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Centre name: 

 
Shrewsbury House Nursing Home 

 
Centre ID: 

 
0161 

 
Centre address: 
 

 
164 Clonliffe Road 
 
Drumcondra 
 
Dublin 3 

 
Telephone/Fax number: 

 
01 8370680 

 
Email address: 

 
info@dublinnursinghome.ie 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Shrewsbury House Nursing Home Ltd 

 
Person in charge: 

 
Gemma Gaughran 

 
Person authorised to act on 
behalf of the provider: 

 
 
Margaret Gaughran 

 
Date of inspection: 

 
22 August 2012 

 
Time inspection took place: 

 
Start: 10:40 hrs            Completion: 16:15 hrs 

 
Lead inspector: 

 
Leone Ewings 

 
Support inspector: 

 
None 

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 

 
Shrewsbury House has been operating since 1958 and is a family run business. The 
centre is not purpose-built and was originally two large semi-detached residences 
which have been linked with an internal corridor (162 and 164 Clonliffe Road). It is a 
two-storey redbrick building with large bay windows on the ground floor. A small 
paved drive provides parking to seven cars in front of the entrance door. To the side 
of the building there is set down parking for delivery vans or emergency services. 
The private dwelling of the provider is situated on the same site and is linked to the 
centre via a corridor.  
 
The centre can accommodate 36 residents. There are 22 bedrooms located over 
three floors. On the ground floor there are eight single, two twins and two  
three-bedded rooms. The first floor consists of one single and two twin rooms, one 
assisted bath with toilet and one toilet/shower area. On the second floor there are 
three single, three twin and one four-bedded room, two toilets and a second sluice 
There is a staff toilet and separate changing area.  
 
Other accommodation includes two sitting rooms, one dining room capable of seating 
24 residents, a seating area for visitors, two toilet/shower rooms and one assisted 
bathroom with toilet. There is a large entrance hall, hairdressing salon, smoking 
room, laundry, office, main kitchen and cleaners’ store room. Two separate chair lifts 
are installed on the wide main stairs to enable residents to access the upper floors. 
Accommodation upstairs is provided on three separate levels and an additional five 
steps are necessary to climb to first floor area. A small staircase is in place from the 
second floor to access bedrooms on the lower level of the first floor of 162 Clonliffe 
Road. The original narrow staircase of 162 is also in place and is used mainly by 
staff, visitors and fully mobile residents. 
 
At the end of the corridor leading from the entrance foyer there is a hall table in a 
small alcove area with a telephone for use by residents.  
 

Location 

 
The centre is located in Dublin, approximately five minutes walk from Croke Park 
stadium and a ten minute bus ride to the city centre. 
 

 
Date centre was first established: 

 
5 October 1958 
Shrewsbury House Nursing 
Home Ltd from 1979 

 
Number of residents on the date of inspection: 

 
35 

 
Number of vacancies on the date of inspection: 

 
1 
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Dependency level of 
current residents*  

Max High Medium Low 

 
Number of residents 

 
- 

 
12 

 
8 

 
15 

 
* Modified Barthel Dependency Score 
 

Management structure 
 
The Provider is Shrewsbury House Nursing Home Ltd with Margaret Gaughran and 
Rachel Gaughran as the directors. Margaret Gaughran is the nominated Provider. The 
Person in Charge is Gemma Gaughran. She is assisted by Rachel Gaughran, who is 
the Assistant Director of Nursing (ADON).  
 
The management team consists of the provider, the Person in Charge, ADON and a 
General Manager, Cliona Gaughran. All nursing staff report to the Person in Charge 
and ADON. Care assistants report to the ADON or the senior nurse in on duty. 
Housekeeping and maintenance staff report to the ADON while catering staff report 
to the administrator. 
 

Staff 
designation 

Person 
in 
Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on 
duty on day 
of 
inspection 

1* 2 4** 2 1 1 0 

 
* ADON facilitated inspection but not on staffing roster 
** Two care staff worked from 7.30am to 1pm  
 

Background  
 
Shrewsbury House Nursing Home was first inspected by the Health Information and 
Quality Authority’s (the Authority) Social Services Inspectorate on 23 and 25 
November 2009. This was a registration inspection and the inspectors found that 
overall care delivered in the centre was of a good standard. The inspectors were 
satisfied that the medical and other healthcare needs of residents were catered for.  
 
A follow up inspection took place on 19 July 2011.This inspection was unannounced 
and focused on the 26 actions and found the provider had fully addressed 17 of the 
26 actions. The follow-up report identified where some improvements were 
necessary to comply with the requirements of the Health Act 2007 (Care and Welfare 
of Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
and the National Quality Standards for Residential Care Settings for Older People in 
Ireland. The provider was issued with an updated action plan to address  
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non-compliances to the Regulations. The inspection reports for the centre can be 
found at www.hiqa.ie  
 
The Authority received information on 12 March 2012 regarding one resident who 
had sustained two separate fractures at the designated centre. The Authority issued 
a written request for further information on 3 April 2012 regarding management of 
incidents at the centre. A response was requested from the provider regarding a 
failure to notify the initial fracture as a serious incident to the Authority and 
requesting details of falls audit and risk management procedures in place at the 
centre. The information received was reviewed prior to inspection and followed up on 
this inspection.  
 
