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Centre name: 

 
Cairn Hill Nursing Home  

 
Centre ID: 

 
0019 

Centre address: 

 
Westminster Road 
 
Foxrock, Dublin 18 

 
Telephone number:  

 
01  2896885 

 
Email address: 

 
info@cairnhillnursinghome.com 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
BRD Nursing Home Limited 

 
Person authorised to act on 
behalf of the provider: 

 
 
Brian McMahon 

 
Person in charge: 

 
Anna Paterson 

 
Date of inspection: 

 
4 and 5 December 2012  

 
Time inspection took place: 

 
Day-1 Start: 09:15 hrs    Completion: 19:00 hrs
Day-2 Start: 08:15 hrs    Completion: 17:00 hrs

 
Lead inspector: 

 
Gary Kiernan 

 
Support inspector: 

 
N/A 

 
Type of inspection  

  
 announced              unannounced           

 
Number of residents on the 
date of inspection: 

 
 
42 

 
Number of vacancies on the 
date of inspection: 

 
 
0 

 

   
Health Information and Quality Authority 
Social Services Inspectorate 
 
Compliance Monitoring Inspection Report
Designated Centres under Health Act 
2007 
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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 Regulation Directorate that a 
provider has appointed a new person in charge 

 arising from a number of events including information affecting the safety or 
wellbeing of residents. 

 
The findings of all monitoring inspections are set out under a maximum of 18 
outcome statements. The outcomes inspected against are dependent on the purpose 
of the inspection. Where a monitoring inspection is to inform a decision to register or 
to renew the registration of a designated centre, all 18 outcomes are inspected.  
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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, in which 13 of 
the 18 outcomes were inspected against. The purpose of the inspection was: 
 

 to inform a registration decision 
 to inform a registration renewal decision 
 to monitor ongoing compliance with Regulations and Standards  
 following an application to vary registration conditions 
 following a notification of a significant incident or event  
 following a notification of a change in person in charge 
 following information received in relation to a concern/complaint  

 
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 
 
This monitoring inspection was unannounced and took place over two days. As part 
of the monitoring inspection the inspector met with residents, relatives, and staff 
members. The inspector observed practices and reviewed documentation such as 
care plans, medical records, accident logs, policies and procedures and staff files.  
 
While a number of areas for improvement were identified, overall the inspector found 
that there was evidence of on-going compliance with the requirements of the Health 
Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended) and the National Quality Standards for Residential 
Care Settings for Older People in Ireland.  
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The healthcare needs of residents were met and residents had good access to 
general practitioner (GP) services and to a range of other allied health professionals. 
Improved access to dental care was required. Improvements were also indentified in 
care planning and the management of behaviours that challenge and restraint. 
Action was also required to improve the provision of meaningful one-on-one activities 
for individuals who did not participate in the group setting.  
 
Staffing levels required review in order to ensure sufficient levels at all times during 
the day and night. The safety of residents was promoted. However, improvements 
were required to reduce the risks associated with smoking and infection control. Fire 
procedures were robust and a comprehensive emergency plan was in place. There 
were procedures in place to protect residents from all forms of abuse  
 
The centre was clean and well maintained internally and externally. The provider, 
person in charge and staff demonstrated a very good knowledge of resident’s needs, 
likes, dislikes and preferences and there was a homely and inviting atmosphere in 
the centre. However, there was a need to provide better choice and consultation in 
relation to mealtimes.  
 
These are discussed further in the report and included in the Action Plan at the end 
of the report. 
 
Section 41(1)(c) of the Health Act 2007  
Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older People 
in Ireland.  
 
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 3 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
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Inspection findings 
 
Inspectors found that the arrangements for the person in charge met the 
requirements in the Regulations. The person in charge was a registered nurse with 
the required experience in the area of nursing older people and worked full-time in 
the centre. 
 
During the inspection she demonstrated her knowledge of the Regulations, the 
Authority's Standards and her statutory responsibilities. 
 
The inspector observed that she was well known to staff, residents and relatives, 
many of whom spoke highly of her. The person in charge had a Bachelor of Arts 
degree in Health Studies and had maintained her continuous professional 
development. She had completed short clinical courses and was involved in a study 
support group for restraint. She participated fully in the governance of the centre in 
a number of ways which included supervising the delivery of care, carrying out audits 
and managing risk. She had a robust system in place to facilitate learning in the 
centre by means of regular staff meetings and the discussion of a different clinical 
policy or procedure each week. 
 
She was very knowledgeable in relation to safeguarding residents and how to 
respond to and manage allegations of abuse. She was also knowledgeable with 
regard to those incidents which must be notified to the Health Information and 
Quality Authority (the Authority). Throughout the inspection process the person in 
charge demonstrated a commitment to delivering good quality care to residents. All 
documentation requested by the inspector was readily available. 
 
She was supported in her role by a clinical nurse manager who deputised in her 
absence.  
 
Outcome 5 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designated centre and the arrangements in place for the management of the 
designated centre during his/her absence.  
 
References:   
Regulation 37: Notification of periods when the Person in Charge is absent from a 
Designated Centre 
Regulation 38: Notification of the procedures and arrangements for periods when the 
person in charge is absent from a Designated Centre 
Standard 27: Operational Management 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
 
 



Page 6 of 33 

 

Inspection findings 
 
The provider was aware of the requirement to notify the Authority of the absence of 
the person in charge within the statutory timescale. 
 
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 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The inspector found that measures were in place to protect residents from being 
harmed or abused.  
 
Staff had received training on identifying and responding to elder abuse. The 
inspector noted that some staff had not attended refresher training in this area but 
the records showed that this training was scheduled for January 2012. All staff, 
spoken to by the inspector were able to describe what abusive interactions might 
look like and they could also detail what they would do if they saw or heard 
something which was abusive. An up-to-date centre-specific policy was available 
which gave guidance to staff on the assessment, reporting and investigation of any 
allegation of abuse. The person in charge was aware of the requirement to notify the 
Authority regarding any allegation of abuse. All residents spoken to said that they felt 
safe and secure in the centre and could speak to the staff if they had any concerns.  
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Small amounts of petty cash were held in safe keeping for some residents. A safe 
was provided for this purpose. There was an accountable and transparent recording 
system in place for safeguarding residents’ money. All receipts of money and 
withdrawals were recorded and signed. The recorded balances were checked for a 
number of residents and were found to be satisfactory. 
  
