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Centre name: 

 
Rush Nursing Home 

 
Centre ID: 

 
0155 
 
Kenure 
 
Skerries Road, Rush 

 
Centre address: 
 

 
Co Dublin 

 
Telephone number: 

 
01-8709684 

 
Fax number: 

 
01-8709611 

 
Email address: 

 
rushnursinghome@mowlamhealthcare.com  

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Mowlam Healthcare Limited 

 
Person in charge: 

 
Heather Carter 

 
Date of inspection: 

 
5 July 2012 

 
Time inspection took place: 

 
Start:10:30 hrs       Completion:17:00 hrs 

 
Lead inspector: 

 
Sheila McKevitt 

 
Support inspector: 

 
N/A 

Type of inspection:  Announced                          Unannounced 

Purpose of this inspection 
visit: 

 Application to vary registration conditions 
 Notification of a significant incident or event 
 Notification of a change in circumstance  
 Information received in relation to a complaint 
or concern 
 Follow-up inspection 

 

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

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

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

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

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

Description of services and premises 

 
Rush Nursing Home is a two-storey, purpose-built facility, which opened in July 2005.  
The centre is registered to care for 56 residents.   
 
Accommodation for the residents is divided between two floors.  Residents who 
require care specific to dementia reside on the first floor and access from this first 
floor via the stairs or lift requires a keypad code. Up to 18 residents can be 
accommodated in two twin and 14 single bedrooms, all of which have en suite 
shower, toilet and wash-hand basin facilities. There is a large combined  
dining/sitting /kitchenette room which looks out over the landscaped grounds below.   
 
The ground floor can accommodate 38 residents; it has 36 single and one twin 
bedroom all of which have similar en suite facilities to the first floor. It also has a 
large dining room; two enclosed sitting rooms together with an open sitting area 
frequently used by residents and relatives in the front foyer area of the centre. 
 
There are two internal courtyards accessible to residents from the ground floor; one 
is directly accessible from the smoking room. These are pleasantly decorated with 
use of potted plants, garden seating and tables. They are presented as a safe 
outdoor area where residents can relax. 
 

Location 

 
The centre is situated off the main street as you enter Rush village.  It is located 
down a cul-de-sac among a well-established residential area.  There is a cricket club 
opposite the centre. 
 

 
Date centre was first established: 

 
21 July 2005 

 
Number of residents on the date of inspection: 

 
55 

 
Number of vacancies on the date of inspection: 

 
1 

 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
3 

 
20 

 
20 

 
12 

 
Management structure 
 
The Registered Provider is Mowlam Healthcare Limited.  Pat Shanahan one of three 
directors of the company is the named responsible person on behalf of the company. 
The Director of Nursing, Heather Carter is the Person in Charge.  She is supported by 
the Assistant Operations Manager who is responsible for five of the group’s centres 
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inclusive of Rush Nursing Home. There is a clinical nurse manager who supports the 
Person in Charge in the clinical area. Staff nurses and care staff report directly 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 

 
0 

 
3 

 
8 
 

 
2 

 
4 

 
1 

 

 
2 

 

Background  
 
This was the fourth inspection of Rush Nursing Home by the Health Information and 
Quality Authority. The last inspection done by the Health Information and Quality 
Authority was an announced registration inspection on the 06 and 07 September 
2011. All inspection reports are available on www.hiqa.ie. 
 
During the inspection of 06 and 07 September 2011 inspectors identified a number of 
shortcomings which were outlined in an action plan. These included a review of the 
following: 
 

 statement of purpose 
 feedback to residents 
 record of complaints 
 resident financial accounts 
 contracts of care 
 record of personal possessions  
 training and supervision of staff 

 
The purpose of this inspection was to follow up on the action plans outlined in the 
registration inspection report and to assess the level of compliance with the actions 
required.  
 
In addition, the inspector found that the elder abuse policy and notification policy on 
resident to resident abuse required updating. Resident care plans were not updated 
when there was a change in their condition outside the three monthly timeframe. 
 
