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Centre name: 

 
Sunhill Nursing Home 

 
Centre ID: 

 
0180 

Centre address: 
 
 

 
Blackhall Road 
 
Termonfeckin, County Louth 

 
Telephone number: 

 
041-9885200 

 
Email address: 

 
shane@sunhill.ie; elaine@sunhill.ie 

 
Type of centre: 

 
 Private           Voluntary           Public

Registered provider: 
 
Vincent and Jill McDonald Partnership T/A Sunhill 
Nursing Home 

 
Person authorised to act on 
behalf of the provider: 

 
 
Shane Kelly 

 
Person in charge: 

 
Elaine Moloney 

 
Date of inspection: 

 
25 September 2012 and 10 October 2012 

 
 
Time inspection took place: 

 
Day-1 Start: 10:35 hrs  Completion: 18:00 hrs
Day-2 Start: 09:40 hrs  Completion: 14:15 hrs

 
Lead inspector: 

 
Sonia McCague 

 
Support inspector: 

 
Sheila McKevitt 

Type of inspection:  Announced                  Unannounced 

Purpose of this inspection 
visit: 

 
 Follow-up inspection  

 
 
 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated centres for older people 
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About monitoring of compliance  
 
The purpose of regulation in relation to designated centres is to safeguard vulnerable 
people of any age who are receiving residential care services. Regulation provides 
assurance to the public that people living in a designated centre are receiving a 
service that meets the requirements of quality standards which are underpinned by 
regulations. This process also seeks to ensure that the health, wellbeing and quality 
of life of people in residential care is promoted and protected. Regulation also has an 
important role in driving continuous improvement so that residents have better, safer 
lives. 
 
The Health Information and Quality Authority has, among its functions under law, 
responsibility to regulate the quality of service provided in designated centres for 
children, dependent people and people with disabilities.  
 
Regulation has two aspects: 

 Registration: under section 46(1) of the Health Act 2007 any person carrying 
on the business of a designated centre can only do so if the centre is 
registered under this Act and the person is its registered provider.  

 Monitoring of compliance: the purpose of monitoring is to gather evidence on 
which to make judgments about the ongoing fitness of the registered provider 
and the provider’s compliance with the requirements and conditions of their 
registration. 

 
Monitoring inspections take place to assess continuing compliance with the 
regulations and standards. They can be announced or unannounced, at any time of 
day or night, and take place: 

 to monitor compliance with regulations and standards 
 following a change in circumstances; for example, following a notification to 

the Health Information and Quality Authority’s Social Services Inspectorate 
that a provider has appointed a new person in charge 

 arising from a number of events including information affecting the safety or 
well-being of residents 
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Summary of compliance with Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This inspection report sets out the findings of a monitoring inspection to: 
 

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

 
 address a specific issue based on information received 

 
The table below sets out the outcomes that were inspected against on this 
inspection.  
 
Outcome 1: Statement of Purpose   
Outcome 2: Contract for the Provision of Services 
Outcome 3: Suitable Person in Charge 
Outcome 4: Records and documentation to be kept at a designated centres  
Outcome 5: Absence of the person in charge  
Outcome 6: Safeguarding and Safety 
Outcome 7: Health and Safety and Risk Management 
Outcome 8: Medication Management 
Outcome 9: Notification of Incidents 
Outcome 10: Reviewing and improving the quality and safety of care 
Outcome 11: Health and Social Care Needs 
Outcome 12: Safe and Suitable Premises 
Outcome 13: Complaints procedures                 
Outcome 14: End of Life Care 
Outcome 15: Food and Nutrition 
Outcome 16: Residents’ Rights, Dignity and Consultation   
Outcome 17: Residents’ clothing and personal property and possessions 
Outcome 18: Suitable Staffing 
 
As a result of an unannounced out-of-hours inspection carried out 24 May 2012, 
immediate action was required by the provider and an immediate action plan was 
issued to the provider for response by 25 May 2012. Subsequent inspections were 
carried out 31 May 2012 and 8 June 2012 to monitor implementation of the providers 
response to the immediate action plan. A report outlining combined inspection 
findings was issued to the provider 11 June 2012 and a meeting with Vincent 
McDonald, Shane Kelly and Elaine Elaine Moloney was held on 16 June 2012 to 
discuss deliberate and significant breaches of the Health Act 2007 (Care and Welfare 
of Residents in Designated Centres for Older People) Regulations 2009.  
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Significant failings in regulatory compliance included the following:  
 admission of four residents into unregistered beds and bedrooms, exceeding 

the maximum number of registered numbers of residents to be maintained  
 failure to provide additional and appropriate staffing levels and skill mix  
 failure to provide complete staff records and relevant recruitment documents 

for persons working in the centre including evidence of professional 
qualifications and Garda Síochána vetting 

 lack of clinical governance, 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 

 failure to appropriately respond to the needs of residents 
 lack of efficient and effective means of communication  
 disregard for concerns raised 
 poor record keeping  
 lack of consultation with residents and their family or representatives 
 inadequate operational policies and practices to safeguard residents. 

 
The provider responded to the action plan on 21 June 2012 and submitted 
supporting information. On the basis of this information, the Chief Inspector of the 
Health Information and Quality Authority, Social Services Inspectorate granted 
registration for 66 residents with conditions. The provider subsequently made an 
application to vary a condition of registration to extend registered numbers of 
residents from 66 to 70.  
 
This inspection was announced and took place over two days. The purpose of this 
inspection was to follow up on the implementation of the required actions under 
Outcome 4, 6, 7, 8, 10, 11, 12, 13, 16 and 18 previously reported following 
inspections carried out up to 8 June 2012 together with  the provider and person in 
charge’s response of 21 June 2012 and subsequent submissions. In addition, 
Outcomes 1, 3, 5, 9 and 15 were included in this inspection. As part of the 
inspection, inspectors met with residents, relatives and staff members, observed 
practices and reviewed documentation such as assessments, care plans, medical 
records, incident/accident logs, policies and procedures and staff files. 
 
Inspectors found that while progress was made to develop and put in place systems 
to ensure the care and welfare of residents, further improvements are required to 
improve clinical governance to ensure residents safety. As a result, inspectors were 
unable to recommend an increase in resident numbers until appropriate staff training 
was completed and adequate systems were implemented and evaluated to ensure 
quality care, health promotion and clinical governance. 
 
Inspection findings on required improvements related to staff knowledge and 
education, reporting of incidents/accidents and maintenance of records to control 
risks are included in the action plan at the end of this report.  
 