Outcome 7 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems  
 
Action(s) required from previous inspection:  
 
The action(s) required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
The inspector was satisfied that the provider and person in charge had prioritised the 
safety of residents. However, arrangements with regard to residents who smoked, 
infection control, access to the building and manual handling assessments required 
improvement.  
 
There was a health and safety statement, dated November 2011, in place which 
identified three safety officers for the centre. There was a risk register in place which 
covered both clinical and environmental risks. Hazards were clearly identified, the 
risks were assessed using a risk rating matrix and the relevant precautions were 
updated on an ongoing basis. For example, following an incident where there was an 
unanticipated absence of a resident from the centre, the inspector saw that the risk 
was reassessed, actions were taken to protect the resident and the risk register was 
updated.  
 
The inspector noted that the centre operated an open door policy and that many 
residents liked to go outside independently for short walks. A wandering risk 
assessment tool was routinely carried out for all residents. The centre operated a 
discrete, electronic alarm system for those residents who were identified as being at 
risk of wandering. As a result, staff were alerted when these residents walked near 
the front door. A separate, secure garden area was provided to the rear of the centre 
which residents with dementia could access independently. The front door was 
monitored by CCTV and was visible from the person in charge’s office. However, the 
inspector noted that the front door was not always visible by a member of staff. As a 
result access to the building, from outside, was not consistently monitored.  
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A small number of residents smoked. The inspector saw that all cigarettes and 
lighters were kept in a locked cupboard in the nursing station. A resident smoking 
policy was in place which provided guidance on this issue. However, this policy was 
not implemented in full. Care plans for smoking were in place, however, the risk 
assessments had not been completed in order to assess the level of assistance and 
supervision which these residents required.  
 
The inspector noted that clinical oxygen cylinders were stored in the open in the rear 
yard. No risk assessment was available for the storage of this equipment. The 
operations manager said she had sought advice from the health and safety 
consultant with regard to the storage of this equipment and stated that this storage 
location had been chosen based on this advice. The inspector noted that the risk 
assessment process took place during the course of the inspection and the risk 
register was subsequently updated.  
 
The previous inspection identified the need to assess and minimise the risk of 
residents falling down the stairs. The inspector noted that a system had been put in 
place to individually assess the risk of residents accessing the stairs. The inspector 
saw that the physiotherapist was carrying out these risk assessment and that they 
were being regularly reviewed.  
 
There was a centre-specific risk management policy in place which was up to date. 
Risks, specified in the Regulations, such as assault and self harm were addressed by 
the risk management policy. The policy reflected the practices and procedures which 
were taking place in the centre.  
 
Systems were in place for the recording of all accidents, incidents and near misses. 
The records detailed the action taken and the treatment given where this was 
required. Inspectors saw that the person in charge was reviewing and signing off on 
each of these records and was also carrying out a monthly analysis in order to 
identify trends and possible interventions. The inspector saw that this monthly 
analysis, which included user friendly graphs and tables, was presented and 
discussed each month at staff meetings. The inspector saw from the minutes of both 
the staff and management meetings that risk issues such as the risk register, 
infection control and all incidents and near misses were routinely discussed.  
 
The centre had an emergency plan in place in accordance with the requirements of 
the Regulations. The inspector reviewed the emergency plan and found that it was 
comprehensive and provided detailed information to guide staff on the procedures to 
follow in the event of an emergency. Issues covered included evacuation, loss of 
heat and loss of power or water. It had been updated since the last inspection and 
an updated list of alternative accommodation was included.  
 
The provider had sought the assistance of consultants in order to facilitate the 
management of fire safety and to provide training to staff. The inspectors reviewed 
the fire records which showed that all fire equipment had been regularly serviced. 
The fire extinguishers were serviced annually and quarterly servicing of the fire 
alarms and emergency lighting system was also carried out. There was also a 
documented, in-house, check of all escape routes and a weekly activation of the fire 
alarm which incorporated a check on self closing doors. The training records showed 
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that staff had attended mandatory training on fire prevention and response. The 
records showed that further training was scheduled to take place the week following 
the inspection. Staff confirmed to the inspector that they were due to attend this 
training. There was a training matrix in place to ensure that staff attended annual 
fire safety training. Inspectors spoke to a number of staff members in relation to fire 
safety and found that they were able to describe the correct procedure to follow in 
the event of the fire alarm going off. The inspector noted that a Personal Emergency 
Evacuation Form had been completed for each resident in order to detail the 
assistance each required.  
 
Inspectors noted that infection control precautions including sanitising gels, aprons 
and gloves were in place however improvements in hand hygiene were required. The 
inspector noted that staff did not have access to a supply of soap and towel in a 
number of rooms or in a suitably adjacent location. The provider stated that he had 
identified this as an area for improvement however he had failed to act on this. The 
provider undertook to address this failing as a matter of priority. There were 
arrangements in place for the segregation and disposal of waste including clinical 
waste. Adequate procedures were in place for the safe handling of clean and soiled 
laundry in order to prevent the spread of infection. Cleaning and laundry staff 
accurately described the correct procedures to follow.  
 
The person in charge was aware of the need to ensure that all staff had training in 
manual handling. A notice was displayed in a discrete location in residents’ rooms 
detailing safe moving and handling techniques for each resident. The activities 
coordinator was a qualified manual handling instructor and the records showed that 
all staff had up to date training in this area. Staff spoken to were knowledgeable 
about safe moving and handling practices.  
 
The risk assessments for residents moving and handling requirements required 
improvement. These assessments were carried out by the activities coordinator. 
However, the inspector noted that the assessments required clinical information 
relating to medications and history of illness. The inspector found that this 
information was not recorded in some of the assessments and there was no evidence 
that clinical staff were involved in this process.  
 
