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Centre name: 

 
St. Gabriel’s Nursing Home  

 
Centre ID: 

 
0174 

 
Centre address: 
 

 
Glenayle Road 
 
Edenmore 
 
Dublin 5 

 
Telephone number: 

 
01-8474339 

 
Fax number: 

 
01-8486610 

 
Email address: 

 
stgabriels@eircom.net 

 
Type of centre: 

 
Private        Voluntary            Public 

 
Registered providers: 

 
PJ Murphy on behalf of SGNH Ltd. 

 
Person in charge: 

 
Siobhan Murphy 

 
Date of inspection: 

 
23 and 24 May 2012 

 
Time inspection took place: 

 
Day-1 Start: 10:00 hrs  Completion: 16:30 hrs 
Day-2 Start: 10:00 hrs  Completion: 14:00 hrs 

 
Lead inspector: 

 
Nuala Rafferty  

 
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 followup 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. 
 
 
 
 
 
 
 
 
 
 
 
 
 



Page 3 of 29 

About the centre 
 

Description of services and premises 

 
St. Gabriel’s Nursing Home provides care of the older person, dementia and respite 
care for 53 residents. 
 
Accommodation includes 53 single bedrooms, two of which have a shower en suite, 
one with a non-assisted bath en suite and 50 have en suite wash-hand basin and 
toilet facilities. 
 
Facilities on the ground floor include an entrance foyer, reception area, one large 
sitting room with kitchenette, dining room, chapel, visitors’ room, clinical room, 
nurses’ station, person in charge office, three administration offices, 
conference/training room, hairdressing room, two store rooms, assisted bathroom, 
assisted shower with toilet, sluice room, laundry, linen rooms, store rooms, kitchen, 
two cleaners rooms, staff kitchenette and change areas. 
 
A day-centre facility is situated on the ground floor with physiotherapy room and 
separate toilet and shower area, this part of the building is rented out to the Health 
Service Executive (HSE) by the provider. The day centre is staffed and funded 
separately by the HSE. 
 
First floor facilities includeone large sitting room with kitchenette, clinical room, 
nurse’s station, staff toilets, activities office, two assisted bathrooms, assisted shower 
room, laundrette, linen rooms, storerooms, two cleaners’ rooms and sluice room. 
 
Externally the centre is situated in secured grounds with high walls and gates. The 
large grounds are well maintained with shaded seating areas. There are small 
enclosed courtyards that residents can access with raised planting beds. A limited 
number of car parking spaces are available for staff and visitors to the front and side 
of the building. 
 

Location 

 
St. Gabriel’s Nursing Home is a two-storey building situated in the centre of 
Edenmore village in Raheny, close to Dublin city centre. The area is well serviced 
with public transport by several bus routes. 
 

 
Date centre was first established: 

 
1994 

 
Number of residents on the date of inspection: 

 
53 

 
Number of vacancies on the date of inspection:

 
0 
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Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents* 

 
13 

 
15 

 
13 

 
9 

 
* dependency levels of three residents, two of whom were respite residents, had not 
been assessed on day of inspection  
 

Management structure 
 
The provider is SGNH Ltd. which consists of three directors, Damien Gallagher, Tom 
Rowland and Mark Hutch. The nominated person on behalf of the provider is PJ 
Murphy who is also a member of the Board. The person in charge is Siobhan Murphy. 
She is supported in her role by a management structure comprising of a human 
resource manager, an administration manager, maintenance, household and dining 
room supervisors and two clinical nurse managers (CNMs). Nursing and care staff are 
supervised by the nurse managers. All staff including administrative, human 
resources, ancillary, catering and maintenance staff report to the person in charge. 
The person in charge reports to the provider. 
 
 
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 14 5 10 1 4* 

 
* two CNMs, maintenance person and activities coordinator 
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Background 
 
St. Gabriel’s Nursing Home was first inspected by the Health Information and Quality 
Authority (the Authority) on 27 September 2010. A registration inspection was 
carried out on 23 and 24 November 2011 and a further visit on 9 December 2011 
formed part of this registration inspection. The inspection found significant concerns 
for the care and welfare of residents due to: 

 a failure to ensure the general welfare and protection of residents 
 poor risk management procedures  
 inadequate staffing levels at night. 