 
 
 



Page 5 of 31 

Outcomes covered on inspection 
 
Theme: Governance, Leadership and Management 
Effective governance, leadership and management, in keeping with the size and 
complexity of the service, are fundamental prerequisites for the sustainable delivery 
of safe, effective person-centred care and support. 
 
Outcome 1: Statement of Purpose  
 
The amended/updated statement of purpose included all the requirements of 
Regulation 5 and Schedule 1 of the Regulations.  
 
Outcome 3: Suitable Person in Charge 
 
The person in charge is a registered general nurse who has experience of caring for 
older people, people with disabilities and psychiatric disorders. She has recently 
completed a FETAC Level 6 course in Gerontology and demonstrated that she has a 
good knowledge of the Regulations and the Standards. 
 
She has been the director of nursing for over three years. She facilitated the 
inspection process by providing documentation and information required. She told 
inspectors that she was committed to the delivery of good quality care to residents 
and acknowledged that she and her team had learned from the past inspections and 
had identified areas of improvement including the need to be supported by two 
clinical nurse managers. She added that additional support staff were now in place 
and further staff recruitment and additional staff supervision would be ongoing. She 
said she would seek assistance from the general manager/provider to do so.  
 
The provider and person in charge’s ability to provide safe and suitable care to 
residents will be monitored to ensure effective governance, leadership and 
management are maintained in keeping with the size and stated purpose of the 
service. 
 
Outcome 4: Records and documentation to be kept at a designated centre. 
 
This requirement from the previous inspection remained outstanding and findings are 
reported in the next section entitled actions reviewed on inspection. 
 
Outcome 5: Absence of the person in charge 
 
The management structure consists of a General Manager, Shane Kelly, who is the 
nominated person authorised to act on behalf of the provider. He is a registered 
nurse and is based onsite Monday to Friday.  
 
The person in  charge, Elaine Molony, is the Director of Nursing who reports to 
Shane Kelly. The general manager confirmed the provision of two new clinical nurse 
managers (CNM’s) whom are now in place and which is recorded in the updated 
statement of purpose received on 25 September 2012.  
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At the time of this inspection CNM Susan Smith was on leave. Siobhan Carroll, who 
has worked in the centre since May 2010, was recently appointed as CNM to support 
the person in charge and manage the centre in her absence.  
 
The person in charge informed inspectors that she would be on leave from 11 
October 2012 for two weeks. The general manager told inspectors that he would 
support Siobhan Carroll with the responsibilities of the person in charge and assist to 
deputise. All other staff report to and support the person in charge/deputy. 
 
The management team and staff gave a commitment to implement required 
improvements outlined on inspection to meet the requirements of the Regulations. 
 
Theme: Safe care and support  
Safe care and support recognises that the safety of service users is paramount. A 
service focused on safe care and support is continually looking for ways to be more 
reliable and to improve the quality and safety of the service it delivers.  
In a safe service, a focus on quality and safety improvement becomes part of a 
service-wide culture and is embedded in the service’s daily practices and processes 
rather than being viewed or undertaken as a separate activity. 
To achieve a culture of quality and safety everyone in the service has a responsibility 
to identify and manage risk and use evidence-based decision-making to maximise the 
safety outcomes for service users. 
 
Outcome 6: Safeguarding and Safety 
 
This requirement from the previous inspection is reported in the next section entitled 
actions reviewed on inspection. 
 
Outcome 7: Health and Safety and Risk Management 
 
This requirement from the previous inspection remained outstanding and findings are 
reported in the next section entitled actions reviewed on inspection. 
 
Outcome 8: Medication Management 
 
Aspects of this requirement from the previous inspection remained outstanding and 
findings are reported in the next section entitled actions reviewed on inspection. 
 
Outcome 9: Notification of Incidents 
 
A record of all incidents occurring in the designated centre had not been notified to 
the Chief Inspector as required. Incidents of pressure ulcers, cuts, lacerations, 
bumps, hospital admission/transfer since the last inspection had not been reported to 
the authority. However, since this inspection, a number of notifications have been 
retrospectively submitted and provided.  
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Theme: Effective care and support 
The fundamental principle of effective care and support is that it consistently delivers 
the best achievable outcomes for people using a service within the context of that 
service and resources available to it. This is achieved by using best available national 
and international evidence and ongoing evaluation of service-user outcomes to 
determine the effectiveness of the design and delivery of care and support. How this 
care and support is designed and delivered should meet service users’ assessed needs 
in a timely manner, while balancing the needs of other service users. 
 
Outcome 10: Reviewing and improving the quality and safety of care 
 
This was a requirement from the previous inspection. Findings are reported in the 
next section entitled actions reviewed on inspection. 
 
Outcome 11: Health and Social Care Needs 
 
This requirement from the previous inspection remained outstanding and findings are 
reported in the next section entitled actions reviewed on inspection. 
 
Outcome 12: Safe and Suitable Premises 
 
This requirement was completed and findings are reported in the next section 
entitled actions reviewed on inspection. 
 
Theme: Person-centred care and support 
Person-centred care and support has service users at the centre of all that the service 
does. It does this by advocating for the needs of service users, protecting their rights, 
respecting their values, preferences and diversity and actively involving them in the 
provision of care. Person-centred care and support promotes kindness, consideration 
and respect for service users’ dignity, privacy and autonomy.  
 
Outcome 13: Complaints procedures                 
 
This requirement reported in the previous inspection requires follow up on the next 
inspection. Findings are reported in the next section entitled actions reviewed on 
inspection. 
 
Outcome 15: Food and Nutrition 
 
A printed Menu was available and displayed offering choice and variety. Drinks and 
snacks were accessible and staff were available to support residents requiring 
assistance with eating and drinking. Accessibility to a nutritionist was available and 
resident’s weights were monitored regularly to identify changes and needs. 
Supplement drinks/feeds were available to residents as prescribed. 
 
Outcome 16: Residents’ Rights, Dignity and Consultation   
 
This requirement is reported in the next section entitled actions reviewed on 
inspection. 
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Theme: Workforce 
The workforce providing a health and social care and support service consists of all the 
people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality, person-centred and safe service. Service providers must be 
able to assure the public, service users and their workforce that everyone working in 
the service is contributing to a high quality safe service. 
 
Outcome 18: Suitable Staffing 
 
This requirement from the previous inspection was partly addressed. Findings are 
reported in the next section entitled actions reviewed on inspection. 
 