Outcome 8 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
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Inspection findings 
 
The inspector found that policies and processes were in place for the safe 
management of medication. 
 
The inspector reviewed the prescription sheet for a number of residents and found 
each medication was accompanied by a signature from the prescribing GP. There 
was a system in place to ensure resident’s medications were reviewed on a three 
monthly basis in conjunction with the pharmacist. The inspector noted that the 
maximum 24 hour dose of all PRN (as required) medications was not consistently 
stated on the prescription records. 
 
The nurses spoken to demonstrated knowledge when outlining the procedures and 
practices for medication management and administration. The nurses recorded and 
signed each medication administered.  
 
A comprehensive policy was in place which guided staff on all aspects of medication 
management. The inspector noted that staff were required to complete on-line 
training in medication management, however, all staff had not, as yet, completed 
this training.  
 
Medications that required strict control measures (MDAs) were carefully managed 
and kept in a secure cabinet in keeping with the Misuse of Drugs (Safe Custody) 
Regulations, 1984. Nurses kept a register of MDAs. The stock balance was checked 
and signed by two nurses at the time of administration and change of each shift. The 
inspector checked the balances and found them to be correct. 
 
The medication policy provided guidance to staff on the management of residents 
who wished to self-medicate. There were no residents availing of this at the time of 
inspection.  
 
There were appropriate procedures for the handling and disposal of unused and out 
of date medicines.  
 
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 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
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References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The inspector was satisfied that the quality of care and experience of the residents 
was monitored and developed on an ongoing basis. 
 
The person in charge had put a robust system in place to gather and audit 
information including information relating to falls, pressure sores, and medication. 
She also maintained an up-to-date record to ensure that residents had access to 
services such as the GP and chiropodist at the appropriate times. Records were also 
maintained in order to monitor the vaccination status of all residents. This clinical 
data was used for the purpose of improving the quality of service and to ensure 
residents had timely access to the appropriate services.  
 
Outside consultants were also carrying out quarterly audits in order to assess the 
level of compliance with the centres clinical policies. A report was generated each 
quarter detailing areas of compliance and areas which required improvement. The 
inspector read the most recent audit report and saw that issues of non compliance 
had been addressed in order to improve practice. Action had been taken to update 
the care plans of some residents and to update a range of policies following the most 
recent visit.  
 
The inspector noted that a survey of residents and relatives relating to the quality of 
the service had been completed in December 2011. Changes had been made to the 
menu and the timing of meals for some residents following this exercise. No survey 
had as yet been completed in 2012. However, the provider spoke of his plans to 
ensure that this good practice was continued.  
 
Outcome 11 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied health care. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set out 
in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
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Regulation 29: Temporary Absence and Discharge of Residents 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
 
Action(s) required from previous inspection:  
 
Provide opportunities for each resident to participate in activities appropriate to his/her 
interests and capacities. 
 
 
Inspection findings 
 
The healthcare needs of residents appeared to be met, however significant 
improvements were required in ensuring that residents’ care plans were  
Person centred and reflected each resident’s individual needs.  
 
The inspector found that staff knew residents well and could describe the care 
required by and given to residents. However, the inspector reviewed a sample of 
residents’ care plans and found that all relevant risk assessments were not carried 
out and plans were not developed for all residents needs. This was particularly noted 
to be the case for a resident who was exhibiting behaviours that challenged. There 
were also inadequate care plans in place for residents who experienced pain. 
Assessments and care plans were not consistently reviewed every three months or 
when there was a change in the resident’s condition.  
 
The inspector found that there were a small number of residents with behaviours 
that challenged on the day of inspection. Staff had received training in this area. 
There was a policy on managing behaviour that challenged but it was not being 
followed in practice. In the case of one resident, the inspector noted that while staff 
were managing the behaviour well and caring for the resident, there was inadequate 
documentation of the triggers to the residents’ behaviour and the strategies used to 
address the behaviour. A behaviour monitoring log to assess levels of agitation and 
identify triggers had not been completed in line with the centre’s policy. The 
inspector saw that on day two of the inspection a care plan had been developed for 
this need and behaviour monitoring had been initiated.  
 
The inspector found that significant improvements were required in the use of 
restraint. A substantial number of residents used bedrails. The centres policy on 
restraint was based on national policy and guidelines. However, it was not being 
used to guide practice. Risk assessments for the use of restraint had not been 
consistently carried out in all cases. Where they had been carried out there was 
inconsistent evidence of regular review. In the case of one resident the use of 
restraint was not promptly reviewed after the resident had tried to climb over the 
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bedrails. There was inconsistent evidence of family involvement in the decision to 
use restraint. There was very little evidence to demonstrate that restraints were used 
as a last resort and that all alternatives had been tried prior to its use.  
 
The inspector found that there was a wound management policy in place and the 
person in charge stated that there was access to a tissue viability nurse when 
required. The inspector noted that risk assessment for the development of pressure 
ulcers was not carried out for all residents in line with the policy. There was one 
resident with a wound on the day of inspection. There were assessments completed 
for the wound and a treatment plan in place. The inspector saw that the treatment 
plan was adhered to and the progress of the wound monitored with the aid of 
photographs and measurements. Specialist pressure relieving equipment was in 
place for the resident and a number of other residents who were at risk of skin 
breakdown.  
 
The inspector found that residents’ weights and body mass index (BMI) were 
recorded each month and the nursing staff monitored any changes such as 
significant weight loss. There was a nutrition policy in place to guide practice. 
Records showed that residents had access to the speech and language therapist 
(SALT) and dietician. Nutritional supplements were prescribed where necessary.  
 
Procedures were in place for residents who were identified as being at a high risk of 
falls. The inspector saw that following any incidents a falls diary was maintained for 
the purpose of identifying trends. The physiotherapist was completing a post-fall 
investigation, the falls risk assessment was updated and the care plan was updated 
in a bid to reduce the likelihood of reoccurrence. The inspector read the care plans of 
some residents who had fallen and observed that these recommendations had been 
followed.  
 