 
As a result of the serious risks posed to the safety of residents an immediate action 
plan was issued to the provider on the day following the inspection to address the 
risks identified and specifically in relation to the safe evacuation of residents in the 
event of an emergency and lack of adequate staffing levels at night. The provider 
responded to the immediate action plan in a timely manner and identified emergency 
measures to address the deficiencies. The implementation of the measures was to 
commence from 25 November 2011. A focused follow up inspection was carried out 
by the Authority on 9 December 2011 to assess the implementation of the 
emergency measures proposed by the provider. 
 
Inspectors found other aspects of the service that needed improvement such as risk 
management, protection of residents in relation to elder abuse identification, 
investigation reporting and training and security of residents’ confidential 
information. 
 
This additional inspection report outlines the findings of a follow-up inspection that 
took place on 23 and 24 May 2012. The inspection was unannounced and focused on 
the implementation of the action plan issued to the provider. 
 
This follow up inspection also took into account information received by the Authority 
in the form of a concern. Concerns were expressed in relation to level of hygiene, 
monitoring and recording of food intake and timely response to call bells. 
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Summary of findings from this inspection 
 
 
The inspection was facilitated in an organised and welcoming way by the person in 
charge. Staff and residents were helpful and engaged with inspector in a positive 
manner throughout the process. 
 
The inspectorarrived unannounced at 10.00 am and found the centre was warm and 
visibly clean. Residents were on their way to breakfast or being brought outside to sit 
in the internal courtyard to enjoy the sunshine. Residents were noted to be 
appropriately dressed. In conversation with several residents, all expressed 
satisfaction at the care they received and how good staff were to them. 
 
Overall, of the 17 non-compliances identified in the action plan from the registration 
inspection, the provider had actioned 12, partially actioned three and not actioned 
two as required by the Authority. 
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Issues covered on inspection 
 
 
A number of concerns were received by the Authority. These related to issues of 
hygiene, timely response to call bells and monitoring and recording of residents’ 
nutritional and fluid intake. These areas were looked at on inspection. 
 
In conversation with several residents throughout the inspection, the majority 
spoken to expressed satisfaction that call bells were answered in a timely manner on 
most occasions. One lady said that if staff were busy and could not assist 
immediately they would tell you if they were busy and how approximately how long 
you might have to wait. During the course of the two day inspection staff were noted 
to respond promptly to call bells or when residents called out for assistance. 
In addition, the recent residents’ survey reflected overall high levels of residents’ 
satisfaction with standards of service delivery. 
 
In relation to the concern expressed on monitoring and recording food and fluid 
intake, some improvements were found to be required. On review of a sample 
number of residents’ documentation and in conversation with the clinical nurse 
manager (CNM) on each floor, the inspector noted that there were several residents 
with high MUST scores who, having been seen by a dietician and the general 
practitioner (GP), required high protein, high calorie diets and additional food 
supplementation and fortification.  
 
The records reviewed showed six residents with MUST scores of between 2 to 4 and 
therefore according to the centre’s nutritional policies required monitoring of their 
intake. However, recording of intake was only in place for one resident. Some of 
these residents had previously had their intake recorded but this had been 
discontinued, the rationale for deciding to commence or discontinue the monitoring 
process was not documented and CNMs could not explain the rationale to the 
inspector. 
 
Overall the inspector found that infection prevention and control practices in the 
centre were of a good standard. Staffs were noted to use personal protective 
equipment and alcohol gel dispensers appropriately. The centre was found to be 
warm and visually clean. Some maintenance issues were noted in terms of paintwork 
on walls, doors and skirting boards in bedrooms and toilets which required to be 
addressed and was brought to the attention of the person in charge and provider 
prior to the end of inspection. 
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Actions reviewed on inspection: 
 
1. Non Compliance: 
 
The statement of purpose did not meet all of the requirements of Schedule 1 of the 
Regulations. It did not include the criteria or procedures for emergency admissions or 
accurately describe organisational structure of the service. Other omissions included 
the experience of the registered provider or person in charge, total staffing 
complement with management and nursing complement by grade, details of specific 
therapeutic techniques provided and arrangements for their supervision, details of 
separate day care facilities and number and size of rooms available to residents 
within this 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: 
 
Notify the Chief Inspector in writing before changes are made to the statement of 
purpose which affect the purpose and function of the centre. 
 