Actions reviewed on inspection: 
 
Theme: Governance, Leadership and Management 
 
Outcome 4: Records and documentation to be kept at a designated centre 
 
Action required from previous inspection:  
 
Maintain, in a safe and accessible place, a record of the medical, nursing and where 
appropriate, psychiatric condition in respect of each resident at the time of 
admission.  
 
Complete, and maintain in a safe and accessible place, an adequate nursing record 
of each resident’s health and condition and treatment given, on a daily basis, signed 
and dated by the nurse on duty in accordance with any relevant professional 
guidelines.  
 
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.  
 
Maintain, in a safe and accessible place, a record of any occasion on which restraint 
is used, the nature of the restraint and its duration, in respect of each resident.  
 
Maintain, in a safe and accessible place, a record of any medication errors or adverse 
reactions in relation to each resident.  
 
Retain records under Regulation 25 (Medical Records) for a period of not less than 
seven years after the resident to whom they relate ceases to be resident in the 
designated centre.  
 
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) in a manner so to ensure completeness, accuracy and 
ease of retrieval. 
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Keep the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) up-to-date and in good order and in a safe and secure 
place.  
 
Make the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) available to the resident to whom the records refer and 
made available at all times for inspection and monitoring purposes under the Act. 
 
Put in place written policies and procedures relating to the creation of, access to, 
retention of and destruction of records. 
 
Retain the records under Regulation 22 for a period of not less than seven years 
after the resident to whom they relate ceases to be resident in the home. 
 
Maintain all documentation of inspections relating to food safety, health and safety 
and fire inspections in the designated centre. 
 
 
This action was partly addressed and further improvement is required and an action 
has been restated at the end of this report. 
 
Areas that had been progressed included the following: 

 investigation and appraisal of staff performance was recorded as carried out  
 care notes, handover information and resident records were kept in a safe 

place and out of view 
 duty rosters were completed to include all staff and others working in/at the 

centre 
 night nursing staff were in the main completing their night report for residents 

near/at the end of the shift. 
 
Areas that had been partly addressed were as follows: 

 resident records were not completed to ensure accuracy and completeness in 
accordance with professional guidelines for recording clinical practice  

 drug dose frequency was not consistently completed or included in resident 
prescription 

 medical records and practice in relation to the nature, duration and review of 
restraints was insufficient and not in line with current and relevant 
professional guidelines. Inspectors found insufficient assessment, recording, 
reporting and understanding among staff of what constitutes restraint and 
what constitutes an enabler. Therefore, the assessment, nature and duration 
of the restraint, in respect of each resident was not clearly understood or 
recorded to promote best practice.  

 
While some work had progressed, more is required to ensure all records are 
accurate, complete and maintained in line with professional guidelines and available 
within the designated centre in accordance with the Regulations.  
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Theme: Safe care and support  
 
Outcome 6: Safeguarding and safety 
 
Action required from previous inspection:  
 
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. 
 
Provide a high standard of evidence-based nursing practice. 
 
Provide opportunities for each resident to participate in activities appropriate to 
his/her interests and capacities. 
 
 
This required action had progressed in that the person in charge and deputy now 
carried out pre-admission dependency assessments of potential resident’s needs to 
determine if they had the necessary resources available within the centre to provide 
suitable and sufficient care. The person in charge gave an example of one person 
whose admission was declined due to deciding they were unable to meet the high 
dependency needs identified in a pre-admission assessment. The clinical nurse 
manager gave another example of a current resident who she had carried out a pre-
admission assessment on with the person in charge resulting in the offer of a place 
having determined they had adequate resources to meet the persons current 
dependency needs.  
 
Additional staff hours have increased since the last inspection enabling resident’s 
timely access to staff and appropriate supervision of care delivered, particularly at 
busy periods. Residents who spoke with inspectors said they were satisfied that 
improvements had come about since the previous inspection. During the last 
inspection, two nurses administered medication while care attendants delivered 
direct care to residents. In response to the required action, the provider has put in 
place three nurses during medication administration periods that include from 8pm to 
10pm that involve lengthy medication administration rounds. The arrangement now 
in place is that while two nurses administer medication, the third nurse assists and 
supervises care attendants practice. This means a nurse supervises five care 
attendants from 8pm to 10pm in delivering care.  
 
Inspectors noted that the call bell noise levels and frequency had reduced 
significantly. Staff response to residents was timely and their means of 
communication between each other had improved. Communication between staff 
was found to be suitable, controlled and carried out in an organised manner resulting 
in better outcomes for residents. Communications systems were enhanced by the 
assistance of walkie-talkies and personal bleeps linked to the call bell system. Staff 
members communicated more efficiently with each other could seek assistance and 
locate staff members within a reasonable time and personal bleeps carried by staff 
identified residents seeking assistance by using their call bells and if they were 
attended to. Audits of staff response to call bells carried out by the person in charge 
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were maintained on a monthly basis and indicated a reduction in resident waiting 
times since the last inspection.  
   
Outcome 7: Health and safety and risk management  
 
Action required from previous inspection:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
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.  
  
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 
 
These actions were partly addressed. 
 
Risks identified in previous inspections were primarily associated with inadequate 
staffing levels and skill mix available to the number of dependent persons. The 
provider and person in charge have since recruited staff and put in place additional 
direct care hours to support resident needs and to reduce the risk of harm and 
accidents to residents in the centre.  
 
Inspectors found staffing levels for 66 residents were adequate on the days of 
inspection. Based on information provided and outlined in staffing plans and rosters, 
sufficient staff ratios were in place at this time. The general manager and person in 
charge informed inspectors that additional staff hours would be put in place if 
dependencies and resident numbers increased. An on call/agency arrangement was 
described as available in the event of staff shortage at short notice. 
 
Measures to control identified risks had been progressed and measures were put in 
place to prevent accidents to residents. Further improvements to prevent 
incidents/accidents such as use of alarm systems to alert staff to residents 
considered at risk when unsupervised was under consideration.  
 
Since the previous inspection, the provider and person in charge have put in place 
systems to address the required actions that prioritise the safety of residents and 
include the following: 

 care staff receive handover that includes the total number of residents in the 
centre. Care staff who spoke with inspectors knew how many residents were 
in the centre and those attending day centres or in hospital 

 staff knew the whereabouts of other staff on duty and were seen to 
communicate efficiently when required during the course of this inspection 

 staff were visible in all parts of the centre 
 arrangements to denote/delegate responsibility for the operation of the centre 

and organisation of staff during out-of-office hours and night shift has been 
put in place and were identified on the available roster 
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 handover from day to night staff now included information on all residents 
 staff were familiar with residents and aware of their general care needs 
 the volume from ringing call bells had been turned down/reduced and was 

managed via a bleep system. This improved resident access to staff and was 
less likely to disturb residents resting day or night  

 two additional care attendant night staff (totalling four care attendants and 
two nurses) were now in place to respond to calls and assist in maintaining 
residents needs 

 during the course of this inspection the drug trolleys were stored safely and 
locked when not in use  

 inspectors were informed that no residents displayed exit seeking behavior 
and no incident records were noted. 
 

