the 
dining room on the days of inspection. The dietician also provided education session 
on supplements and diet fortification and diabetic diets. While there were eight 
residents requiring nutritional diet and fluid monitoring in place due to their assessed 
at risk of poor intake status, the dietician was in contact every two weeks in relation 
to two of these residents. While all of these residents were now stable, one resident 
lost weight due to deteriorating swallowing reflexes and was again referred to the 
speech and language therapist and reviewed. Three monthly audits of aperients use 
was carried out. A standard was in place if a resident required more than four PRN 
(as required) aperients, a review of their bowel management was completed which 
included increasing fibre and fruit in their diet, fluids and exercise.  Mealtimes were 
noted to be a social occasion where some residents chatted together. Adequate staff 
were available at mealtimes and were observed assisting residents with their meals 
when required with respect and patience. 
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A small ante-room located outside the main kitchen was equipped with a fridge, 
microwave and kettle so residents could prepare refreshments for their visitors. 
Access to the main kitchen is controlled and communication can be facilitated 
through a hatch. The provider/person in charge told the inspector that triggers to 
one residents challenging behaviour was reduced due to this independence 
promoting initiative. The catering staff on duty were aware of special diets required 
for individual residents and could explain how they dealt with same.  
 
There were adequate drinks and snacks available to residents throughout the day. A 
water flask was located in the dining room with a variety of fruit diluents. Staff were 
noted to encourage residents to drink fluids. 
 
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 of care were viewed and the fees payable by the resident were clearly 
documented. Terms and conditions were included and contracts were signed in 
agreement by residents able to do so or by relatives as necessary. 

 
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 
Inspectors found that residents received dignified and respectful care. Their capacity 
to exercise personal choice and autonomy was encouraged and their views were 
sought and listened to. Residents stated that they felt that they were able to talk to 
staff at any time.  
 
Residents were facilitated to meet in the centre approximately every two months. 
This forum provided residents with an opportunity to voice their views and 
participate in the running of the centre. Minutes from these meetings were displayed 
on the notice board and were viewed by the inspector. Attendance showed that 
meetings were generally attended by nearly 50% of residents. The issues discussed 
were meaningful and changes were made as a result. For example, residents 
wanting to access the kitchen resulted in provision of a small area between the 
kitchen and the residents’ accommodation being equipped to facilitate residents to 
prepare refreshments or to get small snacks outside of those offered such as fruit or 
biscuits.    
 
Staff maintained the dignity, modesty and privacy of each resident through the way 
in which they addressed and communicated with residents, and by ensuring 
appropriate discretion when discussing the resident’s medical condition or treatment 
needs. Inspectors observed staff knocking before entering residents’ bedrooms, 
waiting for permission before entering, and curtains were used in twin and three 
bedded rooms to ensure privacy and dignity was maintained.  
 
Preference assessments were completed for residents who had communication 
difficulties using talking mats and informed their care plans respectively. Training 
was provided to staff on correct use of talking mats. 
 
There was an open visiting policy and the inspector noted visitors coming and going 
at different times over the two days. Most residents could meet with their visitors in 
the privacy of their own rooms or in communal areas and in the visitors’ room if they 
wished.  
 

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 
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Inspection findings 
Inspectors viewed written operational policies and procedures relating to residents’ 
personal property and possessions. There was adequate space provided for a 
reasonable number of personal possessions which residents could lock up if they 
wished. The Person in Charge confirmed that each resident retained control over 
their personal possessions. Records were signed by the resident or their relative. 
While all residents’ personal property and possessions was fully documented on 
admission, not all residents had this list updated at regular intervals to maintain 
records of changes as required. One resident’s property list reviewed by the 
inspector was dated 21 January 2010.  
 
There was a laundry system in place; the laundry room was functional and located 
on the first floor of the centre. Although the linen room was small, there was space 
for segregation of linen as required. All residents’ clothes were folded and returned 
to the residents’ cupboards by staff. Residents clothing was noted to be clean.  