Residents had good access to medical and allied health professionals but improved 
access to dental care was needed. A physiotherapist worked in the centre on three 
days per week and completed a range of assessments and exercise and mobility 
programmes with the residents. Comprehensive physiotherapy records were held on 
the residents’ files. There was documentary evidence of residents being reviewed by 
medical practitioners, psychiatry of old age, chiropody, dietetics and occupational 
therapy (OT). The person in charge explained that the GPs visited regularly and an 
out-of-hours service was available. Some residents were awaiting dental treatment. 
The person in charge showed the inspector where she had been attempting to 
source a domiciliary dentist but this had not as yet been provided. Some residents 
were going out for this treatment. 
 
Improvements were required in the documentation. There was a record of the 
residents’ health condition and treatment given, completed on a daily basis. Fluid 
balance sheets were being maintained for some highly dependent residents. 
However, while the inspector saw that regular meals and drinks were given, these 
records were not comprehensively completed in all cases. It was not possible to 
ascertain if the residents’ hydration needs were being met based on these records.  
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While there was good provision of meaningful engagement for mobile residents, 
dependent residents who could not participate in the group setting were not 
adequately provided for. A number of residents who spent most of the day in bed did 
not have an individualised care plan for social or meaningful engagement. A single 
plan was developed for three residents who shared a room. The inspector found that 
this was not a person centred approach. There was an over emphasis on the use of 
non-interactive communication such as radio for these residents. The records showed 
that a one on one activity was carried out for these residents each day but there was 
no record of what activity was carried out or the duration. There was no ongoing 
evaluation or review in consultation with the families to ascertain if the activities 
provided were appropriate or beneficial.  
 
There was evidence that other residents engaged in activities such as live music 
sessions, bingo, pet therapy, art and walks outside. The activities coordinator worked 
on three days per week and the care staff organised activities in her absence. A 
planned schedule of activities was displayed and residents stated how much they 
enjoyed many of them. Some residents also told the inspector that they really 
enjoyed the parties which were a regular occurrence in the centre. Some residents 
told the inspector that they go out regularly with family and friends.  
 
Outcome 12 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
 
References: 
Regulation 19: Premises 
Standard 25: Physical Environment  
 
Action(s) required from previous inspection:  
 
Provide suitable storage facilities. 
 
 
Inspection findings 
 
The centre was well maintained both internally and externally. The inspector noted 
that there continued to be a lack of storage space in the centre and hoists and other 
equipment was stored in the residents’ bathrooms. There was also one multi-
occupancy room which will not meet the requirements of the Authority's Standards 
by 2015. The provider detailed the plans which he had to address the multi-
occupancy room and provide additional storage room.  
 
The remaining bedroom accommodation consisted of 31 single bedrooms and four 
twin bedrooms. Eight of these had en suite toilet and wash-hand basin while the 
remainder had en suite shower, toilet and wash-hand basin. The inspector visited a 
number of bedrooms and found them to be clean, bright and nicely furnished. A 
functioning call bell system was in place and the inspector noted that it was promptly 
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answered. Call bells were noted to be within easy reach of all residents who were 
sitting in their rooms or who were in bed.  
 
The centre is a two story building with five levels. All levels were serviced by a lift.  
The premises were nicely decorated. The communal areas, which included a large 
dining room, two sitting rooms and a conservatory had a variety of comfortable 
furnishings and were domestic in nature. A comfortable temperature was noted in 
the centre. The inspector checked this with the aid of a calibrated thermometer and 
noted that temperatures in the communal rooms ranged from 23 to 24oC while 
temperatures in the bedrooms ranged from 22 to 24oC.  
 
Appropriate assistive equipment was provided to meet residents’ needs such as 
hoists, seating, specialised beds and mattresses. The inspector viewed the servicing 
records and maintenance records for equipment and found they were up-to-date. 
There was a maintenance contract in place for the lift. The records showed that it 
was serviced on a quarterly basis.  
 
A high standard of cleanliness and hygiene was maintained in the centre. Cleaning 
staff were observed working in an unobtrusive manner which did not disturb 
residents. The inspector spoke to two cleaning staff and found that they had training 
in infection control and were knowledgeable in this area. Two sluice rooms were 
available and the inspector noted that they were maintained in a clean condition. 
Separate staff changing and storage facilities were available.  
 
There was a secure landscaped rear garden with safe walk ways and a gazebo for 
residents to sit in during fine weather. The inspector saw residents walking in this 
area and residents confirmed that they enjoyed using the garden on fine days.  
 
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 
The complaints of each resident, his/her family, advocate or representative, and 
visitors are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
 
Action(s) required from previous inspection:  
 
The action(s) required from the previous inspection were satisfactorily implemented.  
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Inspection findings 
 
The complaints policy had been updated since the last inspection and identified the 
complaints officer and an appeals process. The complaints procedure was 
prominently displayed at the entrance to the centre. It contained the name and 
contact number of the complaints officer and also of the person to whom an appeal 
could be made in the event that a complainant was unhappy with the initial response 
to matters raised. The person in charge was identified as the complaints officer and 
appeals were to be directed to the provider. However, the policy did not clearly 
identify an independent person to oversee all complaints.  
 
The complaints log was read and the inspector found some evidence of good 
complaints management but improvements were required. Complaint details were 
well documented and the inspector saw that action was taken in response to issues 
raised. However, the action taken to address these issues was not always 
documented. The satisfaction level of the complainant with the outcome of the 
complaint investigation was not consistently recorded in accordance with the 
requirements of the Regulations.  
 
Outcome 14 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
 
References: 
Regulation 14: End of Life Care 
Standard 16: End of Life Care 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
There was a comprehensive policy on end-of-life care which was centre-specific. The 
records showed that staff had received training in this area. The provider and 
nursing staff stated that the centre had strong links with the local palliative care 
team and could call on them at any time. The inspector reviewed the records for a 
resident who had a terminal illness and saw that contact with the palliative care team 
had been made at an early stage. The resident was seen regularly by the palliative 
care team and there was care plan in place for end of life which included discussion 
with the resident and their family on end-of-life care.  
 