However, despite progress to date and measures undertaken and put in place, 
inspectors found insufficient evidence in relation to the following care and welfare 
aspects to demonstrate safe and appropriate management of clinical risks: 

 assessment, recording, reporting and staff understanding of what constitutes 
pressure sores/ulcers, wound assessment and management was poor 

 incidents of pressure ulcers, cuts, lacerations, bumps, hospital 
admission/transfer were not reported to the authority or appropriately risk 
assessed 

 clinical assessments in continence, restraint and mobility were not specific and 
incomplete in a sample reviewed. Incident reporting records were incomplete 
resulting in care plans being none specific in indentifying current interventions 
or evaluation 

 insufficient assessment, recording, reporting and staff understanding of what 
constitutes restraint or an enabler was found. Practice and use of restraint 
was poorly documented. Incomplete records on restraint conflicted with the 
available policy and best practice guidelines 

 variance between medication management practice involving a newly 
recruited staff nurse and the centres policy/best practice was found. As 
reported under the next outcome, drug frequency was omitted in a number of 
medication kardexs signed by doctors and processed by the pharmacist 

 inspectors were made aware that on occasion, residents had called 999 for 
medical assistance and one residents representative contacted the GP surgery 
on behalf of a resident following an incident occurring in the centre five days 
previously. Inspectors were informed by staff that an arrangement was in 
place for the GP to attend the centre on a set day each week and that medical 
access outside of this arrangement was limited, which may result in delayed 
treatment and appropriate healthcare.  

 
Education and training in the area of pressure sore/ulcer prevention, use of restraint 
and access to timely and appropriate healthcare to reduce risk were identified as key 
elements in the management of clinical risk. Examples were shared with the general 
manager, person in charge and deputy during inspection. 
 
The general manager said he would meet with staff and residents/relatives to ensure 
no ambiguity existed regarding access to GP and medical services. The general 
manager said he would undertake a review of judgements and decisions made 
regarding nurses decisions around contacting resident’s GP following incidents.  
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The purpose and use of audit tools and records was discussed with management 
during the course of inspections. While information had been gathered, there was 
insufficient analysis for the purpose of making decisions to demonstrate appropriate 
care and outcomes, or for the purpose of generating alerts if the resident’s condition 
and action taken gave cause for concern. 
 
Management agreed that they would continue to develop analysis and complete 
appropriate audit tools to gather relevant information for evaluating care and 
influence further support/care needs. Consideration was required regarding the 
degree to which the risk of an intervention, action or omission is taken in the best 
interest for each resident.  
 
Inspectors provided examples and feedback to the general manager, person in 
charge and deputy in the above areas where further improvement and development 
was required.  
 
Outcome 8: Medication management 
 
Action required from previous inspection: 
 
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. 
 
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 action was partly addressed. 
 
While the storage of medication and management of drug trolleys during 
administration was safe and suitable, inspectors found that all nursing staff did not 
demonstrate an adequate understanding of appropriate medication management, 
professional guidelines and regulatory requirements. 
 
The person in charge informed inspectors that since the previous inspection 
medication management competency assessments were completed with the nurse on 
duty during the last inspection and recently appointed nurses. Records confirming 
this were in staff files. The person in charge informed inspectors that a pharmacist 
meets with and explains the medication ordering, packaging and storing with nurses. 
Records including this information were in staff files. However, records had not been 
counter signed by the pharmacist. 
 
Induction of new nurses included medication management and reference to relevant 
policies. However, inspectors found that one recently appointed nurse did not follow 
policy guidelines prior to the administration of a skin cream. Nurses did not have 
evidence of a prescription/fax instruction prior to application. In addition, drug dose 
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frequency was not consistently included in resident’s prescription charts despite 
being highlighted previously to the management team. 
  

Theme: Effective care and support 
 
Outcome 10: Reviewing and improving the quality and safety of care  
 
Action required from previous inspection:  
 
Establish and maintain a system for reviewing the quality and safety of care provided 
to, and the quality of life of, residents in the designated centre at appropriate 
intervals. 
 
Establish and maintain a system for improving the quality of care provided at, and 
the quality of life of residents in, the designated centre. 
 
Make a report in respect of any review conducted by the registered provider for the 
purposes of Regulation 35(1), and make a copy of the report available to residents 
and, if requested, to the Chief Inspector. 
 
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. 
 
 
This action was progressed. Outstanding improvements are reported under Outcome 
7.  

 
Systems for improving the quality of care provided, and the quality of life of residents 
in, the designated centre such as satisfaction surveys have been established and 
records were maintained and available. However, clinical data/information collected 
were not used in a way that identified trends to enhance the delivery of a modern 
safe and effective health and social care system. It was unclear whether information 
gathered was being used to deliver care, evaluate or make clinical decisions for 
quality improvement or for planning. This was explained to the management team 
on 25 September 2012. Since then the provider, person in charge and deputy have 
identified areas for improvement and developed summary/audit documents that 
includes summary information  on admission/transfer/discharge and some items 
outlined in the Authority's Standards.   
 
Quality improvement activity by way of clinical and quality audits has been identified. 
The general manager said that plans to modify and put in place systems to collect 
and audit information that will identify trends and measure outcomes for residents 
was under consideration. 
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Outcome 11: Health and social care needs 
 
Action required from previous inspection:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Make each resident’s care plan available to each resident. 
 
Keep each resident’s care plan under formal view as required by the resident’s 
changing needs or circumstances as and no less frequent than at 3-monthly 
intervals. 
 
Revise each resident’s care plan, after consultation with him/her. 
 
Notify each resident of any review of his/her care plan. 
 
 
This action had not been satisfactorily addressed. 
 
Residents’ assessments, care plans and records were not adequately completed or 
updated to reflect changing needs individual to them.  
 
There was insufficient evidence to demonstrate that resident’s needs were set out in 
an individual care plan developed and agreed with each resident and little evidence 
was found in care plan records to confirm they were complete and reviewed as 
required by resident’s following changing needs or circumstances.  
 
Records reviewed did not reflect that care plans were discussed, agreed and drawn 
up with the involvement of the resident and/or his/her representative.  
 