 
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 who is also the provider worked full-time as confirmed by the 
duty roster. She was supernummary working as person in charge for greater than 
35hours on the weeks reviewed. The person in charge demonstrated willingness to 
meet the regulatory requirements in line with the Health Act 2007 (Care and Welfare 
of Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
or the National Quality Standards for Residential Care Settings for Older People in 
Ireland. There was some evidence of on-going improvements being made to improve 
the quality of life for residents in the centre. Residents knew the person in charge 
well and spoke highly of her.  
 
The person in charge has arrangements in place where an adequately qualified 
deputy who is the clinical nurse manager fulfilled her role when she is on leave. The 
deputy person in charge is currently on extended planned leave. The person in 
charge has on-going support in her role by an external company providing 
regulatory, accreditation, risk management and quality improvement services until 
May 2013 (2 years which was a requirement of registration of the centre). The 
person in charge also told the inspector that this second year has a different focus in 
that it is more supportive in design.  
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A representative from the company visits the centre monthly and supports her in the 
review and improvement of processes within the centre. Arrangements are also in 
place where she can contact this company for advice and support when necessary. 
Information Technology support systems were also being developed to assist the 
person in charge with her work.   
 
The person in charge has completed a course in gerontology providing a theoretical 
foundation for her work in older person care.                                                                 
 

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 
A review of staffing levels and skill mix had been completed. Inspectors were 
satisfied that there was adequate staff on duty on the days of inspection. Residents 
were attended to promptly and residents were appropriately supervised in the 
communal areas. Additional safeguards in place were that staff on duty had 
autonomy to call additional available staff to work if resident needs changed. An  
out-of-hours senior management on-call roster was also in place to support staff on 
duty if required.  
 
A copy of the planned and actual staffing roster was maintained and available in the 
centre. The inspector reviewed two weeks of off-duty and noted that unplanned 
leave by staff rostered on-duty was replaced accordantly with staff of the same 
grade.  
 
The person in charge confirmed to inspectors that all staff had received their 
mandatory training; this was evidenced by a training matrix given to the inspector.  
There were arrangements in place where all staff were supervised including staff 
working out of hours. The training matrix evidenced an extensive profile of staff 
training attended to date. All staff had received cardiopulmonary resuscitation 
training, all but one nursing staff had attended medication management and 60% of 
staff had attended challenging behaviour training. Other training provided included 
dysphasia management, palliative care, pressure area care, dementia care, food 
safety, continence assessment and promotion and venepuncture. 
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The Inspector reviewed a sample of staff files and found that the documents 
required by the legislation were in place in files 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 
The centre was warm and comfortable on the days of inspection. Communal areas 
such as the sitting and dining rooms had a variety of furnishings and comfortable 
seating. Residents assessed as able were facilitated to operate the coded front door 
to exit the centre when accompanied as appropiate. The back door opened out on 
the enclosed patio/garden area which was accessible to residents who wished to go 
out.   
 
There was appropriate assistive equipment available such as hoists, pressure 
relieving mattresses, wheelchairs and walking frames.  
 
There was a sufficient number of toilet and washing facilities with wash-hand basins 
in each bedroom and communal toilets located in close proximity to the communal 
dining and sitting rooms. Hot water temperatures at the point of contact did not pose 
a scald injury risk to residents.  
 
Coded locks were installed on the sluice, laundry door and the office area which 
facilitated locking and reduced risk of injury to vulnerable residents. 
 
Room number five was converted to single accommodation with ensuite facilities. 
Room number ten was reduced to twin accommodation. These conversions were 
conditions of registrations and are now completed in full as required by the Chief 
Inspector. Other changes were made to upgrade facilities including relocation of the 
provider/person in charges office to the ground floor of the centre.  
 
The centre was visibly clean. New flooring was in place in the entrance corridor and 
painting work completed brightened the area.  A cleaning audit was completed every 
six months. A member of cleaning staff spoken with by the inspector was 
knowledgeable in regard to cleaning various areas of the centre including infection 
control procedures. Approximately 60% of staff had received infection control 
training. Hand gel dispensers were located throughout the centre. A hand washing 
audit was completed in November 2011 and again in February 2012 post training. 
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 A cleaning schedule was in place for cleaning residents’ equipment which included 
commodes.  