This inspection report was issued to the provider on 6 September 2012 and a 
response was received on 18 September 2012, which was reviewed by the inspector 
and found to be unsatisfactory and not specific to the actions. A regulatory meeting 
took place at the Dublin Regional Office with the management team including the 
provider and the person in charge on 6 November 2012 to discuss response to the 
report. Further to this meeting an additional five working days was afforded to the 
provider to review the action plan objectives, and received within the timeframe on 
13 November 2012. 
 

 
Summary of findings from this inspection  
 
 
This report presents the findings of an unannounced inspection carried out on 22 
August 2012. A number of significant breaches of the Regulations were found during 
the course of this inspection and following a review of documentation submitted on 
27 August 2012. While some measures were put in place in response to inspection 
findings from the last unannounced inspection in July 2011, further improvements 
are required. Two of the six actions from the last inspection have been addressed in 
full and a further three partially addressed. One action relating to policy and 
procedures at the designated centre was not addressed within the timeframe agreed. 
 
Significant failings in regulatory compliance were found that included the following:  

 failure to ensure person in charge is working on a full-time basis 
 inadequate policy and operational procedures in place to guide staff in their 

practice 
 statement of purpose and Residents’ Guide do not meet the Regulations 
 failure to ensure robust risk management 
 failure to ensure regulatory notifications were submitted to the Authority  
 lack of appropriate supervision of staff and persons working in the centre 
 failure to take appropriate action and measures to protect and maintain the 

safety, care and welfare of residents 
 poor standards of hygiene and infection prevention and control practice 
 upkeep of premises is inadequate 
 poor standard of record keeping including staffing rosters and incident reports 
 no evidence of assessment of staff competencies relating to medication 

management. 
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The detail of the aforementioned non compliances is set out in the body of the 
inspection report with relevant action plans set out at the end.  
 
 
Issues covered on inspection 
 
 
Concerns raised by relatives: A serious injury to a resident, which resulted 
in a second fracture, two days after returning to the designated centre 
from hospital after treatment for a prior fracture 

 
On 12 March 2012 the Authority received information from a relative of the resident 
that this was not the first fracture this resident had sustained. No notification had 
been received regarding a first fracture which necessitated transfer and admission to 
hospital.  
 
At this time the resident’s family were concerned regarding the following: 

 the immediate health status of the resident in the acute hospital 
 why the resident was moved to a chair after the fall and allegation of delay in 

calling the ambulance 
 safety of the resident should she return to the centre 
 delay in notifying next of kin for two and a half hours following the accident. 

 
In order to clarify aspects of this concern, a request was made for further 
information to be submitted by the provider relating to the care and welfare of the 
resident. The following information was formally requested by the Authority: 

 did resident sustain a fracture in February 2012 
 update of health status of resident 
 how falls were managed at the centre 
 copy of falls audit for January to end of March 2012 
 other information provider may feel relevant. 

 
Further information was received on 19 April 2012. This information was reviewed by 
the inspector and followed-up at the time of this inspection.  
 
The information confirmed that the resident had sustained an initial fall on 12 
February 2012 whereby medical intervention was sought and received. The initial 
injuries were “bump noted to back of her head and swelling and pain noted on left 
wrist”. Transfer to local acute hospital took place where an arm/wrist fracture was 
confirmed and resident admitted to hospital. A notification form was not received by 
the Authority following this initial serious incident. The provider stated in the 
response that a notification was faxed on 13 February 2012. However, no fax receipt 
was available on inspection to confirm this. 
 
The resident was discharged back to the centre on the evening of 8 March 2012. The 
identified care needs were reassessed on 9 March 2012. In her response the provider 
stated that the resident had been independent and was “mobilising alone”. She was 
reassessed as “high risk” of falling on the Stratify risk tool, on return to the centre. 
The provider stated that she “has some cognitive deficit and regular reminding 
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regarding her safety was needed”. The location of the residents’ bedroom had not 
been reviewed or risk assessed prior to discharge and readmission to the designated 
centre. The location of her bedroom required resident to go up two staircases and 
then to go down a smaller stair case to access her bedroom. The closest 
shower/toilet facilities were back up the smaller stair case, which had been accessed 
independently prior to admission to hospital. The admissions policy did not include 
procedures to follow prior to re-admission of a resident from the acute setting.  

 
A review of the second fracture was reported to the Authority as required by 
legislation. The resident had a fall which took place on 10 March 2012, and was not 
witnessed by staff on duty, in the sitting room of the centre at 8.25pm. The nurse on 
duty had documented vital signs and details of fall. The nurse on duty was notified 
by another resident that the resident was on the floor. The first aid management was 
not seen as evidence-based or in the best interest of the resident. The resident was 
moved from where she was found, despite being “unable to weight bear and 
complaining of pain on her (L) leg”. A further report reviewed stated the resident 
was moved again and staff on duty “put (her) on the bed”. At 9.25pm a carer 
accompanied the resident by ambulance to hospital where a fractured left hip was 
confirmed. Despite the accident being documented at 8.25pm, there was no time 
documented by the nurse when doctor on call or ambulance services were notified. 
This review of the records concluded that a poor standard of record keeping by 
registered nurse on duty.  
 
Both the first and subsequent incident took place at the weekend when the person in 
charge was not on duty. The nurses on duty did not document what contact (if any) 
had been made with the management team on both occasions. 
 
The inspector discussed the poor standard of documentation and failure to notify a 
serious incident with the assistant director of nursing on the day of the inspection. 
She showed additional information which had been recorded following the incident. 
However, the issues relating to the poor standards of documentation and incident 
records, had not been adequately addressed by the person in charge. 
 