Outcome 12: Safe and suitable premises 
 
Action required from previous inspection:  
 
Ensure that the maximum number of residents and the maximum number of 
residents accommodated in shared rooms in the designated centre does not exceed 
the number for which the designated centre is registered by the Chief Inspector. 
 
Ensure that the maximum number of residents does not exceed the number for 
which the designated centre is registered by the Chief Inspector. 
 
 
This requirement was addressed since the last inspection.  
 
There were 66 residents during inspection. Inspectors were informed by 
management that the maximum number of residents had not exceeded 66 which is 
the number for which the designated centre is registered by the Chief Inspector. The 
register of residents was reviewed by inspectors which confirmed this. 
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Theme: Person-centred care and support                                                              
 
Outcome 13: Complaints procedures 
 
Action required from previous inspection:  
 
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.  
 
Ensure the complaints procedure contains an independent appeals process, the 
operation of which is included in the designated centre’s policies and procedures.  
 
Make each resident aware of the complaints procedure as soon as is practicable after 
admission. 
 
Display the complaints procedure in a prominent position in the designated centre. 
 
Make available a nominated person in the designated centre to deal with all 
complaints. 
 
Investigate all complaints promptly. 
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
Inform complainants promptly of the outcome of their complaints and details of the 
appeals process. 
 
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. 
 
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).  
 
Ensure that any resident who has made a complaint is not adversely affected by 
reason of the complaint having been made. 
 
Retain records kept under Regulation 39 for a period of not less than seven years 
after the complaint has been investigated and the complainant is informed of the 
outcome of, and of the outcome of any appeal arising from, an investigation, or 
seven years after the resident(s) to whom they relate cease(s) to be resident in the 
home, whichever is the longer. 
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Inspectors were unable to determine if this requirement was completed at this time. 
 
The general manager and person in charge informed inspectors that no complaints 
were received or recorded/reported since the last inspection. Systems and reporting 
/recording of expressions of dissatisfaction had been reviewed and are to be included 
in resident’s records/files. A complaints policy was in place and displayed in reception 
and residents and relatives spoken with knew who to raise concerns with.  
 
The management of complaints will require further consideration in subsequent 
inspections to determine if they are appropriately responded to, recorded including 
results of investigations to demonstrate that sufficient actions are taken on foot of a 
complaint and that measures are fully and properly recorded with a concluding 
outcome. 
 
Outcome 16: Residents’ rights, dignity and consultation 
 
Action required from previous inspection:  
 
Provide each resident with the freedom to exercise choice to the extent that such 
freedom does not infringe on the rights of other residents.  
 
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private. 
 
Put in place adequate arrangements to ensure the operations of the designated 
centre are conducted with due regard to the sex, cultural and linguistic background, 
and any disability of residents. 
 
Ensure that each resident is free to communicate at all times, having regard to 
his/her, and other residents’, wellbeing, safety and health. 
 
Put in place written operational policies and procedures on communication. 
 
Put in place practices that facilitate and encourage each resident to communicate. 
 
 
This action had been addressed. 
 
Arrangements have been put in place to include residents in the operations of the 
designated centre. Communication practices were improved and the policy updated 
to reflect same. 
 
The delivery of care and staffing arrangements in place during this inspection was 
found to provide residents with choice in activities of daily living, including personal 
hygiene, elimination, eating and drinking and activities.  
 
All residents interviewed indicated that they had privacy in all aspects of personal 
care, which was observed by inspectors. The manner in which residents were 
addressed by staff was appropriate and respectful. Staff knocked before entering 
residents’ bedrooms, waited for permission before entering and screens were used in 
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shared rooms to ensure that privacy and dignity was maintained. Residents were 
dressed well and according to their individual choice. Residents in bed were seen to 
be appropriately dressed and shielded to protect their privacy and dignity. 
 
Residents meetings were facilitated, minuted and records were available. Frequency 
of residents meetings was to be reviewed in accordance with the statement of 
purpose. 
 

Theme: Workforce 
 
Outcome 18: Suitable staffing 
 
Action required from previous inspection:  
 
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.  
 
Ensure that an appropriately qualified registered nurse is on duty and in charge of 
the designated centre at all times, and ensure a record is maintained. 
 
Maintain a planned and actual staff rota, showing staff on duty at any time during 
the day and night. 
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
Make staff members aware, commensurate with their role, of the provisions of the 
Health Act 2007, the Regulations, the statement of purpose and any policies and 
procedures dealing with the general welfare and protection of residents. 
 
Make a copy of the Health Act 2007 and the Regulations to all staff in the designated 
centre. 
 
Ensure the qualifications and a copy of the certificate of current registration of each 
member of nursing staff is available in the centre. 
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory 
information and documents specified in Schedule 2 of the Regulations have been 
obtained in respect of each person. 
 
 
This action was partly addressed. 
 
Inspectors were satisfied with the numbers and skill mix of staff on duty during the 
inspection for 66 residents. Inspectors were not satisfied that all staff were 
competent to provide care in accordance with contemporary evidence-based nursing. 
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An application was received since the last inspection to increase resident’s numbers 
to 70. The management had recruited a number of staff that increased staff skill mix 
and staff levels. An appraisal system was in place and arrangements for staff 
supervision and training was ongoing. A review of staffing ratios and resident 
dependency was undertaken and further reviews are required to support 
increase/additional residents and/or increases in dependencies. 
 
Dependency levels/scores using a modified dependency tool on previous inspections 
were reported as follows: 
 
Dependency level of 
current residents  

Max High Medium Low 

 
24 May 2012 
70 residents 

 
28 
 

 
17 
 

 
15 
 

 
10 
 

 
Dependency level of 
current residents 

Max    
(total and 
severe) 

High 
(moderate) 

Medium 
(mild) 

Low 
(minimal) 

 
31 May 2012 
67 residents 

 
37  
 

 
15  
 

 
9  
 

 
6  
 

 
Dependency levels/scores using a modified dependency tool on the first day of this 
inspection was reported as follows: 
 
Dependency level of 
current residents 

Max    
(total and 
severe) 

High 
(moderate) 

Medium 
(mild) 

Low 
(minimal) 

 
25 September 2012 
66 residents 

 
33* 

 
17 

 
10 

 
6 

 
* 24 (total) and 9 (severe) 
 
The general manager and person in charge reported a reduction in dependency 
levels since the last inspection and told inspectors that staffing levels and skill mix 
would be increased and adjusted according to dependency levels that are reassessed 
monthly or sooner in association with residents needs. They also confirmed that the 
person in charge or deputy had responsibility to carry out all pre-admission 
assessments to determine needs of potential residents and available resources which 
would include consideration of existing skill mix, staff competency and experience. 
The person in charge and or deputy were rostered daily from 7.30am to 4pm and a 
delegated nurse in charge are identified on the roster to cover other times of the 24 
hour period. 
  