Action required: 
 
Keep the statement of purpose under review. 
 
Action required: 
 
Make a copy of the statement of purpose available to the Chief Inspector. 
 
 
This was addressed an amended statement of purpose was provided to the Authority 
further to the registration inspection and meets all of the requirements of the 
Regulations. 
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2. Non Compliance: 
 
The systems in place to review the quality and safety of care were not sufficiently 
robust or comprehensive to identify poor care practices, implement improvements to 
ensure a culture of learning, quality assurance and continuous improvement.  
 
The information from quality improvement initiatives were not formulated into a 
report in accordance with the Regulations. 
 
Action required: 
 
Establish and maintain a system for improving the quality of care provided at, and 
the quality of life of residents in, the designated centre. 
 
Action required: 
 
Consult with residents and their representatives in relation to the system for 
reviewing and improving the quality and safety of care, and the quality of life of 
residents. 
 
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 available to the Chief Inspector. 
 
 
This was partially addressed evidence that the person in charge and CNM team had 
commenced reviews was found. However, not all of the reviews required were 
commenced and none had been fully completed. A report which was due to be 
provided to the Chief Inspector by 15 May 2012 was not available. 
 
Progress was found on aspects of the quality and safety of care provided to residents 
in relation to:  

 Medication - a review of medication usage was carried out by the CNM, 
pharmacist and GP in March 2012. This did not include a review of the use of 
laxatives in the centre but information gathering on this aspect of medication 
has commenced 

 Falls - information gathering on the number of recurrent falls has commenced 
and the inspector was told this would be used to determine the effectiveness 
of preventative measures in place and what, if any, improvements are 
required 

 Residents’ Survey - a residents satisfaction survey was conducted and a report 
was provided during the inspection. High levels of residents satisfaction 
ranging from 82 -100% was found in relation to aspects of care such as 
safety, call bell responsiveness, level of activities provided, frequency of 
showers, access to GP and assistance provided for activities of daily living. 

 
Audits of the complaints process, care plans, restraint practices and the use of 
laxatives due to be carried out by May 2012 had not yet commenced. 
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3. Non Compliance: 
 
The records of complaints did not meet the requirements of the Regulations in that 
they did not contain details of investigation, interventions taken to resolve the 
complaint or review of satisfaction of the complainant. 
 
The complaints policy and procedure for managing complaints did not contain all 
information required by legislation such as the first and second nominated person for 
dealing with complaints and the appeals process available to complainants. 
 
Action required: 
 
Provide written operational policies and procedures relating to the making, handling 
and investigation of complaints from any person about any aspects of service, care 
and treatment provided in, or on behalf of a designated centre. 
 
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 available a nominated person in the designated centre to deal with all 
complaints. 
 
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: 
 
Investigate all complaints promptly. 
 
Action required: 
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
Action required: 
 
Inform complainants promptly of the outcome of their complaints and details of the 
appeals process. 
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Action required: 
 
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 was addressed. The record of complaints was reviewed and inspector found that 
the recording of complaints had improved. The nursing team were provided with 
updated training on recording and management of complaints by the CNM with 
designated responsibility for auditing the process. All complaints are recorded on a 
computerised system and the record contained all details of the complaints made 
with the interventions, actions, outcome and level of satisfaction of the complainant. 
 
The record also contained details of further review of each complaints and lessons 
learned. An audit of complaints is to be undertaken on a six-monthly basis by the 
CNM with designated responsibility. 
 
4. Non Compliance: 
 
All reasonable measures were not in place to protect residents from being harmed or 
suffering abuse in that staff did not recognise instances of potential abuse and take 
appropriate action to protect residents.  
 
The policy in place did not inform practice in that it did not identify how staff should 
respond to, or outline to whom staff should report allegations of abuse. 
 
Action required: 
 
Put in place all reasonable measures to protect each resident from all forms of 
abuse. 
 
Action required: 
 
Put in place a policy on and procedures for the prevention, detection and response to 
abuse. 
 
Action required: 
 
Make all necessary arrangements, by training staff or by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
or abuse. 
 