 
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 
A residents’ guide was available but the complaints policy required revision so that it 
met the requirements of the regulations. The provider/person in charge told the 
inspector that she was revising it to include more detailed information which may be 
useful for residents. She had changed the format to promote a user friendly and 
informative document which she planned to seek feedback on from the residents. On 
completion, the inspector asked that a copy be forwarded to the Authority for review 
which the provider/person in charge agreed to do.  
 
The Directory of residents was reviewed and found to be complete in that it 
contained all the information required by the legislation. A copy of the centre’s 
insurance details was not reviewed on this inspection.  
 
The inspector reviewed the operating policies and procedures, all were recently 
updated and were accessible for staff if required to inform practice or procedures in 
the centre. 
 
Records were maintained of all accidents, incidents and near misses, restraints used 
and records of residents’ money with the provider/person in charge for safe-keeping.  
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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 
A record of all incidents and accidents was maintained in the centre. 
Notifications were reviewed with the person in charge during the inspection. Returns 
had been made in respect of quarterly notifications for 30 April 2012.  
 

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

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

 
Inspection findings 
 
Not applicable on this inspection. The person in charge has not taken leave in excess 
of twenty eight days. While the deputy person in charge was on extended planned 
leave, a suitably qualified and experienced clinical nurse manager was in place. 
Notification and completion of required information requested in this regard by the 
Authority was done. 
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Closing the visit  
 
Inspection feedback was held with the provider/the person in charge, and the clinical 
nurse manager throughout the inspection to report on the inspectors’ findings, which 
highlighted both good practice and where improvements were needed.  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan  

  
 

 

Provider’s response to inspection report∗ 
 

 
Centre: 

 
Stella Maris Nursing Home  

 
Centre ID: 

 
0105 

 
Date of inspection: 

 
24 May and 8 June 2012 

 
Date of response: 

 
9 July 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:  

 
An established system was not maintained for quality and safety reviews to include 
for example, a list of all of the audits and evaluations undertaken, the scheduled date 
for the next audit, key findings and action taken to inform and demonstrate 
systematic continuous quality improvement.  
 
Audit reports were produced however; these had not been made available to 
residents. 
 
Action required:  
 
Establish and maintain a system for reviewing the quality and safety of care provided 
to residents in the designated centre at appropriate intervals. 

                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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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.  
 
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: 
 
As discussed we have now entered the second year of working 
with an external quality and safety company. This year entails 
detailed monthly audits in line with the current standards. The 
schedule for this is : 
 1. Hygiene and Infection Control Audit    
   
Service day 1- staff skill mix/ dependency level review  
  
2. health and social care needs audit    
   
3. governance and information MGMT audit   
     
 
4. internal medication management resident rights audit  
  
5. the care environment audit     
   
 
6. resident rights audit      
    
7. risk management audit     
     
8. protection of residents and quality of life audit    
 
 
Clinical indicators audits will continue to be monitored monthly. 
 
Finding of these audits will be made available to residents. 
 

 
 
      
 
 
 
26 June 2012 
 
26 June 2012 
 
21 August2012 
 
10 September 
2012 
 
16 November 
2012 
13 December 
2012 
 
15 January 2013
 
02 February 
2013 
19 March 2012 
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Outcome 3: Complaints procedures 
2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The designated complaints officer in the centre was not clearly identified. A named 
independent appeals person independent of the designated person who receives and 
investigates complaints was missing. The name of the nominated person required by 
Article 39(10) of the legislation was not documented.  
 
Satisfaction with the outcome of the investigation was always sought; this was not 
documented and therefore did not inform the appeals procedure.  
 
Action required:  
 
Make available a nominated person in the designated centre to deal with all 
complaints 
 
Action required:  
 
Ensure the complaints procedure contains an independent appeals process, the 
operation of which is included in the designated centre’s policies and procedures.  
 
Action required:  
Make a person available, independent to the person nominated in Regulation 39(5), 
to ensure that all complaints are appropriately responded to and that the person 
nominated under Regulation 39(5) maintains the records specified under Regulation 
39(7).  
 
Action required:  
Maintain a documented record of all complaints detailing the investigation and 
outcome of the complaint and whether or not the resident was satisfied. 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
The complaints policy has been updated to include details of the 
nominated person to deal with complaints. 
 