Medication Management 
The inspector was not satisfied that all practice relating to medication administration 
and documentation were fully in line with best practice and legislation. 
For example, medication was administered to residents by a registered nurse which 
had been pre-signed (as administered) by another registered nurse at the designated 
prior to medication administration. This is contrary to best practice as outlined in 
Guidance to nurses and Midwives on Medication Management (July 2007). 
 
A report relating to a medication omission was reviewed by the inspector. Evidence 
of learning from the incident was documented. However, the competency of the 
registered nurse on duty who had failed to administer the controlled MDA analgesic 
drug as prescribed had not been reviewed by the person in charge. 
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The designated centre was unable to submit evidence of medication competency of 
all registered nurses engaged in medication management. However, the assistant 
director of nursing told the inspector that this evidence was available, but was not 
submitted within the timeframe agreed with the inspector. 
 

 
Governance 
  
 

Article 5: Statement of Purpose 

 
The statement of purpose was not available on the day of the inspection. The 
assistant director of nursing submitted an electronic copy of a Resident Information 
Guide on 24 August 2012. The statement of purpose was not presented in a suitable 
format as it was amalgamated with the Residents’ Guide. Additional information and 
updating was required to complete to meet regulatory requirements and accurately 
reflect services available at the centre. The following deficiencies were identified: 

 the provider’s name was not clearly stated on the document 
 the document was undated 
 arrangements for visiting are not stated 
 complaints policy and procedure and named complaint’s officer are absent 
 details of current professional registration and experience of the person in 

charge and key senior manager are not stated 
 total staffing complement and organisational structure are not stated 
 the registration number, date of registration and expiry date is not included. 

 
Article 15: Person in Charge 

 
There was a person in charge who is a qualified nurse, who has the required 
experience to be in the post. She was appointed as person in charge in 2010. The 
person in charge was not rostered to be on duty on the date of the inspection. The 
assistant director of nursing or a staff nurse took charge in the absence of the 
person in charge. The staffing rosters reviewed by the inspector did not confirm the 
person in charge as working in a full-time capacity over a six week period. The 
assistant director of nursing submitted additional rosters to the Authority on 27 
August 2012 for the period 27 August to 9 September 2012. The working hours of 
the person in charge were documented as 25.5 and 28.5 hours each week. This 
averaged 27 hours per week over three days which is less than full-time. The lack of 
ongoing regulatory compliance, standards of complaints management, poor 
documentation, and failure in regulatory requirements to notify of allegation of abuse 
and a serious incident resulting in fracture indicate a less than robust standard of 
management and governance of this centre 
 

Article 21: Provision of Information for Resident’s 

 
The Residents’ Guide was not presented as separate document, and did not 
adequately meet the Regulations. 
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Article 23: Directory of Residents 

 
A directory of residents was maintained in the centre. On review, the inspector noted 
that all residents’ details were included and the directory met in full all legislative 
requirements. The nursing staff working at the centre were identified as responsible 
for maintaining the directory of residents. 
 

Article 31: Risk Management Procedures 

 
The overall standard of risk management was poor. Documentation was not fully 
descriptive of the accidents and incidents which took place at the centre. The risk 
management policy which guided staff, was not found to be fully implemented. The 
arrangements for the recording, investigating and learning from serious or untoward 
incidents or adverse events involving residents were not in place, and not fully robust 
to prevent recurrence of incidents. 
 
For example, a serious incident took place which involved a resident falling out of a 
hoist sling which resulted in a fracture on 5 April 2012. The staff had been 
inappropriately undertaking personal care, while a resident was elevated in the 
hydraulic hoist when the resident was agitated. The review and follow up post 
incident involved taking detailed statements from the care assistants present at the 
time of the incident. However, there was no evidence that learning from a post 
incident review took place and staff had received guidance on reviewing the moving 
and handling/care practices which took place at the centre. The assistant director of 
nursing told the inspector she had been involved with training and instructing staff 
previously at the centre in moving and handling. However, no follow-up or review 
took place following this serious incident. 
 

Article 39: Complaints Procedures 

 
The inability to appropriately manage and document complaints adequately has been 
a recurrent issue on inspections and also identified through a concern received by 
the Authority. 
 
Inspectors found that complainants were not appropriately responded to. The 
recording of results of investigations into expressions of dissatisfaction and 
complaints were not adequately maintained. Insufficient evidence was recorded of 
actions taken on foot of a complaint. Measures taken were not fully and properly 
recorded. In addition, there was a lack of evidence as to whether or not the 
complainant/resident was satisfied with the outcomes reached or informed of an 
appeal process. The person in charge did not appear to hold a key role in the 
complaints procedure from a governance perspective. 
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Article 36: Notification of Incidents 

 
Quarterly notifications had been submitted as required. 
 
Further to inspection findings, a number of failings relating to the requirement of the 
person in charge to notify the Authority were identified and include: 

 a failure to notify the initial fracture as a serious incident a resident who 
sustained a fracture  

 failure to notify an allegation of abuse to the Chief Inspector 
 failure to notify of an outbreak of an infectious disease without delay until after 

the outbreak had cleared.  
 