Action required: 
 
Maintain a record of all incidences where a resident is harmed or suffers abuse. 
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Action required: 
 
Take appropriate action where a resident is harmed or suffers abuse 
 
 
This was addressed. Records viewed showed all staff had been provided with and 
attended recent training on the prevention of elder abuse. Staff spoken to were 
aware of and could discuss the types of abuse, recognise signs and symptoms and 
who to report the abuse to in the centre. 
 
5. Non Compliance: 
 
Adequate arrangements for the safe evacuation of residents in the event of fire or 
other emergencies were not in place. These include: 

 the procedure in place did not include the arrangements for safe evacuation of 
residents from the building in a timely manner  

 appropriate equipment which provides for the safe transfer of residents in a 
timely manner was not available 

 existing fire precautions do not identify risks associated with the layout of the 
building or the current resident profile. 

 
Action required: 
 
Take adequate precautions against the risk of fire, including the provision of suitable 
fire equipment. 
 
Action required: 
 
Provide adequate means of escape in the event of fire. 
 
Action required: 
 
Make adequate arrangements for detecting, containing and extinguishing fires; 
giving warnings of fires; the evacuation of all people in the designated centre and 
safe placement of residents; the maintenance of all fire equipment; reviewing fire 
precautions, and testing fire equipment, at suitable intervals. 
 
Action required: 
 
Make adequate arrangements for detecting, containing and extinguishing fires. 
 
Action required: 
 
Make adequate arrangements for the evacuation, in the event of fire, of all people in 
the designated centre and the safe placement of residents. 
 
Action required: 
 
Make adequate arrangements for the maintenance of all fire equipment 
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Action required: 
 
Make adequate arrangements for reviewing fire precautions, and testing fire 
equipment, at suitable intervals 
 
 
This was addressed. A revised emergency plan which included an updated 
evacuation plan is in place. The plan outlined the arrangements for the safe 
evacuation of residents and the roles and responsibilities of nominated fire wardens 
and all staff on duty. Training on the revised plan was delivered to all staff over the 
course of seven days during November and December 2011. In conversations with 
several staff on both the ground and first floor, all were knowledgeable in terms of 
the evacuation plan. They were aware of the roles and responsibilities of the fire 
wardens and a white board situated outside the nurses office on each floor identified 
the names of the fire wardens on duty each day. 
 
Appropriate equipment such as emergency transfer sheets were available and in 
place on all beds in the centre. Staff could inform the inspector on the safe use of 
these sheets. On review of fire records evidence that all fire equipment including, 
extinguishers, emergency lighting and alarms were serviced in January 2012 and a 
contract for regular servicing was in place. 
 
6. Non Compliance: 
 
Risk management processes including health and safety statements had not been 
revised since 2009, were not up to date and referenced the previous management 
structure.  
 
An environmental risk assessment of all environment hazards within the centre which 
included the determination of risk in relation to allocating residents to rooms or floor 
levels within the centre was not undertaken.  
 
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: 
 
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: 
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 
 
This was addressed. The risk management policy was reviewed by the person in 
charge in January 2012 and updated to reflect all of the aspects identified as 
omissions in the registration report including the requirement for risk assessments of 
residents in relation to the allocation of a room in the centre taking into account the 
design and layout of the centre and the identified needs of the residents. 
A risk management committee has been established and the inspector was told it 
had met in May following the health and safety meeting but minutes of the meeting 
were not available. The person in charge had not minuted this meeting separately 
but included it in the minutes of the health and safety committee meeting. 
 
7. Non Compliance: 
 
A policy to underpin and a process to manage the risks of legionella disease was not 
in place. The existing risk management policy did not reference the management of 
the legionella bacteria and a system for the identification, control prevention and 
review of risks associated with the legionella bacteria was not established. 
 
Action required: 
 
Put in place written operational policies and procedures relating to the health and 
safety, including food safety, of residents, staff and visitors. 
 
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.  
 