The complaints policy has been updated to include a nominated 
person for appeals. 
 
 

 
 
Complete 
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The complaints policy has been updated to include an independent 
external nominated person to review the complaints process. The 
process will continue to be documented, however will now detail 
the nominated persons involved as above.  
 
 
Outcome 4: Safeguarding and safety 

3. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The elder abuse recognition and prevention policy was not was not centre specific in 
all aspects. It did not specify the contact details of the elder abuse officer and did not 
mention the reporting requirements in relation to notice to be given to the Chief 
Inspector. The action to take in response to the different forms of abuse was not 
adequately stated so as to inform staff of care and welfare needs of victims. 
 
A small number of male residents who did not join in the activities provided required 
reassessment to ensure their recreational needs and capabilities were potentialised. 
 
Action required: 
Put in place a policy on and procedures for the prevention, detection and response to 
abuse in the centre. 
 
Action required: 
Provide opportunities for each resident to participate in activities appropriate to 
his/her interests and capacities. 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
The elder abuse policy has been updated to include details of the 
community elder abuse officer 
 
There currently is a wide variety of activities offered within the 
nursing home activity schedule. This schedule was developed by 
the activity coordinator once individual PALs assessments were 
carried out. The assessments are carried out every three months 
and the schedule amended accordingly. The schedule and any 
suggestions for change are discussed at the resident committee 
meetings.  
 
 

 
 
Complete 
 
 
Complete  
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Any residents that did not wish to participate in the activities on 
the day of the inspection have been reassessed. 
 
However, some residents do not wish to participate in the activity 
sessions.  
 
 
Outcome 5: Health and safety and risk management  

4. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The current risk register did not cover the identification and assessment of all risks 
throughout the designated centre such as risks associated with changing floor 
covering in the entrance corridor and infection control measures in place to manage 
communicable infections where residents shared rooms.  
 
Procedures for accommodating and managing care of residents with communicable 
infection did not meet best practice infection control and prevention guidelines as 
discussed with the provider/person in charge on the day of inspection. There was no 
indication that precautions were required on entering and exiting the relevant patient 
areas to prevent cross infection risks.  
 
Risk assessment and controls were required to ensure safety of placement and 
minimisation of potential risks associated with disposable plastic gloves and aprons in 
bathrooms and corridors readily accessible to vulnerable residents. 
 
The policy did not include procedures to guide staff or the arrangements for 
investigation and learning from serious or untoward incidents or adverse events 
involving residents.  
 
There are a number of toilets and showers without fixed and/or lever-grab rails as 
recommended in “Building Regulations 2000, Technical Guidance Document M, and 
Access for People with Disabilities. Free standing toilet frames are in use as an 
alternative to fixed and lever rails which impede safe transfers and also pose a risk to 
residents who may be unsteady or lean too heavily on one side of the frame. 
 
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
Action required:  
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward incidents 
or adverse events involving residents. 
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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:  
 
Provide handrails in circulation areas and grab-rails in bath, shower and toilet areas. 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
A risk assessment for the floor covering changing was carried out 
by myself (PIC) and also reviewed by the external quality and 
safety specialists that we currently work with. Although this was 
not viewed on the day this was discussed with the inspector at the 
time.  
 
The current risk register was developed as part of the quality and 
safety system that was implemented last year. It is very centre 
specific and is currently a working document.  
 
According to the guidelines currently available, we are currently 
working in line with best practice guidelines. This was also 
confirmed with our infection control trainer. She also confirmed 
that she discussed our situation with her colleague. However, a risk 
assessment on MRSA has been added to our risk register. 
 
Grab rails were not in place in one communal toilet within the 
nursing home and this was at the advice of our occupational 
therapist. Although she does not feel that they are required in this 
toilet and that they will possibly cause confusion to the resident we 
have installed the grab rails at your request.   
 

 
 
Complete 
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Outcome 6: Medication management 
5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The policy document advising on best practice for medication self administration by 
residents and ‘as required’ medications was not adequate as it did not discuss safe 
storage or necessary hygiene procedures required.   
   