Facilities were available for family members who wished to stay overnight and 
residents were made welcome if they wished to stay with their loved one. The 
provider stated that this accommodation was available in the staff quarters adjacent 
to the centre.  
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Records showed that there was discussion with residents and families concerning 
their end-of-life wishes. The person in charge stated that residents at this stage of 
life had regular access to a priest or other religious ministers as required.  
 
Outcome 15 
Each resident is provided with food and drink at times and in quantities adequate for 
his/her needs. Food is properly prepared, cooked and served, and is wholesome and 
nutritious. Assistance is offered to residents in a discreet and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes   
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The inspector saw that mealtimes were unhurried social occasions that provided 
opportunities for residents to interact with each other and staff. Residents and their 
relatives had uniformly positive comments about the food. The inspector had some 
concerns with regard to the timing of meals and this is discussed under Outcome 16. 
 
The inspector saw residents being offered a variety of snacks and drinks. In addition 
a number of water coolers were provided for residents. Residents told the inspector 
that they could have tea or coffee and snacks any time they asked for them. 
Residents stated that they had asked for changes to the menu to be made at the 
residents meeting and this was promptly organised by the kitchen staff. For example, 
some residents requested that international dishes would be included and the 
inspector saw that this had been carried out. The menu was displayed each day and 
the inspector saw that the residents had a choice of main meal and choice of 
dessert. In addition to this the residents stated that it was possible to request other 
food choices and this was always accommodated. The main meal was appetising and 
well presented. Some residents enjoyed a glass of wine with their meal. The 
inspector saw that some residents required modified consistency diets and noted that 
these requirements were met and the food was presented in an appetising way.  
 
The inspector visited the kitchen and spoke to the chef. The chef was knowledgeable 
about the residents’ dietary requirements and a written record of each resident’s 
individual requirements and preferences was fixed to the notice board in the kitchen. 
The chef explained that one resident was celiac and he explained how he had 
sourced gluten free alternatives for this resident. The kitchen was clean and there 
was a plentiful supply of fresh and frozen food which was stored appropriately. 
 
The inspector noted arrangements were in place for family members to dine with 
residents and this occurred on a daily basis. The inspector spoke to one relative who 
liked to do this each day and noted how this created a homely and convivial 
atmosphere in the dining room.  
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Outcome 16 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. 
He/she is facilitated to communicate and enabled to exercise choice and control over 
his/her life and to maximise his/her independence.  
 
References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
Standard 5: Civil, Political, Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts    
 
Action(s) 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.  
 
 
Inspection findings 
 
The above action from the previous inspection related to the provision of the evening 
meal at 3.30pm which was considered to be too early for many residents. The 
inspector found that some evening meals continued to be served before 4pm. Some 
residents were also served their main meal before mid-day. The inspector questioned 
a number of residents about this practice and all responded that they had become 
accustomed to it and were happy with it. The person in charge stated that some 
residents had requested a later sitting for the evening meal and the inspector saw 
that this had been facilitated. Further drinks and snacks, which included sandwiches, 
cake and biscuits were offered to residents at 7pm. 
 
The records also showed that some of the more dependent residents were served 
breakfast in their rooms at 6.15am. The inspector found that this practice was not 
person centred instead they were institutional and designed only to meet the work 
routines of the staff rather than the needs and wishes of the resident. There was a 
lack of evidence that this decision had been made further to resident and/or next of 
kin involvement. 
 
Staff were observed knocking on bedroom, toilet and bathroom doors and waiting for 
permission to enter. Residents were dressed very well and according to their 
individual choice. The inspector observed staff interacting with residents in a 
courteous manner and addressing them by their preferred name.  
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Residents’ civil and religious rights were respected. The person in charge had a 
system in place to update the electoral register for all new residents. Residents 
confirmed that they had been offered the opportunity to vote both in-house or at 
local polling stations during the most recent referendum. 
  
Mass took place each Tuesday morning, Eucharistic ministers also visited daily and 
there was a monthly Sacrament of the Sick service. The person in charge said that 
residents from all religious denominations were supported to practice their religious 
beliefs.  
  
There was an active residents’ committee and the inspector saw that the minutes of 
these meetings were documented. Issues for discussion included the Christmas party 
and food. The fire procedure was also discussed so that residents would know what 
to do if the fire alarm went off. The inspector saw that one of the residents had 
agreed to co-chair the upcoming December meeting. 
The person in charge had plans to establish an advocacy service in the centre. The 
inspector saw that the appropriate Garda Síochána vetting were being carried out 
prior to commencing this service.  
 
The person in charge told the inspector how she promoted links with the local 
community. Local musicians visited the centre and the families of former residents 
were encouraged to visit. Transition year students also attended the centre during 
school term.  
 
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 
There are appropriate staff numbers and skill mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision  
 
 
 



Page 20 of 33 

 

Action(s) 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. 
 
 
Inspection findings 
 
The inspector was not satisfied that there was adequate staffing and skill mix to 
meet the needs of the residents at all times. The nurse in charge stated that the 
roster was based on the assessed dependencies of the residents. The inspector saw 
that dependency levels were assessed using an evidence-based tool.  
 
On the day of inspection two nursing staff and eight care assistants were scheduled 
to be on duty and provide care to 42 residents. This number dropped to one nurse 
and two care assistants at night. Following the last inspection, one of the existing 
nursing shifts was changed to cover the hours of 10am to 10pm in order to assist the 
night staff with the evening medication round. However, this impacted on the 
morning nursing shift and resulted in a lack of nursing cover at that time when there 
was only one nurse on duty until 10am. Staff spoken to stated that the work load 
was heavy, especially during the morning and at night and that when residents were 
sick or required a lot of one on one attention it was very difficult to meet all residents 
needs in a non-task orientated way. The nursing staff stated that this was 
particularly the case if a resident was sick or at end of life during the night shift. It 
was also noted that there was no protected time for nursing staff to complete paper 
based activities such as care plan reviews. The layout and design of the building 
which incorporated five levels also presented challenges with regard to staffing.  
 