 
This was addressed. A report from the external contractor engaged to manage and 
monitor the risk of legionella was viewed. The report contained a control scheme 
which outlined a programme of the tasks, persons’ responsible and frequency of 
monitoring. The program covered the domestic water system in place in the centre 
and risks associated.The identification, assessments and controls reflected best 
practice national guidelines for Ireland and the UK. 
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Inspector also viewed the monitoring records maintained in the centre which 
evidenced weekly monitoring of water temperature and flushing or treatment of 
shower heads from November 2011 to date. Evidence of regular sampling of various 
water outlets in the centre on a monthly basis in 2012 was also found. 
 
8. Non Compliance: 
 
Medication management practices in relation to the documentation of reasons for 
refusal of medication, signatures for discontinuation of medication and the routine 
prescribing of laxatives require to be improved in line with evidence based practice 
and relevant professional guidance.  
 
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. 
 
Action required: 
 
Put in place suitable arrangements and appropriate procedures and written policies in 
accordance with current regulations, guidelines and legislation for the handling and 
disposal of unused or out of date medicines and ensure staff are familiar with such 
procedures and policies. 
 
 
This was addressed. Inspectors observed medication administration and found it met 
An Bord Altranais guidelines. On review of medication prescription sheets 
discontinued medication was found to include a date and signature of the GP. All 
policies and procedures in relation to medication practice meet current best practice 
guidelines. 
 
9. Non Compliance: 
 
All care plans in place were not sufficiently specific to manage the needs of the 
residents appropriately. 
 
All care plans were not revised as required by residents changing needs. 
 
Action required: 
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
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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Action required: 
 
Revise each resident’s care plan, after consultation with him/her 
 
Action required: 
 
Notify each resident of any review of his/her care plan 
 
 
This was partially addressed. On review of a sample number of residents’ 
documentation care plans were found to be reviewed as required on a three-monthly 
basis or more frequently where required. They were noted to be personalised and 
reflected social, personal and healthcare needs and preferences. However, they were 
not always linked appropriately or consistently with updated risk assessments or 
nursing progress notes. In some instances care plans for every identified need were 
not in place, such as residents with respiratory tract infections or receiving antibiotic 
therapy.  
 
10. Non Compliance: 
 
An up-to-date contract of care was not in place for every resident. 
 
Action required: 
 
Agree a contract with each resident within one month of admission to the designated 
centre.  
 
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. 
 
 
This was not addressed. Evidence that the contracts of care were updated and 
provided to residents for agreement and signing was not available. The new provider 
was in the process of drafting an updated contract to reflect the changes involved. 
 
11. Non Compliance: 
 
An acting person in charge was in place in the centre but does not intend to remain 
in the post. 
 
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. 
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This was addressed. The inspector was told that the recruitment process was 
concluded and a suitable person identified and due to commence in post in June 
2012. 
 
The provider has applied to the Authority for the relevant notification form and would 
be forwarding all relevant documentation when this is received. Some delay is 
expected as the nominated individual is currently on leave abroad. 
 
12. Non Compliance: 
 
Staffing levels and staff knowledge were not appropriate to ensure the safe 
evacuation of residents in the event of an emergency. These include: 

 the levels of staff on night duty were not appropriate to ensure the safe 
evacuation of residents from the building in a safe and timely manner 

 staff knowledge of the procedures to be followed in the event of a fire or 
other emergency was not consistent with the policies in the centre. In addition 
staff knowledge lacked consistency in terms of the principles of the fire 
training provided and the emergency plan in place 

 training on the precautions and procedures to be followed in the event of a 
fire or other emergency was not provided to all persons who work in the 
centre specifically to the volunteers who work in the centre at reception each 
evening. 

 
Action required: 
 
Provide suitable training for all persons working in the centre in fire prevention.  
 
Action required: 
 
Ensure, by means of fire drills and fire practices at suitable intervals, that the all 
persons working in the centre and, as far as is reasonably practicable, residents, are 
aware of the procedure to be followed in the case of fire, including the procedure for 
saving life. 
 
 
This was addressed. All staff were provided with updated training in fire safety and 
evacuation procedures and demonstrated understanding and knowledge of the 
evacuation procedures and their specific role and responsibilities. Appropriate 
equipment for safe evacuation of residents was available and health and safety 
statements and risk management policies have been updated to reflect these. 
An additional staff person was rostered on night duty on the first floor further to the 
registration inspection and immediate action letter issued to the provider. This 
additional staff person remains on the roster. 
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13. Non Compliance: 
 
Evidence that staffing levels and skill-mix were appropriate to provide a safe level of 
quality person centered care given the current resident profile was not found. 
 