Medication management procedures required improvement in relation to 
documentation of prescriptions, use of fax prescriptions and administration records. 
This documentation comprised of a number of separate loose pages which posed a 
potential risk of administration error or loss of documentation. Medication prescription 
or administration sheets did not have photograph identification to fulfil professionally 
recommended checking procedures beyond the first page of the prescription 
documents. 
 
 Not all information requested on the prescription page was completed.  
The route of medication administration was not included on the prescription chart. 
The discontinued antibiotics were not discontinued on the resident’s prescription 
sheet and the length of the course was also not documented. 
  
Procedures were in place to record and respond to medication errors; however the 
inspector noted actions taken in response did not prioritise retraining although 
scheduled.   
 
Action required:  
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
Reference: 

Health Act, 2007 
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Standard 14: Medication Management  
Standard 15: Medication Monitoring and Review 

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

Timescale: 
 

Provider’s response: 
 
Policies are in place for the ordering, prescribing, storing and 
administration of medicines.  
 
A meeting for nursing staff has been held to discuss the issues 
identified on the day. The policies and procedures were also 
discussed. 
 

 
 
complete 
 
 
complete 
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The pharmacist has also been notified of the issues identified and 
is involved in the reviewing of medication charts. 
 
Retraining has been scheduled and will be carried out by the 
pharmacist. 
 

complete 
 
 
11 July 2012 
and 18 July 
2012 
 

 
Outcome 7: Health and social care needs 

6. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Not all of the residents’ needs were addressed with a care plan to inform care. Not all 
care plans were signed by residents or their relatives to confirm their involvement.  
 
Action required:  
Revise each resident’s care plan, after consultation with him/her. 
 
Reference: 

Health Act, 2007 
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: 
 
All care plans have been reviewed. They have been discussed with 
residents/family members and have been signed. 
 
This will continue in the future. 
  

 
 
Complete 

 
Outcome 12: Residents’ clothing and personal property and possessions 

7. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
While all residents’ personal property and possessions was fully documented on 
admission, not all residents had this list updated at regular intervals to maintain 
records of changes as required.  
 
Action required:  
 
Maintain an up to date record of each resident’s personal property that is signed by 
the resident. 
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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: 
 
Inventory lists will be carried out on admission and every three months 
thereafter. 
 
Follow up inventory lists on all residents have commenced and will be 
completed 13 July 2012. 
 
All inventory lists will then be carried out at the time of each resident 
three monthly review by key workers. 
  

 
 
      
 
 
13 July 
2012 
 
 
 

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

8. The provider/person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
The residents guide was being revised.  
 
No record of administration of any of three antibiotics administered to a resident in 
the centre was available. 
 
Action required:  
 
Supply a copy of the revised resident’s guide to each resident. 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
Once completed, a copy of the residents guide will be provided to 
each resident. 
 
There was a Medication Administration Record (MARs) of the three 
antibiotics available on the day of inspection. It was in the 
residents file as was not in the current month. 

 
 
01 August 2012 
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9. The provider/person in charge  is failing to comply with a regulatory 
requirement in the following respect:  
 
No record of administration of any of three antibiotics administered to a resident in 
the centre was available. 
 
Action required:  
 
Maintain, in a safe and accessible place, a record of each drug and medicine 
administered in respect of each resident, giving the date of the prescription, dosage, 
name of the drug or medicine, method of administration, signed and dated by a 
medical  practitioner and the nurse administering the drugs and medicines in 
accordance with any relevant professional guidelines. 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
There was a Medication Administration Record (MARs) of the three 
antibiotics available on the day of inspection. It was in the 
resident’s file as was not in the current month.  
 
However, it was a faxed prescription that had not been written in 
the kardex within the policy time frame. 
 
A meeting has been held with nursing staff to discuss this issue. 

 
 
Complete 
 
 
 
11 June 2012 
 
 
11 June 2012 
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Any comments the provider may wish to make: 
 
 
Provider’s response:   
 
We welcome and encourage your feedback and appreciate your objective review of 
the information we have provided, so that we can continue to work with you to 
ensure that the quality of our care provision remains of the highest standard within 
Stella Maris Nursing Home. 
 
 
Provider’s name: Clare McNally 
Date: 2 July 2012 
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