Article 10: Residents’ Rights, Dignity and Consultation 

 
Adequate arrangements were not put in place to ensure the governance and 
operations of the designated centre were conducted with due regard to the rights, 
privacy and dignity of residents. Multiple notices for staff were in place in communal 
toilets and bathroom relating to use of continence products and classification of 
bowel movements. The shared rooms did not all have adequate screening in place 
between residents to ensure that residents may undertake personal activities in 
private. Notices were present in residents’ rooms for staff with personal information 
relating to the use of hip protectors and plug in air fresheners. Such notices as 
observed by the inspector did not fully respect the resident’s privacy, dignity and 
modesty at all times. The assistant director of nursing undertook to remove notices 
in the communal bathrooms. 
 
On arrival at the centre the inspector observed eight residents sitting in day rooms at 
the centre who were wearing large waterproof clothes protectors sometimes used at 
mealtimes which had been left on. The door to an en suite bathroom did not close 
properly in a resident’s room, the assistant director of nursing agreed to address this 
issue. Commodes are stored in resident’s bedrooms during the day. 
 
Actions reviewed on inspection: 
 

1. Action required from previous inspection:  
 
Inform complainants promptly of the outcome of their complaints and details of the 
appeals process. 
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
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. 
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This action was partially addressed by the provider.  
 
A record of complaints or issues raised by residents (or their representatives) was 
maintained at the centre. The complaints officer who is a staff nurse at the centre 
was not found to have any complaints management training and was not 
substantially involved with any aspect of complaints handling. The complaint 
reviewed was documented from a resident’s representative and was in regard to a 
report of rough handling by night staff reported by the resident to a family member. 
The assistant director of nursing informed the inspector that she documented 
complaints and followed up. The documentation of the full investigation, statements 
from staff and management response was not found to be adequate. The findings 
were inconclusive and the response of management was to instruct staff to attend to 
the resident in pairs. However, the outcome of the complaint was not clearly 
documented, and written communication with the complainant was absent.  
 

2. Action required from previous inspection:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
 
This action was fully addressed by the provider. 
 
A sample of care plans were reviewed by the inspector. From the sample reviewed 
individual care plans had been developed to meet the assessed needs of the 
residents reviewed. 
 

3. Action required from previous inspection:  
 
Put in place all of the written and operational policies listed in Schedule 5 of the 
Regulations. 
 
Review all the written operational policies and procedures of the designated centre on 
the recommendation of the Chief Inspector and at least every three years.  
 
 
This action was not addressed by the provider within the timeframe of January 2012. 
 
The assistant director of nursing told the inspector that she was in the process of 
reviewing all policies and procedures and this action required from the last inspection 
had not been completed. The inspector reviewed policies and found that they were 
generic policies prepared by an external nursing consultant which had not been 
adapted to ensure that they were centre-specific and reflected practice at the centre. 
For example, the medication management system and pharmacy provider had 
changed in July 2012. The medication management policy had not been updated to 
reflect recent changes and was not reflective of practice at the centre as identified 
previously in the report. The registered nurses had recently attended an introductory 
session with new pharmacy provider prior to changing to a new system. However, 
the assistant director of nursing did not have evidence of staff who were involved 
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with administering medication having had their competencies to undertake this 
assessed by the person in charge or her deputy. 
 

4. Action required from previous inspection:  
 
Put in place written operational policies and procedures relating to the health and 
safety, including food safety, of residents, staff and visitors. 
 
 
This action was not adequately addressed by the provider.  
 
The assistant director of nursing told the inspector that the required policies were not 
available for inspection. They had not been put in place within the timeframe agreed 
with the inspector following the last inspection. 
 

5. Action required from previous inspection:  
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents.  
 
Ensure the premises are of sound construction and kept in a good state of repair 
externally and internally. 
 
Keep all parts of the designated centre clean and suitably decorated. 
 
Provide adequate private and communal accommodation for residents. 
 
Provide suitable changing and storage facilities for staff. 
 
Make suitable adaptations, and provide such support, equipment and facilities, as may 
be required. 
 
Ensure the size and layout of rooms occupied or used by residents are suitable for 
their needs. 
 
 
This action was only partially addressed by the provider.  
 
Overall, the standard of upkeep and hygiene at the centre was not adequate. Many 
areas of the centre had visible dirt, cobwebs and dirty tiles were evident in 
bath/shower rooms. The inspector was not satisfied with the overall cleanliness of 
bathrooms, toilets, bedrooms visited and particularly the laundry room. The assistant 
director of nursing told the inspector that they had been due to have a ‘deep clean’ 
and she would organise this as soon as possible over the following week. 
 
The internal courtyard garden paving was somewhat overgrown with weeds. It 
contained broken furniture which was a potential hazard.  
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Overall, arrangements for personal laundry were not found to be adequate or well 
organised. The laundry room size and layout was inadequate, based on numbers of 
and the size of the centre. Four bags of residents’ laundry were waiting for 
laundering and the room was dusty and required cleaning. The assistant director of 
nursing told the inspector that plans are with the architect to make improvements to 
this area which does not meet the requirements of the Standards. The handle and 
lock to the door of the laundry was broken and left open and a door to the external 
rear yard was accessible from this door. The assistant director arranged for the 
maintenance man to come in and repair the lock on the laundry door on the day of 
the inspection. The inspector was told that bed sheets were laundered externally and 
this was collected on a weekly basis. However, two sheets on two of the beds 
checked were found to be dirty and stained  
 
The system in place for replenishing the hand towel dispensers was not adequate, 
and two were noted to be empty during the inspection.  
 