Action required: 
 
Ensure that the numbers and skill-mix of staff are appropriate to the assessed needs 
of residents, and the size and layout of the designated centre. 
 
Action required: 
 
Ensure that an appropriately qualified registered nurse is on duty and in charge of 
the designated centre at all times, and maintain a record to this effect. 
 
 
This was addressed. A review of staffing levels and skill-mix was carried out by the 
person in charge and an increase in care staff on the first floor on both day and night 
shifts was put in place and continues to be reflected on the roster. The review 
included the reorganisation of the household team which formerly consisted primarily 
of part-time community employment scheme personnel. The majority of these staff 
are now employed directly by the new provider and many remain employed on a 
part-time basis. However, where previously the shifts for household staff finished at 
2.00 pm, two shifts now continue until 4.00 pm and one until 7.00 pm, thereby 
improving the level of hygiene management in the centre. Staffing levels and skill-
mix continues to be monitored by the person in charge and a recent review of the 
impact of answering the main door bell during the evening hours and at weekends 
has resulted in a decision to increase care staff numbers on the ground floor to 
minimise the impact on care delivery whilst responding to the needs of visitors and 
relatives. This increase is due to commence in the coming weeks. 
 
14. Non Compliance: 
 
The design and layout was not entirely suitable for the stated purpose and function. 
Inspectors found that there were a number of aspects of the premises which did not 
comply with the Regulations and Standards.  
 
Action required: 
 
Provide suitable premises for the purpose of achieving the aims and objectives set 
out in the statement of purpose, and ensure the location of the premises is 
appropriate to the needs of residents. 
 
Action required: 
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents. 
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Action required: 
 
Provide sufficient numbers of toilets, and wash-hand basins, baths and showers 
fitted with a hot and cold water supply, which incorporates thermostatic control 
valves or other suitable anti-scalding protection, at appropriate places in the 
premises.  
 
Action required: 
 
Provide a sufficient number of toilets which are designed to provide access for 
residents in wheelchairs, having regard to the number of residents using wheelchairs 
in the designated centre. 
 
Action required: 
 
Provide suitable changing and storage facilities for staff. 
 
Action required: 
 
Ensure the size and layout of rooms occupied or used by residents are suitable for 
their needs. 
 
Action required: 
 
Make suitable adaptations, and provide such support, equipment and facilities, 
including passenger lifts for residents, as may be required. 
 
Action required: 
 
Provide necessary sluicing facilities 
 
 
This was partially addressed. The bath previously out of order on the first floor has 
been repaired and was in working order during the inspection. The oxygen cylinders 
previously stored beside an electrical plant room have been moved, emergency 
transfer sheets were in place on all residents’ beds and rooms 51 and 52 were 
allocated to residents with low to medium dependency and who are fully mobile. 
Inspector was told that plans for all other elements of the review of the design and 
layout of the centre to meet the requirements of the Standards going forward would 
be forwarded to the Authority within five working days of this inspection. 
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15. Non Compliance: 
 
The Residents’ Guide did not meet the requirements of the Regulations in that it did 
not include the full terms and conditions of residency. 
 
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. 
 
 
This was addressed. A copy of the revised residents guide was forwarded to the 
Authority and meets the required of the Regulations.  
 
16. Non Compliance: 
 
Staff files and residents records were not maintained securely and confidentially as 
required by the Regulations. All the required records were maintained but there were 
some that needed amendment to fully comply with the Regulations. These included 
the complaints records and procedure, and records of food served. 
 
All of the policies as required in Schedule 5 of the Regulations were not available 
such as provision of information to residents, food safety and temporary absence of 
residents. Some policies and procedures were not up to date to reflect changes in 
management and reporting relationships, in addition some were not updated as 
required by legislation specifically the health and safety policy and safety statements. 
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A record of any occasion of restraint used with duration and the nature of the 
restraint was not maintained in some cases. 
 
Action required: 
 
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) of the Regulations in a manner so to ensure 
completeness, accuracy and ease of retrieval 
 
Action required: 

 
Keep the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) of the Regulations up-to-date and in good order and in 
a safe and secure place.  
 