Staffing levels on duty on 25 September 2012 demonstrated an increase in staffing. 
A subsequent staffing plan, provided on 1 October 2012, showed that a minimum of 
three nurses were to be on duty seven days per week/daily between 8am and 4pm,  
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two nurses between 4pm and 8pm, three nurses on duty 8pm to 10pm and two 
nurses on duty from 10pm to 8am. Staff and residents who spoke with inspectors 
reported adequate staffing at this time while  staff acknowledged reduced 
dependencies and four vacant beds awaiting registration.  
 
The staffing plan provided on 1 October 2012 also showed care attendants staffing 
levels for 66 residents as follows: 

 11 from 7.45am to 1.45pm  
 8   from 1.45pm 4pm     
 9   from 4pm to 7.45pm 
 5   from 7.45pm to 10pm    
 4   from 10pm to 7.45am.  

 
The staffing plan also included an activities coordinator Monday to Saturday with 
support staff of up to four catering personnel, receptionist and cleaning staff working 
seven days per week. Administration and maintenance staff worked a five day week. 
Other improvements found included the availability of planned and actual staff rota, 
showing hours of duty during the day or night, including all persons working in the 
centre. 
 
A system was in place to obtain documents related to Schedule 2 of the Regulations 
in respect of each person working in/at the designated centre including evidence of 
nurse’s professional registration. Supervision and support for staff and those working 
in the designated centre had improved as a result of appropriate and collective staff 
handover arrangement. Records confirmed completion of induction and staff 
reported assignment to an experienced staff member during induction.  
 
Staff described their roles and responsibilities and were able to explain these to 
inspectors. The management structure and reporting relationships now in place were 
clearly understood. As reported earlier and in Outcome 7, 8 and 9, staff required 
education, training, supervision and development in aspects of residents care related 
to pressure ulcer prevention, detection and management, use of restraint, recording, 
reporting, referring, review and evaluation of incidents such as falls and fall 
management, recording clinical practice and medication management in order to 
provide evidence-based practice in accordance with professional and national 
guidelines and legislation. 
 
Report compiled by: 
 
Sonia McCague 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
16 October 2012 
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Provider’s response to inspection report ∗ 
 

 
Centre Name: 

 
Sunhill Nursing Home 

 
Centre ID:  

 
0180 

 
Date of inspection: 

 
25 September 2012 and 10 October 2012 

 
Date of response: 

 
2 November 2012 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care settings for Older People in Ireland. 
 
Theme: Governance, Leadership and Management 
 
Outcome 4: Records and documentation to be kept at a designated centre 
The provider and person in charge are failing to comply with a regulatory 
requirement in the following respect:  
 
Records were not maintained to ensure accuracy and completeness in line with 
professional guidelines.  
 
Drug dose frequency was not consistently completed or included in resident 
prescription. 
 
Medical records and practice in relation to the nature, duration and review of 
restraints was insufficient and not in line with current and relevant professional 
guidelines.  
 
Clinical assessments in continence, pressure sores/ulcers, wounds, use of restraint 
and mobility status were incomplete. 
 

                                                 
∗ 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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Insufficient assessment, recording, reporting and understanding among staff of what 
constitute restraints and what constitute an enabler was found. Therefore, the 
assessment, nature and duration of the restraint, in respect of each resident was not 
clearly understood or recorded to promote best practice.  
 
Action required:  
 
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) 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) up-to-date and in good order and in a safe and secure 
place.  
 
Action required:  
 
Make the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) available to the resident to whom the records refer and 
made available at all times for inspection and monitoring purposes under the Act. 
 
Reference:  

Health Act, 2007 
                 Regulation 22: Maintenance of Records 
                 Standard 32: Register and Residents’ Records 

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

Timescale: 
 

Provider and Person in Charge’s response: 
 
Nursing records on each resident are completed on the 
computerised care plan system at Sunhill. This is supplemented 
with a paper medical record, which also contains letters from 
outside agencies and visits from other professionals. There is a 
system in place for auditing care plans randomly to ensure all 
elements are complete.  
 
As discussed with inspectors, a new Nursing Home Prescription 
sheet that was being trialled at Sunhill. The frequency was 
highlighted as specific times rather than OD, BD, etc. However, 
the inspectors requirement has been taken on board and this is 
now included in the Nursing Home Prescription sheet. All 
Prescription Sheets are counter signed by the GP and original 
prescriptions are available. 
 

 
 
15/10/2012 and 
ongoing 
 
 
 
 
 
trial commenced 
24/09/2012 
and ongoing 
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All residents requiring the use of any form of restraint at Sunhiill 
have an assessment completed, consent is obtained, reviewed 
by the GP and signed in the medical notes. All information in 
regards to restraints used are maintained in a Restraint Register 
and this is reviewed and a weekly audit completed. The only 
restraints currently used at Sunhill are bedside rails. 
 
All clinical assessments are completed on the computerised care 
plan system. They are reviewed at a minimal three-monthly, or 
as the residents condition changes. These assessments are 
included in the random care plan weekly audit.  
 
All Nurses have been updated on the changes to our Restraint 
versus Enabler practices. And have been updated on the 
changes in policy. 
 
All residents records are maintained on the computerised care 
plan system with supplementary medical file. Care files are now 
randomly audited on a weekly basis to ensure that all required 
elements of Schedule 3 are complete. These files are secured 
and can be accessed only via password protected login. 
 
All residents records are maintained on the computerised care 
plan system. Records are completed on admission, and updated 
daily by Nurses. The storage system behind the nurses’ station 
containing medical records are now kept locked. 
 
All nursing documentation is available to the resident on their 
request. We have provided this to residents on their request in 
the past. All records are available for inspection on site. 
 