The inspector also reviewed resident care plans and the elder abuse policy and 
records of reported incidents. 
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Summary of findings from this inspection  
 
 
This inspection report outlines the findings of a follow-up inspection that took place 
on 05 July 2012. The inspection was unannounced and focused on the actions of the 
inspection of 06 and 07 September 2011. Four of the seven action plans had been 
fully addressed, three had been partially addressed.  
 
The inspector found the statement of purpose had been updated since the last 
inspection and submitted to the Authority. 
 
Communication and feedback to residents was given on a regular and consistent 
manner. Records of all communication between management and residents’ were 
available for review. A residents’ bank account had been set up and it was confirmed 
that residents’ money was no longer held in the companies’ bank account. 
 
All staff were in receipt of up-to-date mandatory training and the key worker system 
had been developed further. 
 
The record of complaints held did not meet the regulatory requirements as the level 
of satisfaction of the complainant was not always recorded. All the contracts of care 
had not been updated and therefore did not include the fees charged. There had 
been some improvements made to recording residents’ personal possessions. 
However, the policy had not been up dated and each resident had not signed the 
recorded list. 
 
In addition, the inspector found that the elder abuse policy and notification policy on 
resident to resident abuse required updating. Two incidents involving two residents 
had not been reported to the Authority. Resident care plans were not updated when 
there was a change in the residents’ condition outside the three monthly timeframe. 
 
The three partially addressed action plans together with four additional action plans 
appear at the end of this report.  
 
 
Issues covered on inspection 
 

 
1. Safeguarding and safety 
 
Residents informed the inspector they felt safe and secure in the centre. The 
inspector observed access to the centre was controlled by staff and the front door 
was closed firmly post entry and exit. There was a visitor’s book available for visitors 
to sign.  
 
The inspector reviewed the elder abuse policy and noted it did not provide guidance 
to staff in the event that one resident abused another. On reviewing the record of 
complaints the inspector found that there had been two separate incidents reported 
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to management where one resident had allegedly physically abused another. Neither 
of these incidents had been reported to the Authority.  
 
2. Health and social care needs 
 
The inspector examined two care plans and found that person-centred care plans 
were in place. Recognised assessment tools were used to promote health and 
address health issues.  
 
These included assessments for risk of pressure ulcers, malnutrition, and falls risk 
and appropriate measures were put in place to manage and prevent risk. There was 
a strong emphasis on social care; with prescribed interventions within care plans to 
promote residents’ social care needs based on residents assessed preferences, 
interests and capacities. Three-monthly assessment and care plan reviews were 
completed, dated and signed by staff. Residents and relatives spoken to confirmed 
that they had been involved in the initial assessment and ongoing care plan review 
and their involvement was recorded by staff. However, the inspector found that the 
care plan was not updated if there was a change in the residents’ condition within 
the three month review period. For example, one resident had been reviewed by a 
visiting dietician but her care plan had not been updated to reflect recommended 
changes/plan of care. 
 
Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Compile a Statement of purpose that consists of all matters listed in Schedule 1 of 
the Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). 
 
 
This action was addressed. An updated statement of purpose dated 9 January 2012 
had been submitted to the Authority. It was attached to the registration certificate 
dated 28 May 2012. The inspector found that the provider was adhering to the 
conditions of registration which together with the registration certificate was clearly 
displayed in the centre. 
 
The inspector noted the statement of purpose, needed to be up-dated to include 
points 4, 5 and 6 of schedule 1. It currently did not include the names of all persons’ 
participating in the management of the designated centre, the registration number, 
date of registration, expiry date and conditions attached to the designated centre’s 
registration. 
 
2. Action required from previous inspection:  
 
Make a report in respect of any review conducted by the registered provider for the 
purposes of Regulation 35(1), and make a copy of the report available to residents 
and, if requested, to the Chief Inspector. 
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This action was addressed. There was a residents’ committee established in the 
centre and they met on a monthly basis. A general residents’ meeting was also held 
on a monthly basis.  Minutes of all meetings were available for review. The inspector 
was satisfied that minutes of the previous meeting were re-visited at the beginning 
of each monthly meeting. Residents’ were kept informed and asked their opinion on 
whether issues brought up by them at the last meeting had been addressed to their 
satisfaction. An open two way process of communication between management and 
residents was evident. Residents’ confirmed to the inspector that they were listened 
too. 
 