Action required: 
 
Put in place written policies and procedures relating to the creation of, access to, 
retention of and destruction of records. 
 
Action required: 
 
Maintain all documentation of inspections relating to food safety, health and safety 
and fire inspections in the designated centre. 
 
 
This was partially addressed. The Inspector viewed the storage arrangements for 
historical records and found they were stored in a secure locked filing cabinet. The 
key is retained by management personnel only. Improvements were found in the 
management and provision of information. Some policies previously not complying 
with legislation were updated such as the policies on food safety, risk management 
and health and safety. Evidence of recording of all occasions when restraint was 
used including the reason, duration and nature of restraint was found. However, all 
policies as required in Schedule 5 of the Regulations were not in place such as 
provision of information to residents, temporary absence and discharge and the 
updating of the admission and transfer policies still required to be put in place. 
 
17. The person in chargeis failing to comply with a regulatory requirement 
in the following respect: 
 
Evidence was found that all incidents in respect of unexplained absence of residents 
and allegations of abuse were not notified to the Chief Inspector as required by 
legislation. 
 
Action required: 

 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of any unexplained absence of a resident from the designated centre. 
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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. 
 
Action required: 
 
Confirm in writing any notice given orally in accordance with Regulation 36 within 
three working days of the occurrence of the incident. 
 
 
This was addressed. All notifications were provided to the authority in a timely 
manner further to the registration inspection. 
 
 
Report compiled by: 
 
Nuala Rafferty  
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
25 May 2012 
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Provider’s response to inspection report∗ 
 
 
Centre: 

 
St. Gabriel’s Nursing Home  

 
Centre ID: 

 
0174 

 
Date of inspection: 

 
23 and 24 May 2012 

 
Date of response: 

 
8 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. 
 
1. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
Care plans, risk assessments and nursing evaluations were not linked and were not 
consistent.  
 
A care plan was not in place for every identified need. 
 
Action required: 
 
The person in charge shall ensure each resident’s needs are set out in an individual 
care plan developed and agreed with each resident. The interventions required to 
meet the changing needs of residents to be continuously assessed, monitored and 
evaluated on an as required basis and no less frequently than every three months  
 
Action required: 
 
Put systems in place to ensure that all residents’ identified needs are set out in an 
individual care plan developed and agreed with each resident.  
                                                 
∗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 



Page 24 of 29 

Action required: 
 
Ensure that care plans in place consistently reflect residents’ current health status. 
 
Reference: 

Health Act, 2007 
Regulation 8: Assessment and Care Planning 
Standard 10: Assessment  

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

Timescale: 
 

Provider’s response: 
 
Three-monthly reviews of all care plans by CNM'S will be 
implemented to ensure resident's needs are clearly identified and 
evaluated within timescale.  
 
A care plan group will be established to promote greater 
understanding of identifying needs and developing an agreed 
approach to meeting needs. 
 
Care plans now reflect resident's health status. 
 

 
 
30/10/2012 
 
 
 
30/10/2012 
 
 
 
01/08/2012 
 

 
2. The provideris failing to comply with a regulatory requirement in the 
following respect: 
 
An up-to-date contract of care was not in place for every resident. 
 
Action required: 
 
Agree a contract with each resident within one month of admission to the designated 
centre.  
 
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 7: Contract/Statement of Terms and Conditions 

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

 

Timescale: 
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Provider’s response: 
 
A Contract of Care will be forwarded to Chief Inspector for 
approval. 
 
The Contract of Care will deal with the care and welfare of the 
resident and will include all details of services and the fees to be 
charged.  
 

 
 
24/08/2012 
 
 
24/09/2012 
 

 
3. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
The person in charge failed to ensure that the nutritional intake of those residents 
who required it was monitored and documented on an ongoing basis to ensure they 
received adequate quantities of food and drink. 
 
Action required:  
 
Implement a comprehensive policy and guidelines for the monitoring and 
documentation of residents’ nutritional intake. 
 
Reference: 

Health Act, 2007 
Regulation 20: Food and Nutrition 
Standard 19: Meal and Mealtimes 

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

Timescale: 
 

Provider’s response: 
 
Nutritional policy will be reviewed and implemented to ensure it 
contains all relevant guidelines. 
 