15/10/2012 and 
ongoing 
 
 
 
 
 
15/10/2012 and 
ongoing 
 
 
 
20/08/2012 
 
 
 
15/10/2012 and 
ongoing 
 
 
 
 
25/09/2012 
 
 
 
 
Complete 
 

 
Theme: Safe care and support  
 
Outcome 7: Health and safety and risk management  
The provider and person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
Insufficient evidence was found to demonstrate safe and appropriate arrangements 
in place for the identification, recording, investigation and learning from incidents and 
events. 
Health and safety risks for residents included the following: 

 assessment, recording, reporting and staff understanding of what  constitutes 
pressure sores/ulcers, wound assessment and management was poor 

 incidents of pressure ulcers, cuts, lacerations, bumps, hospital 
admission/transfer were not reported to the authority or appropriately risk 
assessed 

 clinical assessments in continence, restraint and mobility were not specific and 
incomplete in a sample reviewed, and incident reporting records were 
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incomplete resulting in care plans being none specific in indentifying current 
interventions or evaluation 

 insufficient assessment, recording, reporting and staff understanding of what 
constitute restraint or an enabler was found. Practice and use of restraint was 
poorly documented. Incomplete records on restraint conflicted with the 
available policy and best practice guidelines 

 variance between medication management practice involving a recently 
recruited staff nurse and the centres policy/best practice was found. Drug 
dose frequency was omitted in a number of medication kardexs that were 
signed by doctors and processed by the pharmacist 

 medical access was considered limited by some staff which may result in 
delayed treatment and timely access to appropriate healthcare. 

 
Action required:  
 
Put in place a comprehensive written risk management policy that is implemented 
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 covers the arrangements for the identification, 
recording, investigation and learning from serious or untoward incidents or adverse 
events involving residents.  
 
Action required:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated 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 incident/accidents are recorded on computerised care plan 
system. These are reviewed by the PIC/CNM and are audited 
monthly. Immediate actions are recorded on the form itself with 
learning outcomes reviewed at the monthly risk management 

 
 
Monthly and 
ongoing 
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meetings. 
 
All nursing staff have completed wound management training 
from an independent Tissue Viability Nurse. Records of this 
training were forwarded to the inspectorate. Care staff also 
attended training in relation to their role in reporting any 
changes to skin integrity. 
 
All required NF03 forms have been submitted to the 
inspectorate in relation to any incidents. These will be submitted 
in the required timeframe in future. 
 
Continence assessments are completed on the computerised 
care plan system with any continence product requirement 
detailed within the resident’s assessment and care plan. 
Assessments and corresponding care plans, where required, are 
now audited randomly on a weekly basis to ensure that records 
are complete.  
 
Restraint/Enabler policy and procedure have been updated. All 
Nurses have been updated on the changes in policy. Nurses 
complete assessments on the computerised care plan system 
with all associated documentation including consent. All 
residents requiring the use of any form of restraint at Sunhiill 
have an assessment completed, consent is obtained, reviewed 
by the GP and signed in the medical notes. All information in 
regards to restraints used are maintained in a Restraint Register 
and this is reviewed and a weekly audit completed. 
 
The newly recruited nurse has been updated on the medication 
management policy. The corresponding GMS prescription for the 
cream was delivered to the centre the same day. All nurses 
have completed the ABA medication competency assessment as 
well as the in house medication management training. As 
discussed with Inspectors a new Nursing Home Prescription 
sheet was being trialled at Sunhill. The frequency was 
highlighted as specific times rather than OD, BD, etc. However, 
the inspectors requirement has been taken on board and this is 
now included in the Nursing Home Prescription sheet. All 
Prescription Sheets are counter signed by the GP and original 
prescriptions are available. 
 
There is an excellent relationship between Sunhill and its GPs 
services. All GP's are available to Residents when requested. 
Out of hours services are covered by the NEDOC on call service. 
We have not had an occasion where we requested a GP to 
attend where they have not done so. Nurses use their 
professional judgement in deciding what conditions need an 
immediate response from a GP and what can be followed up 

 
 
19/10/2012 
 
 
 
 
 
Ongoing 
 
 
 
15/10/2012 
 
 
 
 
 
 
10/10/2012 
 
 
 
 
 
 
 
 
 
24/09/2012 and 
ongoing trial 
ABA med  
30/12/2012 
 
 
 
 
 
 
 
 
 
Ongoing 
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routinely. All nurses have been reminded to document 
professional judgements in relation to contacting GP's.  
 
There is a comprehensive Risk Management policy in place at 
Sunhill, this is supported by a number of documents including, 
medication management policy, safety statement, falls risk 
policy, moving and handling policy. The monthly risk 
management meeting highlights all areas where risk has 
occurred with immediate and follow-up measures required 
 
There is a risk assessment register for the entire building which 
examines risks for each specific area within the building. 
 
Accident/incident reports are maintained for all incidents related 
to residents, staff, visitors, equipment. these are reviewed by 
the PIC within 48 hrs with the appropriate interventions taken 
that are further reviewed at the risk management meeting 
monthly to ensure that learning opportunities are identified and 
acted upon.  
 
A risk assessment document is in place for all areas of Sunhill, 
including the exterior areas and grounds. There is a full time 
maintenance man in place who maintains all areas in a safe 
manner. All staff have a responsibility to report immediately any 
defects or areas of risk immediately.  
 

 
 
 
Monthly and 
ongoing 
 
 
 
 
 
August 2012 
 
 
Monthly and 
ongoing 
 
 
 
 
 
Ongoing 
 

 
Outcome 9: Notification of incidents 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
A record of all incidents occurring in the designated centre had not been notified to 
the Chief Inspector as required.  
 
Incidents of pressure ulcers, cuts, lacerations, bumps sustained by residents and 
hospital admission or transfer since the last inspection had not been reported to the 
authority as required. 
 
Action required:  
 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of any serious injury to a resident. 
 
Reference:  

Health Act, 2007 
                 Regulation: 36: Notification of Incidents 
                 Standard 29: Management Systems  

Standard 30: Quality Assurance and Continuous Improvement 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All notifications have been forwarded to the Chief Inspector. 
 
All notifications have been forwarded to the chief inspector 
 
All notifications are currently and will continue to be, notified to 
the chief inspector. 
 

 
 
11/10/2012 
 
11/10/2012 
 
11/10/2012 
 

 
Theme: Effective care and support 
 
Outcome 11: Health and social care needs 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Insufficient assessment, recording, reporting and understanding among staff of what 
constitute restraints and what constitute an enabler. Therefore, the assessment, 
nature and duration of the restraint, in respect of each resident was not clearly 
understood or recorded to promote best practice.  
 
Residents’ assessments, care plans and records were not adequately completed or 
updated to reflect changing needs individual to them.  
 
There was insufficient evidence to demonstrate that resident’s needs were set out in 
an individual care plan developed and agreed with each resident and little evidence 
was found in care plan records to confirm they were complete and reviewed as 
required by resident’s following changing needs or circumstances. 
 