Staffing levels were brought to the attention of the provider who undertook to review 
them. Immediately following this inspection, the person in charge provided written 
confirmation to the Authority that an additional two hours of nursing care had been 
provided to cover the morning shift, over seven days per week. These additional 
hours were provided with immediate effect to cover the hours of 8am to 10am. 
However, a full review of staffing was required in order to ensure that staff levels 
were adequate at all times.  
 
Despite the identified staffing issue the residents and relatives, spoken to by the 
inspector, said that there was sufficient staff on duty and residents said that they 
were not left waiting when they called for assistance. Some relatives also 
commented that the provider and his wife were a daily presence in the centre and 
helped with activities and meal times. The inspector noted that they were present 
throughout the inspection and staff confirmed that they were present in the centre 
each day. The inspector noted that they were supernumery to the roster and were 
well known to all the residents. 
 
There was a staff recruitment policy in place. The inspector confirmed that up-to-
date registration PINs were in place for all nursing staff. The inspector examined a 
sample of staff files and saw that all documents and vetting checks, required by the 
Regulations, were present on the files.  
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Staff were knowledgeable about residents and the inspector saw them responding to 
residents’ needs in an informed way. Formal induction arrangements were in place 
for all staff and the inspector read where newly recruited staff had to complete 
various competency assessments following induction.  
 
A number of volunteers provided valuable social activities and services which the 
residents stated they very much enjoyed. However, vetting procedures and written 
agreements setting out their roles, responsibilities and supervision arrangements 
were not in place, as required by the Regulations.  
 
The person in charge supported continued professional development for staff. 
Training was tailored to meet residents’ needs. Staff told the inspector they had 
received a broad range of training which included wound care, venepuncture and 
dementia care. Training records were reviewed which confirmed this. The majority of 
care assistants had Further Education and Training Awards Council (FETAC) Level 5 
training.  
 
Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider, 
the person in charge, and the support services manager to report on the inspectors’ 
findings, which highlighted both good practice and where improvements were 
needed.  
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Provider’s response to inspection report ∗ 
 

 
Centre Name: 

 
Cairn Hill Nursing Home  

 
Centre ID:  

 
0019 

 
Date of inspection: 

 
4 and 5 December 2012  

 
Date of response: 

 
28 December 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: Safe care and support  
 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The centres policy on smoking and risk assessment was not implemented for 
residents who smoked. 
 
Adequate hand washing facilities were not in place to reduce the risk of spread of 
infection. 
 
Access to the building was not controlled at all times.  
 
Risk assessments for manual handling did not have the required clinical input.  
 
 
 
 

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

   
Health Information and Quality Authority 
Regulation Directorate 
 
 
Action Plan 
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Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
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  
Standard 29: Management Systems  
 

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

Timescale: 
 

Provider’s response: 
 
"The centres policy on smoking and risk assessment was not 
implemented for residents who smoke" 
 
A new risk assessment tool has been introduced for residents 
who currently smoke in Cairnhill. (Copy Attached) 
A fire prevention apron has been ordered for the resident who 
smokes unsupervised. 
A risk management policy is in place and both will be 
implemented immediately throughout the nursing home via: 
- Policy management discussion  
- Discussion at staff meeting 
- Discussion at residents meeting 
 
All staff will be required to read both and sign to say they have 
read it 
- Questions on the above will be included in performance 
 appraisal. 
A copy of the risk management policy is available if required. 
 
"Adequate hand washing facilities were not in place to reduce the 
risk and spread of Infection" 
 
All staff have been reminded of the need to wash hands as per 
outlined in policy CE 008 "Education and practice of hand 
washing" Hand washing facilities have been identified on each 
level for all staff, and staff have been instructed to use these 
facilities between caring for each resident. Policy No CE 008 will 
be part of our policy discussion in January 2013, and hand 

 
 
 
 
 
Immediately as of 
24/12/2012 
 
 
Week Beginning 
7/1/13 
 
23/1/2012 
March 2013 
 
Following policy 
discussion 
ongoing 
throughout the 
year 
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washing demonstrations will be part of this process. 
DoN will undertake an audit in February 2013 to review efficacy.  
 
"Access to the building was not controlled at all times." 
 
Further to the information previously sent to the Authority, I can 
confirm that there is now two digital pads on the exit doors from 
the building. There is free entrance, but a code is now required 
to exit via the key pads. The alarm monitor has now been moved 
to beyond the door beside the laundry, this way the resident 
cannot deactivate the alarm herself. This situation will be 
monitored closely. 
 
Policy Number CE 002 "Security and building access" has been 
updated accordingly.  This Policy is available if requested. 
 
Policy Discussion CE 002 will take place week beginning 21 
January 2012 
 
 
Risk assessments for manual handling did not have the required 
clinical input. 
 
"Risk assessments for manual handling did not have the required 
clinical input" 
 
In December all residents risk assessments for manual handling 
have been reviewed by the physiotherapist and clinical input 
updated. This was undertaken together with the input from the 
Manual Handling Coordinator. This will now continue as a matter 
of routine to ensure clinical data is correct.   

 
 
 
 
 
Installed 
16/12/2012 
 
 
 
 
 
 
21/1/2013 
 
 
Completed week 
ending 
21/12/2012  
 
ongoing for new 
residents 
 
 
 
 
 
 
 
 
 

 
Outcome 8: Medication management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The maximum dose of all PRN (as required) medications was not stated.  
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
Reference: 

Health Act, 2007 
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Standard 14: Medication Management  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The general practitioners have been reminded to include a 
maximum dose on all prescribed PRN Medication. 
The Pharmacy department have been alerted to check for this 
when preparing the Kardex for review on a three monthly basis. 
The nursing staff have been informed of the previous omissions 
and will observe the compliance of the GPs. 
The Medication Management Policy HS 007 has been updated to 
include the maximum dose of PRN medication is included by the 
GP. This includes written operational policies relating to the 
ordering, prescribing, storing and administration of medicines to 
residents. Nursing staff will be familiar with this Policy, and all 
staff nurses/CNM will undertake e-learning medication 
management programme early in 2013 
Copy of new Policy is available if required. 
 