The inspector noted that a locker was missing from the four-bedded room on the 
second floor. The assistant director of nursing stated that a new locker had been 
purchased and it was being put together downstairs. The male four-bedded room 
lacked any photographs or personal items for the residents using this room. One 
two-bedded room did not have adequate curtains to ensure privacy. 
 
Provision of storage space was not adequate. Assistive equipment such as commodes 
and walking frames were stored in bedrooms and corridors when not in use. On 
arrival at the centre, the inspector observed four transport wheelchairs, one large 
specialised seating system and a metal mobility aid were stored in the hallway of 
number 162, which is an identified means of escape on the ground floor. This was 
immediately brought to the attention of the provider when she arrived to meet the 
inspector. However, the means of escape remained blocked by assistive equipment 
throughout the day. 
 
A number of bedrooms visited by the inspector on the each floor had a commode at 
the side or near the bed. This not only cluttered the room but also raised concerns 
for the safe evacuation of residents in the event of an emergency, as staff would 
have to remove all commodes, assistive equipment and bed tables before reaching 
the residents to commence evacuation. The inspector spoke to residents who walked 
to the nearby toilets when required during the day and could not confirm the 
requirement for this assistive equipment being stored in their rooms. 
 

6. Action required from previous inspection:  
 
Maintain, in a safe and accessible place, appropriate weekly duty rosters covering 24 
hour periods. 
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This action was partially addressed by the provider.  
 
The staffing rosters in place for the current week and from the previous month were 
reviewed by the inspector. Improvements were noted as staffing duty hours were 
found to be kept using the 24 hour clock. However, grades of all staff were not 
clearly annotated. For example, the nurse in charge in the absence of the person in 
charge was not clearly recorded on the staffing roster. 
 
The staffing roster did not clearly indicate staff member responsible for laundry. The 
assistant director of nursing told the inspector that the provider was to assist with 
laundry but this was not observed during the day of the inspection by the inspector. 
 
The practice of maintaining a weekly revised roster, rather than the ‘actual’ roster 
was discussed with the assistant director of nursing. Further rosters were submitted 
on 27 August 2012. The inspector was notified that the staffing roster will be revised 
to accurately reflect leave from 10 September 2012. 
 
 
Report compiled by: 
 
Leone Ewings 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
29 August 2012  
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Provider’s response to inspection report ∗ 
 

 
Centre: 

 
Shrewsbury House Nursing Home 

 
Centre ID: 

 
161 

 
Date of inspection: 

 
22 August 2012 

 
Date of response: 

 
18 September and 6 and 13 November 2012 

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

1. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The person in charge was not working at the designated centre in a full-time 
capacity as the person in charge. 
 
Action required:  
 
Ensure that the post of person in charge of the designated centre is full-time and 
that the person in charge is a nurse with a minimum of three years experience in the 
area of geriatric nursing within the previous six years. 
 
Reference:  

Health Act, 2007 
Regulation 15: Person in Charge 
Standard 27: Operational Management 

 
  

                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The person in charge of the nursing home is now working in a 
full-time capacity, it was not documented accurately on the 
roster, as it is a family business with the registered provider who 
is a registered nurse living on the premises. The person in charge 
carries out her duties over a number of days randomly and when 
she is not there the assistant director of nursing is there. 
 
To change this method of practice we have now updated our 
rostering system so that the person in charge is doing set days 
and hours, the person in charge is now working half a day every 
other weekend, as it was pointed out that more accidents seem 
to take place on weekends. 
 
We have also implemented an after-hours sign in sheet for the 
management team to sign in when they enter the premises (out 
of specified rostered hours) with certain checks in place. Please 
find enclosed a copy of same. 
 

 
 
Immediately 
 

 
2. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
The planned and actual staff rosters were not adequate to reflect grades of staff and 
staff on planned or unanticipated leave.  
 
The nurse in charge in the absence of the person in charge (or her deputy) was not 
clearly annotated on the actual staffing roster. 
 
Action required:  
 
Review practices relating to documentation of staff on duty and ensure that an 
accurate record is maintained in a safe and accessible place of appropriate weekly 
duty rosters covering the 24 hour period, inclusive of grades of staff. 
 
Reference:  

Health Act, 2007 
Regulation 24: Staffing Records 
Standard 23: Staffing Levels and Qualifications 

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

Timescale: 
 

 
 



Page 17 of 30 

Provider’s response: 
 
All staff members were always clearly indicated on the roster as 
per their title. For example, RGN – staff nurse, CA care assistant, 
C – chef, P – Porter. 
 
To update the roster we now have the nurse in charge clearly 
indicated in green ink so they are easily identifiable and they are 
graded in their role within the company. For example, first in 
charge and second in charge. 
 
We have also updated the roster to clearly mark what staff are 
on. For example, annual leave, back from annual leave, sick 
leave, training leave, and staff changes within their category. For 
example, if staff wish to swap days with colleagues. 
 

 
 
Immediately 
 

 
3. The person in charge  has failed to comply with a regulatory 
requirement in the following respect:  
 
The staffing levels had not been adjusted to reflect the increased dependency of 
residents living at the designated centre. 
 
Action required:  
 
Ensure that the numbers and skill mix of staff are appropriate to the assessed needs 
of residents, and the size and layout of the designated centre. 
 