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. 
 
Action required:  
 
Provide appropriate medical care by a medical practitioner of the residents’ choice or 
acceptable to the residents. 
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Reference:  
Health Act, 2007 

                 Regulation 6: General Welfare and Protection 
                 Standard 13: Health Care 
                 Standard 18: Routines and Expectations 

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

Timescale: 
 

Provider’s response: 
 
All residents requiring the use of any form of restraint at Sunhill 
have an assessment completed; consent is obtained, reviewed 
by the GP and signed in the medical notes. All information in 
regards to restraints used are maintained in the restraint 
register and this is reviewed by the PIC and a weekly audit 
completed. The only restraints currently used at Sunhill are 
bedside rails. The restraint register has now been revised to 
clearly separate restraint versus enablers for residents.  
 
All clinical assessments are completed on the computerised care 
plan system. They are reviewed at a minimal three-monthly, or 
as the resident’s condition changes. These assessments are now 
included in the random weekly care plan audit.  
 
The weekly random care plan audit includes monitoring that all 
clinical assessments are up to date and have a corresponding 
care plan where required.  
   
All residents have their dependency level assessed on admission 
and on a monthly basis thereafter. A large range of clinical 
assessments are recorded with suitable care plans created using 
the assessment information. The suitability of care provided is 
then measured through key performance indicator monitoring 
as well as resident satisfaction measurement. These measures 
are now further audited through the weekly random care plan 
audits. 
 
Sunhill employs a group of highly trained registered nurses. 
Four of whom have recently completed FETAC level 6 
gerontology course. We are currently sourcing this training for a 
further group of Nurses. All Nurses have also recently 
completed ABA medication competency training, Wound 
Care/Pressure Ulcer Prevention - by a tissue viability nurse.  
 
All residents choose their GP at Sunhill on admission, with many 
resident remaining with their own local GP service. Residents 
are free to change their GP at any time should they wish to do 
so. 

 
 
10/10/2012 and 
weekly thereafter 
 
 
 
 
 
 
 
15/10/2012 and 
weekly 
 
 
 
15/10/2012 and 
weekly 
 
 
15/10/2012 weekly 
audit 
 
 
 
 
 
 
 
19/10/2012 
 
 
 
 
 
 
Ongoing 
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Theme: Workforce 
 
Outcome 18: Suitable staffing 
The provider and person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
Staff did not have adequate understanding and knowledge in the area of pressure 
sore/ulcer prevention and wound management, use of restraint/enabler and 
medication management resulting in inconsistent practices being unsafe for 
residents. 
 
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:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence based practice. 
 
Action required:  
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
Action required:  
 
Make staff members aware, commensurate with their role, of the provisions of the 
Health Act 2007, the Regulations, the statement of purpose and any policies and 
procedures dealing with the general welfare and protection of residents. 
 
Action required:  
 
Ensure no staff member is employed unless the person is fit to work at the 
designated centre and full and satisfactory information and documents specified in 
Schedule 2 of the Regulations have been obtained in respect of each person. 
 
Action required:  
 
Ensure that no staff members are employed in the designated centre unless they 
have the skills and experience necessary for such work. 
 
Reference:  

Health Act, 2007 
                 Regulation 16: Staffing 
                 Regulation 17: Training and Staff Development  
                 Regulation 18: Recruitment 
                 Standard 23: Staffing Levels and Qualifications 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider and Person in Charge’s response: 
 
Sunhill has a very low rate of pressure ulcer; currently there is 
one Grade 1 pressure sore among 66 residents. Staff have 
however received further training in wound care/pressure ulcer 
prevention from a tissue viability nurse. There is very high 
compliance at Sunhill with medication management guidelines 
which has been audited regularly in house and by an external 
pharmacist. Staff have however received further training with all 
nurses completing the ABA medication competency training. All 
staff have reviewed and signed the updated restraint / enabler 
policy.  
 
Staffing levels are monitored on a weekly basis. This is done 
through the measurement of resident dependency levels, 
evidence-based recommendation of required care hours, 
professional judgement, layout of the building as well as skill 
mix of Nurses and Care Assistants. This is assessed further 
through the measurement of resident level of satisfaction. 
 
Sunhill has an ongoing program of education available to staff 
including a mandatory training program. All of our 35 care staff 
have completed FETAC Level 5 training. Four of our nurses have 
completed FETAC level 6 gerontology training with further 
training currently being sourced. 
 
All staff are supervised through in their work at Sunhill. The 
organisation chart clearly displays reporting structures for all 
staff. There is an ongoing program of staff appraisal for all 
members of staff.  
 
A copy of the Health Act is available to all staff as well as copies 
of the Authority's Standards. A copy of Statement of Purpose is 
available to all staff and has recently been reviewed with all 
Nurses. We are continuing to educate staff with our Standard of 
the week education program which looks at an individual 
Standard each week. All policies and procedures are available at 
our Education corner. We are also currently preparing an in 
house audit against individual standards and regulations in 
order to raise awareness. 
 
All staff employed at Sunhill have complete HR files including all 
aspects required in Schedule 2 of the Regulations. We have an 
ongoing monitoring of files to ensure compliance which includes 
updates of professional registrations etc.  
 

 
 
med training 
completed 
30/10/2012 
 
 
 
 
 
 
 
 
Weekly and six-
monthly 
 
 
 
 
 
February 2012 
 
 
 
 
 
Ongoing 
 
 
 
 
Ongoing 
 
 
 
 
 
 
 
 
 
Ongoing 
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All staff employed are interviewed and have reference checks 
prior to commencing work. Full HR files are completed. Staff are 
then monitored through their probation period and go through a 
full induction system. This will continue to be monitored and 
further cross checked through our HR audit.  
   

Ongoing 
 

 
 
 
Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
We continue to be very proud of the level of service provided to our Residents at 
Sunhill. Evidenced by the high level of resident satisfaction, the low levels of falls, 
accidents and incidents, Low levels of pressure ulcers (currently at (1) grade one 
pressure ulcer in 66 residents), the high level of satisfaction from our Residents GP's 
in regard to care delivered here at Sunhill.  
 
We are however always open to any areas where we can improve and while are 
confident that the vast majority of our care documentation is comprehensive and 
compliant with all requirements, we do accept that our documentation could have 
been better in the small number of care plans referred to in this report.  
 
We have reviewed our audit process and taken on board recommendations from 
inspectors and are confident that a more robust audit program is in place now to 
monitor our performance.  
 
Provider’s name: Shane Kelly 
Date: 2 November 2012 