 
 
With immediate 
effect. December 
2012 
 
 
 
 
 
 
 
 
Complete by 
February 2013 

 
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:  
 
Each resident’s needs were not identified in an individual care plan developed and 
agreed with the resident. 
 
Each resident’s care plan was not kept under formal view as required by the 
resident’s changing needs or circumstances and no less frequently than at three-
monthly intervals. 
 
The use of restraint was not in line with the centres policy.  
 
The documentation for residents with behaviours that challenged was not in line with 
the centres policy.  
 
Improvements in the provision and evaluation of meaningful one on one activities for 
highly dependent residents was required.  
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
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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 three-monthly 
intervals. 
 
Action required: 
 
Provide a high standard of evidence based nursing practice in the use of restraint and 
behaviours that challenge.  
 
Reference:   

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Standard 10: Assessment 
Standard 13: Healthcare 
Standard 18: Routines and Expectations 
Standard 11: The Resident’s Care Plan 
Standard 17: Autonomy and Independence                 
  

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

Timescale: 
 

Provider’s response: 
 
"Each residents needs were not identified in an individual care 
plan developed and agreed with the resident" 
 
Nursing staff have been advised on the need to review all 
individual care plans for residents and ensure they have been 
discussed and agreed with the resident or family. Following the 
introduction of extra nursing staff hours, this has allowed 
"protected time" to ensure that care plans are kept updated.  
  
"Each residents care plan was not kept under formal review as 
required by the residents changing needs or circumstances and 
no less frequently than three monthly intervals"  
 
A "care plan" communication tool has been introduced by the 
Director of Nursing, which allows all nursing staff to be familiar 
with any clinical changes which may have occurred in their 
absence to the residents, i.e. days off or holidays etc. They are 
then able to review these changes in the care plans and ensure 
they are accurate and up to date. The CNM will Audit care plans 
routinely to ensure compliance and feed back results to nursing 
staff.  
 

 
 
      
 
 
December 2012 
 
 
 
 
 
 
 
 
 
Commencing 
01/01/2013 
will be reviewed 
01/02/2012 and 
discussed with 
nursing staff 
regarding efficacy
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There is a "Care plan update" diary on the nursing notice board 
to remind nursing staff when the three monthly updates are due. 
Each staff nurse is assigned named residents to ensure continuity 
of care. 
 
"The use of restraint was not in line with the centres policy." 
 
All residents who require the use of restraint will have their care 
plans reviewed and updated to reflect appropriate risk 
assessments have been undertaken and completed correctly. 
There will be significant family involvement and evidence that 
restraint is only being used as a last resort.  These will be audited 
and reviewed to ensure they comply with our current policy "HSE 
Policy on the use of restraint in residential care homes, July 2010 
This policy will be included in our policy discussions early in the 
new year. 
 
The Director of Nursing and Clinical Nurse Manager continue to 
liaise with the "Irish Restraint Reduction Interest Group", to 
ensure updated with best practice. 
 
"The documentation for residents with behaviours that 
challenged was not in line with the centres policy" 
 
The resident documentation referred to above has now been 
updated.  This includes appropriate referral and documentation 
including "triggers" and strategies used to address these. 
Policy No QL 005 "Meeting the needs of Residents with 
challenging behaviour (including the use of Psychotropic 
medication) will be discussed early in 2013. 
 
"Improvements in the provision and evaluation of one to one 
activities for highly dependent residents was required" 
 
 Particular attention will be paid to the therapeutic interventions 
with residents who are not able to participate in regular day to 
day activities. Nursing staff will work closely with the Activities 
co-ordinator to ensure each resident will have a "person specific" 
care plan for activities and therapies. 
 

Ongoing 
 
 2013 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Week beginning 
04/01/2013 
 
 
 
 
 
December 2012 
 
17/02/2013 
 
 
 
 
 
 
 
January 2013 
 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was a delay in accessing dental services for some residents. 
 
Daily fluid balance sheets were not accurately completed for all residents who 
required them. 
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Action required:  
 
Facilitate all appropriate health care and support each resident on an individual basis 
to achieve and enjoy the best possible health. 
 
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.  
 
Reference:   

Health Act, 2007 
Regulation 9: Health Care 
Regulation 22: Maintenance of Records 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 32: Register and Residents’ Records 
 

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

Timescale: 
 

Provider’s response: 
 
"There was a delay in accessing dental services for some 
residents" 
 
Despite looking for Dental Service provision since June 2012, we 
have been unsuccessful in securing a dental clinician. 
I have been given an e-mail address for a potential service 
provider, and have contacted them for an appointment to discuss 
dental care for the residents. I would hope to secure a dental 
service for the residents within the first few months of 2013. 
 
"Daily Fluid Balance sheets were not accurately completed for all 
residents who required them" 
 
Nursing and care staff have been reminded of the importance of 
Hydration for residents and the accurate recording of same. 
Policy HS 027 "Management of Hydration and Fluids" in particular 
4.8 "Fluid Balance Sheet recording" have been highlighted, and 
will form one of the Policy discussions early in the New Year.   
One staff Nurse has been designated responsible for ensuring 
assessment, monitoring correctly, and compliance with this 
process. 
 

 
 
 
 
 
February 2013 
 
 
 
 
 
 
 
 
 
Policy Discussion 
January 2013 
 
 
Compliance 
With immediate 
effect 
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Outcome 12: Safe and suitable premises 
The provider  is failing to comply with a regulatory requirement in the 
following respect:  
 
There was a lack of storage space for equipment.  
 