Reference:  

Health Act, 2007 
Regulation 16: Staffing 
Standard 23: Staffing Levels and Qualifications 
 

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

Timescale: 
 

Provider’s response: 
 
The rosters are completed by the general manager and co-signed 
by the assistant director of nursing as they work in conjunction 
with one another. A dependency chart, to include all 
dependencies of residents is done every Monday morning or as 
required if a residents’ dependency has changed and a copy kept 
at the nurses’ station. The assistant director of nursing liaises 
with the manager during the roster formation and decides the 
level of staffing and skill mix that has to be used. Going forward 
we will use the staff guidance for nursing homes (2009) 
dependency tool guidelines by the Regulatory Quality 
Improvement Authority. 

 
 
31/12/2012 
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4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Staffing arrangements and staff competencies in place were not found to be 
adequate to meet the individual needs of residents at the designated centre. 
 
The management, treatment and documentation of accidents and incidents and the 
designated centre was not found to be adequate or in line with best practice. 
 
Action required:  
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
 
Action required:  
 
Provide a high standard of evidence-based nursing practice. 
 
Reference:  

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 13: Healthcare 

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

Timescale: 
 

Provider’s response: 
 
All registered staff nurses have done medication management 
competencies. Please find enclosed same. 
 
There has been a lot of staff training to date and wherever 
possible there is a course to suit the needs of our residents and 
the educational needs of the staff, we endeavour to take part. At 
staff meetings there is an educational form that the assistant 
director of nursing asks staff to fill out, specifying particular 
course that interests them. The assistant director of nursing then 
reviews the form and tries to find a course suitable for the staff. 
 
The assistant director of nursing has completed her post 
graduate higher diploma in gerontology in August 2012. 
 

 
 
Completed 
 

 
 
 
 
 
 



Page 19 of 30 

5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The statement of purpose and function was not fully in compliance with all legislative 
requirements and was not provided or available on the day of the inspection in an 
acceptable format. 
 
Action required:  
 
Compile a statement of purpose that describes the aims, objectives and ethos of the 
designated centre.  
 
Action required:  
 
Compile a statement of purpose that describes the facilities and services which are 
provided for residents. 
 
Action required:  
 
Compile a statement of purpose that consists of all matters listed in Schedule 1 of 
the Regulations. 
 
Action required:  
 
Make a copy of the statement of purpose available on request to residents. 
 
Action required:  
 
Keep the statement of purpose under review. 
 
Action required:  
 
Make a copy of the statement of purpose available to the Chief Inspector. 
 
Action required:  
 
Notify the Chief Inspector in writing before changes are made to the statement of 
purpose which affect the purpose and function of the centre. 
 
Reference:  

Health Act, 2007 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 

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

Timescale: 
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Provider’s response: 
 
The statement of purpose and function has been updated and 
reviewed. Going forward the statement of purpose and function 
will be kept under review and changed accordingly. Please find 
enclosed a copy of same. 
 
Available copies will be accessible and readily available in the 
office to both staff and residents. 
 

 
 
Completed 
 

 
6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Suitable and adequate storage was not in place for assistive equipment. 
 
Bed linen was dirty and stained was not found to have been changed as frequently 
as required in a small number of rooms.  
 
Ventilation is inadequate in the cleaners’ store room, as it ventilates to a residents 
communal toilet.  
 
Lighting in hallways poor and additional electrical lighting was not used during the 
day, where used the energy saving bulbs did not provide adequate illumination.  
 
Action required:  
 
Review storage arrangements for assistive equipment, and provide adequate storage 
space for the equipment. 
 
Action required:  
 
Remove unused wheelchairs and assistive equipment from communal areas and 
means of escape. 
 
Action required:  
 
Change bed linen, disposable sheets and incontinence wear as frequently as may be 
required for the comfort and well-being of each resident. 
 
Action required:  
 
Ventilation and lighting suitable for residents is provided in all parts of the designated 
centre which are used by residents. 
 
Reference:  

Health Act, 2007 
Regulation 19: Premises 
Standard 25: Physical Environment 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The person in charge is in discussions with an Architect in 
drawing up plans at present to update our facility to include a 
new storage room for unused assistive equipment and update 
Laundry facilities. Unused assistive equipment is no longer stored 
in communal areas. 
 
Our bed linen is changed regularly on all beds, in relation to the 
soiled sheets the residents bed in question is a self caring 
resident who is a very private person and she requested on 
arrival to make her own bed and so in keeping with her dignity 
and respect, we allowed her to promote her independence and 
respected her autonomy this information is all documented in her 
care plan. 
 
We still encourage four residents within the nursing home to 
make their own bed but we have introduced new quality control 
measures so that a member of staff now re-check's the bed after 
them, to make sure the sheets are clean and fresh and this is 
documented in their daily narrative notes. 
 
The Ventilation system in the cleaning room ventilates to the 
outside of the nursing home through a shaft in the bathroom and 
to the outside external wall of the nursing home where there is a 
vent, the maintenance man has now installed an electric fan in 
the cleaning room. 
 
Energy saving light bulbs were removed and replaced with 
brighter bulbs, so that the hallways are brighter and clearer. 
 
We will be doing an overall refurbishment of the home within the 
next year to include new light fittings in hallways and bedrooms. 
 