3. Action required from previous inspection:  
 
Record all complaints and the results of any investigations into the matters 
complained about.  Ensure these records are in addition to and distinct from a 
resident’s individual care plan. 
 
 
This action had been partially addressed. The dual system of recording complaints 
had ceased. All complaints were now been entered on the computerised system. 
However, a record of the level of satisfaction of the complainant was not recorded 
for some complaints which had been closed by the management team. 
 
4. Action required from previous inspection:  
 
Put in place all reasonable measures to protect each resident from all forms of abuse 
including financial abuse. 
 
 
This action was addressed. The inspector saw evidence that money held on behalf of 
residents’ was lodged into a residents’ bank account. Clear and concise records were 
kept of all monies held on behalf of residents’. 
 
5. Action required from previous inspection:  
 
Ensure each resident’s contract deals with the care and welfare of the resident in the 
designated centre and includes details of the services to be provided for that resident 
and the fees to be charged. 
 
 
This action had been partially addressed. A new contract of care had been developed 
it included details of the services to be provided for that resident and the fees to be 
charged. However, on review of the contracts of care available the inspector found 
that only newly admitted residents’ had been issued with and had signed this new 
contract of care. The inspector was informed that the weekly fee had increased yet 
this increased fee was not reflected on the contract of care but on an addressograph 
stuck to the plastic pocket within which the resident’s contract of care was held. 
There was no evidence that the resident had been informed of the increased weekly 
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fee. It remained unclear on the old contract of care what service residents were 
paying an additional charge for. 
 
6. Action required from previous inspection:  
 
Maintain an up to date record of each resident’s personal property that is signed by 
the resident. 
 
 
This action had been partially addressed. The policy had not been updated to reflect 
reviewed practice outlined on the action plan of the previous report. There was a list 
of each resident’s personal possessions made and dated by the laundry assistant. 
However, none of these lists were signed by the resident or their next of kin. The 
policy stated “the residents and/or their family/representative shall sign the inventory 
of personal items”. The policy did not state whose responsibility it was to keep the 
list of residents’ personal possessions up to date or how frequently they were going 
to be kept up to date. 
 
7. Action required from previous inspection:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
 
This action was addressed. The inspector reviewed the training records for staff. It 
was evident that staff had and were continually provided with the required 
mandatory training together with educational up dates on a variety of care related 
topics. Staff spoken with were clear on the procedure to follow if the fire alarm 
sounded or if they witnessed any form of abuse.  
 
The key worker system had been developed further. It is based around seven teams, 
each of which includes a staff nurse, senior carer and three carers. A review of the 
qualifications of care attendants showed a number had completed Further Education 
and Training Awards Council (FETAC) modules at Level five since the last inspection. 
 
 
 
 
Report compiled by: 
 
Sheila McKevitt 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
18 July 2012 
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Chronology of previous HIQA inspections 
Date of previous inspection: Type of inspection: 

 
 
6 and 7 September 2011 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

8 January 2010  
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

30 August 2009  
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Provider’s response to inspection report ∗ 
 

 
Centre: 

 
Rush Nursing Home 

 
Centre ID: 

 
0155 

 
Date of inspection: 

 
05 July 2012 

 
Date of response: 

 
08 August 2012 

 
Requirements 
 
These requirements set out what the registered provider must do to meet the Health 
Act, 2007, the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 (as amended) and the National Quality Standards 
for Residential Care Settings for Older People in Ireland. 
 
Outcome 3: Complaints procedures 

1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The record of complaints did not always include whether the complainant was 
satisfied with the outcome of the complaint or not. 
 
Action required:  
 
Maintain a 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: 
 

                                                 
∗ 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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Provider’s response: 
 
New guidelines have been put in place to ensure that the person in 
charge and the Key Senior Management (KSM) can close off 
complaints. The PIC and the KSM are aware of the regulation and 
will, going forward, ensure that the level of the resident's 
satisfaction is recorded. 
 