Action required:  
 
Ensure suitable provision for storage of equipment in the designated centre   
 
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: 
 
"There was a lack of storage space for equipment" 
 
The registered provider is aware that there are equipment 
storage constraints within Cairnhill. He is assessing and reviewing 
areas which may be used for suitable storage rooms. In the 
absence of these being found, storage structures will be built to 
accommodate hoists and other equipment. 
 

 
 
January 2014 

 
Theme: Person-centred care and support                                                              
 
Outcome 13: Complaints procedures 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The complaints policy did not identify an independent person to oversee all 
complaints.  
 
The details of all actions taken in response to complaints made were not 
documented.  
 
The level of satisfaction of the complainant with the outcome of the complaint was 
not documented. 
 
Action required:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
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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).  
 
Reference:   

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

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

Timescale: 
 

Provider’s response: 
 
"The complaints policy did not identify and independent person 
to oversee all complaints" 
 
An independent person has now been identified as overseeing all 
complaints, this name will appear on the Complains Process 
advice on the wall of the Nursing Home.  
 
"The details of actions taken in response to complaints made 
were not documented". "The level of satisfaction of the 
complainant with the outcome was not documented" 
 
Although the above information was not documented in the 
complaints process, it was documented in the care plan of the 
resident involved. The process has since been rectified and the 
above process will be adhered to in the future. 
 
Complaints policy will form part of the weekly policy discussion 
early in the New Year. 
 
A reminder about the complaints procedure will be discussed with 
the residents at their meeting in March 2012 
 

 
 
      
 
 
January 2013 
 
 
 
 
 
 
 
December 2012 
 
 
 
 
February 2013 
 
 
March 2013 
 
 

 
Outcome 16: Residents’ rights, dignity and consultation 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Improvements were required to ensure that mealtimes were informed by resident’s 
choice and not staff schedules. The provision of the breakfast to some residents was 
too early and did not involve consultation.  
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Action required:  
 
Provide each resident with the freedom to exercise choice to the extent that such 
freedom does not infringe on the rights of other residents.  
 
Reference: 

Health Act, 2007 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Standard 2: Consultation and Participation  
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations  
 

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

Timescale: 
 

Provider’s response: 
 
"Improvements were required to ensure that mealtimes were 
informed by resident's choice and not staff schedules. The 
provision of the breakfast to some residents was too early and 
did not involve consultation". 
 
Following the inspection, there was a full review of meal times.  
From this review I can confirm that breakfast will not be served 
to any resident before 7am (unless by specific request). Extra 
hours have been used to bring two carers in at 7am instead of 
8am to assist with the residents breakfast. All residents are asked 
on admission their preferred meal times, which is varied and this 
is facilitated. If a resident is unable to verbalise their preferred 
mealtime their relatives will be asked for information on their 
normal eating pattern, and this will be recorded in their care 
plan. One member of staff has been assigned the task of 
contacting family members to elicit this information, and it will be 
complete by end January 2013. 
 
Mealtimes and Catering is a standard agenda item on the 
Residents meeting Agenda and is always discussed. Over the 
past two years residents have chosen to change supper time 
from 4.15pm to 5.15pm,(mins of 17/06/2011) and changed it 
back again (mins of 09/09/2011). In relation to breakfast 
residents are asked to make a choice of time and where they 
would like it served, it is then recorded in the care plan and with 
the kitchen staff. (The times and  menu choice can change 
occasionally depending on the residents wishes)    
The Resident Questionnaire will be issued before the end of 
January 2013, which will include a large section on mealtimes 
and Catering.  It is anticipate that the results of the questionnaire 
will be available for discussion and review at the March residents 
meeting, and any changes or ideas will be welcomed. 

 
 
 
 
 
 
 
With immediate 
effect. 
 
 
 
 
 
 
 
January 2013 
 
 
 
 
 
 
 
 
 
 
 
 
January 2013 
 
 
March 2013 
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Theme: Workforce 
 
Outcome 18: Suitable staffing 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
The inspector was concerned that staffing levels were not always adequate to meet 
the needs of 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. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
"The inspector was concerned that staffing levels were not 
always adequate to meet the needs of the residents".  
 
Since the inspection the provider has increased the nursing 
staffing levels by 14hrs weekly. Following our initial update to the 
Authority (04/01/2013) of how these hours would be used we 
have now altered slightly given feedback from staff. 
One hour will be added each morning for nursing staff, and they 
will work 8am - 9pm. (Previously 10am - 10pm). This will allow 
the Director of Nursing to be supernumery and not be part of the 
nurses on the floor. = 7 hours 
One hour will be added to a Carers duties each morning to 
support assisting with breakfast. = 7 hours 
Nursing staff will now have "protected time" for one hour extra 
per day to update and review care plans. Please find attached 
Duty Rota for January for Carers and Nurses to illustrate this.  
We will continue to monitor this situation in relation to the extra 
staffing hours, and audit in three months time, against care plan 
compliance. 
 
We will continue to use the RQIA June 2009 evidence based tool 
to review staffing levels against resident dependency. Within the 
nursing home we hold a small "bank" of nursing staff who we can 
call on if we find that the current nursing compliment does not 
meet the requirements following the above formula. This is 

 
 
05/12/2012 
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calculated on a monthly basis, and in two years we have only had 
to use extra nursing staff on two occasions.    
 
The Director of Nursing keeps a monthly log of Hours required 
and hours available using the above calculation.   
 
Since August 2011 (following our inspection report) we increased 
our evening nursing hours to allow one nurse to be available on 
the floor while the other nurse administered the medication 
without interruption. This has proved very successful, the same 
bank of nurses would be available if extra staff was required 
during the night.      
 
 
 
 
Any comments the provider may wish to make1: 
 
 
Provider’s response: 
 
Please find enclosed response to our Compliance Monitoring Inspection Report, from 
4 and 5 December 2012. I would be happy to discuss the content in more detail if 
required. Please do not hesitate to contact me if any of the above requires further 
clarification. 
 
Provider’s name: Mr Brian McMahon 
Date: 28 December 2012  
 
 
 

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