 
 
Ongoing 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Commencing 
February 2013 

 
7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The Residents’ Guide did not meet the regulatory requirements in full, and did not 
include a copy of the most recent inspection report, and standard form of contract 
for the provision of services and facilities by the registered provider to residents. 
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Action required:  
 
Produce a Residents’ Guide which includes a summary of the statement of purpose; 
the terms and conditions in respect of accommodation to be provided for residents; a 
standard form of contract for the provision of services and facilities to residents; the 
most recent inspection report; a summary of the complaints procedure provided for 
in Regulation 39; and the address and telephone number of the Chief Inspector. 
 
Action required:  
 
Supply a copy of the Residents’ Guide to the Chief Inspector.  
 
Action required:  
 
Supply a copy of the Residents’ Guide to each resident. 
 
Action required:  
 
Ensure each resident has access to information to assist in decision making, 
including, but not limited to, the information specified in the Regulations. Provide this 
information in an accessible format, appropriate to each resident’s individual needs. 
 
Action required:  
 
Put in place written operational policies and procedures for the provision of 
information to residents. 
 
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: 
 
Our guide book has been updated to include our last report and 
also to include our contract of care, which has also been updated 
as well. Please find a copy enclosed of the Guide Book and new 
contract of care. 
 

 
 
Completed 
 

 
8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The provider failed to adequately notify the Authority of the return of the person in 
charge to her post following a notified absence. 
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Action required:  
 
Notify the Chief Inspector of the return to duty of the person in charge not later than 
three working days after the date of her return. 
 
Reference:  

Health Act, 2007 
  Regulation 37: Notification of periods when the Person in Charge is  
  absent from a Designated Centre 
  Standard 27: Operational Management 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The Assistant Director of Nursing spoke on the phone with the 
inspector on 15 August 2012 regarding this matter and informed 
that the NF21 form was sent in by post on 16 January 2012. The 
inspector said it was not received so a photocopy was sent in on 
15 August 2012 as requested by inspector. There have been on-
going issues with documentation over the last two years that has 
been sent into the Authority and have not been received by the 
Authority. 
 
Also we had problems emailing documentation that was not 
compatible with our computer system. Going forward all 
documentation that has to be sent to the Authority will be faxed 
and a copy of the fax journal report will be printed out and 
stapled to documentation highlighted and kept on file. All staff 
members are aware of this and instructions for the fax journal 
report is beside the fax. 
 

 
 
Immediately 
 

 
9. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
A report about an allegation of rough handling of a resident was not notified to the 
Authority without delay. 
 
A report of a confirmed outbreak of infection was not notified to the Authority until 
the infection was clear on 20 June 2012. 
 
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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Action required:  
 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of outbreaks of any infectious disease. 
 
Reference:  

Health Act, 2007 
Regulation 36: Notification of Incidents 
Standard 8: Protection 

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

Timescale: 
 

Provider’s response: 
 
The report about an allegation of rough handling of a resident 
was not an official complaint, as it was said in passing and the 
person did not want to make an official complaint, but as she 
spoke to a member staff about it, the director of nursing  
followed up the allegation to the relative with a phone call. The 
director of nursing informed the relative that she had spoken with 
all staff involved, it was decided then, as this resident had severe 
dementia, that two staff members would attend to the resident at 
all times and the relative was very happy with the outcome and 
resolution of this. All staff have had Elder Abuse Training and two 
yearly updates. One care assistant has done the course on Train 
the Trainer on Elder Abuse and she provides information on an 
ongoing basis to all staff members. 
 
In the future all issues will be conducted formally and in writing 
so no discrepancies can occur. The Authority will be informed 
immediately of any allegation/complaints of abuse. 
 
In regards to the outbreak of an infectious disease, the outbreak 
was reported to the Authority on the day, that confirmation of 
the Noro virus was confirmed by the NVRL in UCD. 
 
The confirmation of the virus was on 18 June 2012 as to what 
the virus was and not when the outbreak was clear from the 
home. The sample was sent from the home on 13 June 2012 and 
we were informed it would take two to three working days for the 
result, the lab was called on 15 June 2012 for the results but they 
were not available at that time. The lab results were received on 
18 June 2012 and that is when the NF02 form was sent by post 
to the Authority when we knew what the Virus was and how to 
treat it. For future reference the Authority will be informed 
immediately of any outbreak or illness within the home and the 
Authority will also be informed when the outbreak or illness is 
confirmed by the NVRL. 

 
 
Immediately 
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10. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Written policies and procedures were not all available. Evidence of regular review of 
those in place was not available. 
 
The admissions, transfers and discharges policy did not contain adequate information 
to guide practice around re-admission / assessment of residents from the acute 
setting.  
 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5 of the 
Regulations. 
 
Action required:  
 
Review all the written operational policies and procedures of the designated centre 
on the recommendation of the Chief Inspector and at least every three years.  
 
Action required:  
 
Review admissions, transfer and discharge policy to include standards for re-
assessment and readmission of residents. 
 
Reference:  

Health Act, 2007 
Regulation 27: Operating Policies and Procedures 
Standard 29: Management Systems 

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

Timescale: 
 

Provider’s response: 
 
All policies listed in Schedule 5 were present, they had not been 
updated. 
 
The person in charge and assistant director of nursing have 
started to update policy and procedures and will be finished by 
the end of the year. To date eleven policies and procedures have 
been updated. 
 
The person in charge has reviewed and updated our admission, 
transfer and discharge policy to include re-assessment and 
readmission of residents, in this policy it will include a re-
assessment form of any resident who is in hospital for longer 
than five days. 
 