 
 
With immediate 
effect 

 
Outcome 4: Safeguarding and safety 

2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The elder abuse policy did not include guidance for staff in the event of occurrence of 
resident to resident abuse. 
 
Action required: 
 
Put in place all reasonable measures to protect each resident from all forms of abuse 
including financial abuse. 
 
Reference:  
                  Health Act, 2007 
                  Regulation 6: General Welfare and Protection 
                  Standard 8: Protection 
                  Standard 9: The Resident’s Finances 

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

Timescale: 
 

Provider’s response: 
 
A new up to date policy is in draft form and will be completed 
imminently.  
 

 
 
30 September 
2012 

 
Outcome 7: Health and social care needs 

3. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
The residents care plan was not kept under review as required by the resident’s 
changing needs. 
 
Action required: 
 
Keep each resident’s care plan under formal view as required by the resident’s 
changing needs or circumstances and no less frequent than at 3-monthly intervals. 
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Reference: 
Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Standard 3: Consent  
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 17: Autonomy and Independence 
 

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

Timescale: 
 

Provider’s response: 
 
Nurses have received additional care planning training and have 
been instructed to update residents care plans as required as well 
as on a three monthly basis. 
 

 
 
With immediate 
effect 

 
Outcome 10: Contract for the provision of services 

4. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Each resident’s contract did not deal with the care and welfare of the resident in the 
designated centre and did not include details of the services to be provided for that 
resident or the fees to be charged. 
 
Action required:  
 
Ensure each resident’s contract deals with the care and welfare of the resident in the 
designated centre and includes details of the services to be provided for that resident 
and the fees to be charged. 
 
Reference: 

Health Act, 2007 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
 

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

Timescale: 
 

Provider’s response: 
 
All contracts of care now include details of services provided and 
fee charged.  
 
The residents who had a fee change brought about by the change 
of NTPF rate had all been notified by the HSE prior to the increase. 
The HSE notification will be attached to our contracts of care. 
 

 
 
Complete 
 
 
31 August 2012 



Page 13 of 14 

 
Outcome 12: Residents’ clothing and personal property and possessions 

5. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
The policy on personal possessions did not reflect practice. 
 
The residents had not signed the list of their personal possessions. 
 
Action required:  
 
Put in place written operational policies and procedures relating to residents’ personal 
property and possessions. 
 
Action required:  
 
Maintain an up to date record of each resident’s personal property that is signed by 
the resident. 
 
Reference:  

Health Act, 2007 
Regulation 7: Residents’ Personal Property and Possessions 
Standard 4: Privacy and Dignity  
Standard 17: Autonomy and Independence  
 

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

Timescale: 
 

Provider’s response: 
 
The policy on resident’s personal property has been updated and 
we are now following policy and legislation in this respect.  
 
A record of each resident's personal property has been completed 
and has been signed by the resident or their representative. 
 

 
 
Completed 
 
 
Completed 
 

 
Outcome 17: Notification of incidents 

6. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
The Authority had not been informed of two complaints made of alleged incidents of 
abuse between two residents. 
 
Action required:  
 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of any allegation, suspected or confirmed abuse of any resident. 
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Reference: 
Health Act, 2007 
Regulation 36: Notification of incidents 
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 

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

Timescale: 
 

Provider’s response: 
 
The Chief Inspector has been notified of the above incidences 
following the inspection. 
 
A new policy is in draft form and is due to be completed 
imminently. This policy will give guidelines to staff on how to deal 
with all forms of Elder Abuse including resident to resident abuse.   
 

 
 
Complete 
 
 
30 September 
2012 
 

 
 
Any comments the provider may wish to make: 
 
 
Provider’s response:   
 
 
The management and staff would like to thank the inspector who was courteous and 
friendly to residents, visitors and staff alike. 
 
 
 
Provider’s name: Pat Shanahan on behalf of Mowlam Healthcare 
Date: 08 August 2012 
 