Auditing process will be implemented to ensure compliance. 
 

 
 
30/09/2012  
 
 
30/01/2013 
 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The systems in place to review the quality and safety of care were not sufficiently 
robust or comprehensive to identify poor care practices, implement improvements to 
ensure a culture of learning, quality assurance and continuous improvement.  
 
The information from quality improvement initiatives were not formulated into a 
report in accordance with Regulation 35.  
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Action required:  
 
Establish and maintain a system for improving the quality of care provided at, and 
the quality of life of residents in, the designated centre. 
 
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 available to the Chief Inspector. 
 
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: 
 
I have identified a number of key audits that will improve the 
quality of care and the quality of life for our residents. RISK Self 
Assessment Audit, Infection Control Audit, Cleaning Audit , Food 
Safety Audit and Maintenance Audit. 
 
Audits (identified above) have been completed and copies will be 
forwarded to the Chief Inspector by the identified date.  
 
Audits of complaints policy, restraint policy and use of laxatives 
will be undertaken. 
 

 
 
03/08/2012 
 
 
 
 
30/09/2012 
 
 
30/11/2012 
 

 
5. The providerhas failed to comply with a regulatory requirement in the 
following respect: 
 
The design and layout was not entirely suitable for the stated purpose and function. 
Inspectors found that there were a number of aspects of the premises which did not 
comply with the Regulations and Standards.  
 
Action required: 
 
Provide suitable premises for the purpose of achieving the aims and objectives set 
out in the statement of purpose, and ensure the location of the premises is 
appropriate to the needs of residents. 
 
Action required: 
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents. 
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Action required: 
 
Provide sufficient numbers of toilets, and wash-hand basins, baths and showers 
fitted with a hot and cold water supply, which incorporates thermostatic control 
valves or other suitable anti-scalding protection, at appropriate places in the 
premises.  
 
Action required: 
 
Provide a sufficient number of toilets which are designed to provide access for 
residents in wheelchairs, having regard to the number of residents using wheelchairs 
in the designated centre. 
 
Action required: 
 
Provide suitable changing and storage facilities for staff. 
 
Action required: 
 
Ensure the size and layout of rooms occupied or used by residents are suitable for 
their needs. 
 
Action required: 
 
Make suitable adaptations, and provide such support, equipment and facilities, 
including passenger lifts for residents, as may be required. 
 
Reference: 

Health Act 2007 
Regulation 19: Premises 
Standard 25: Physical Environment 

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

Timescale: 
 

Provider’s response: 
 
A draft copy of proposed plans for new changes has been 
forwarded to Chief Inspector. 
 
The new design will ensure the needs of residents will be met. 
 
I will provide sufficient number of toilets, wash-hand basins, 
baths and showers fitted with a hot and 0cold water supply, 
which will incorporate thermostatic control valves. 
 
I will provide a sufficient number of toilets which are designed to 
provide access for residents in wheelchairs. 
 

 
 
03/08/2012 
 
 
03/06/2013 
 
03/06/2012 
 
 
 
03/06/2013 
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New suitable storage and changing facilities will be provided         
for all staff. 
 
The size and layout of rooms will be suitable for the needs of all 
residents. 
 
All required support, equipment and facilities will be provided. 

03/06/2013 
 
 
03/06/2013 
 
 
03/06/2013 
 

 
6. The provider is failing to comply with a regulatory requirement in the 
following respect: 
 
All of the policies as required in Schedule 5 of the Regulations were not available 
such as provision of information to residents and temporary absence of residents. 
Some policies and procedures were not up to date to reflect changes in management 
and reporting relationships such as the admission and transfer of residents. 
 
Action required: 
 
Put in place all of the written and operational policies listed in Schedule 5 of the 
Regulations. 
 
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: 
 
Policies have been produced and updated to comply with 
Schedule 5. 
 
Provision of Information to Residents and CCTV policies currently 
being developed. 
 

 
 
03/08/2012 
 
 
30/10/2012 
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Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
The directors, management and staff of St. Gabriel’s remain committed to developing 
and improving the standards of care for our residents. 
 
 
Provider’s name:  Mr. PJ Murphy 
Date: 7 August 2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