 
 
31/12/2012 
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11. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The policy on risk assessment was not found to be adequate or implemented by 
management at the designated centre in full. 
 
Documentation and follow up of accidents and incidents was not found to be 
adequate. 
 
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, 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:  
 
Put in place training and education on documentation of incidents and accidents for 
all staff working at the centre. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
All the health and safety risk managements were available in the 
nursing home office. Please find them enclosed in the e-mail 
under H&S risk assessments. The risk assessments are reviewed 
every six months with e-mail notifications to update them to the 
health and safety officer. Risk assessments had been started on 
the last inspection in July 2011. 
 
The person in charge and assistant director of nursing have 
updated the accident and incident forms to include more detail in 
relation to accidents and incidents in the nursing home and to 
include a section on what is learned from them. A staff meeting 
was held on 20 September 2012, one of the topics was a 
discussion with all staff members on the importance of clear, 
concise and accurate wording on all documentation that is written 

 
 
Ongoing 
 
 
 
 
 
 
Completed 
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in the nursing home and the procedure to follow, after an 
incident or accident. 
 
A memo about report writing was written by the assistant 
director of nursing and circulated to all registered nurses, who 
signed it to say that they read it and understood the importance 
of good report writing. 
 
 

12. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The complaints record did not include details of the outcome of the complaint 
notification to or level of satisfaction of the complainant with the outcome. 
 
Action required:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the complainant 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 complaint form has been updated to include the outcome of 
the complaint and whether or not the complainant was satisfied 
with the handling of the complaint. 
 

 
 
Completed 
 

 
13. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Medication was administered to residents by a registered nurse who had been pre-
signed (as administered) by another registered nurse at the designated prior to 
medication administration. This is contrary to best practice as outlined in Guidance to 
nurses and Midwives on Medication Management (July 2007). 
 
The designated centre was unable to submit evidence of medication competency of 
all registered nurses engaged in medication management. 
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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. 
 
Action required:  
 
All registered nurses involved with medication management to have evidence of 
medication management competency and educational update, submit records of 
competencies completed to the Authority. 
 
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: 
 
In regards the competencies of the registered nurses, I made an 
error in our initial response and sent in the competency form that 
is used by the nursing home for the medication management 
competency instead of the copy of each nurses’ competency 
forms, please find enclosed copy of competencies for each 
registered nurse. 
 
The two staff nurses in question both received written warnings 
due to their error they made and both have done a medication 
management refresher course for older people in October with 
the assistant director of nursing with an outside training provider. 
Please find enclosed certificates. The two nurses have been given 
a copy of An Board Altranais Guidance to Nurses and Midwives on 
medication management (July 2007) and told to read it. There is 
also a copy on the drug trolley. An incident form was written up 
and the two staff members have learned from their error and so 
have all the other registered nurses working at the centre. 
 
All registered nurses have been shown and instructed by the 
assistant director of nursing to complete the medication 
management module on the HSEland website for their own 
professional development and have it completed by 30 November 
2012 and the certificate given to the assistant director of nursing 
for their records. 
 

 
 
30/11/2012 
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Our pharmacy provider did a medication audit on 17 September 
2012. Please find enclosed a copy of same. 
 
 

 
Recommendations 
 
 
These recommendations are taken from the best practice described in the 
National Quality Standards for Residential Care Settings for Older People 
in Ireland and the registered provider should consider them as a way of 
improving the service. 
 

Standard Best practice recommendations 
Standard 4: 
Privacy and 
Dignity 

Care practices are personalised to respond to the resident’s individual 
needs. Cease practice of leaving clothes protectors when not required 
or requested by residents. 
 
Provider’s Response: 
 
Since the inspection we have ceased the practice of leaving clothes 
protectors on residents, in some cases the resident requests to keep 
it on all day and in these cases it is documented in their care plan. 
 

Standard 5: 
Civil, Political 
and Religious 
Rights 

The resident has access to citizens’ information and advocacy 
services. 
 
Provider’s Response: 
 
The advocate started visiting on 10 October 2012 and visits every 
Wednesday for two hours. 
 

Standard 20: 
Social 
Contacts 

The person ensures there are no restrictions on visits except when 
requested to do so by the resident or when the visit or the timing of 
the visit is deemed to pose a risk. 
 
Provider’s Response: 
 
The signage in the centre has been changed to “Please respect our 
mealtimes” as it is a large dining area and the interaction of visitors 
in this setting is very off putting to the resident and other residents 
around them. We also find that residents who have visitors at 
mealtimes are distracted and more often than not do not finish their 
meals when they are distracted. 
 

Standard 25: 
Physical 
Environment 

The lighting in communal rooms is adaptable and suits the needs of 
residents and caregivers. It is sufficiently bright and positioned to 
facilitate reading and other activities. 
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Provider’s Response: 
 
Addressed in action plan 6 responses. 
 

Standard 26: 
Health and 
Safety 

The person in charge ensures through provision of training that a 
staff member on duty has experience in the principles of first aid. 
 
Provider’s Response: 
 
All staff are trained in first aid and this is refreshed every two years 
for each member of staff. 
 

 
 

 
Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
Shrewsbury House welcome the inspectors views on changes we can make to our 
nursing home to make it a better place. Shrewsbury House strives to provide and 
enhance the services we deliver to our residents. Any suggestions from the 
inspection team are welcomed and will be acted upon. 
 
Provider’s name: Margaret Gaughran 
Date: 13 November 2012 


