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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Regulatory Monitoring Visit Report 
Designated centres for older people 

 
 
 
Centre name: 

 
Glengara Park Nursing Home 

 
Centre ID: 

 
0044 
 
Lower Glenageary Road 
 
Dun Laoghaire Centre address: 

 
Co Dublin 

 
Telephone number: 

 
01 2806168 

 
Fax number: 

 
01 2805596 

 
Email address: 

 
rose@glengarapark.com 

 
Type of centre: 

 
 Private           Voluntary           Public 

 
Registered providers: 

 
Beechfield Nursing Home Ltd 

 
Person in charge: 

 
Rose Cleland 

 
Date of inspection: 

 
3 April 2012 

 
Time inspection took place: 

 
Start: 07:15 hrs            Completion: 18:40 hrs 

 
Lead inspector: 

 
Linda Moore 

 
Support inspector: 

 
Angela Ring 

Type of inspection:  Announced                  Unannounced 

Purpose of this inspection 
visit: 

 Application to vary registration conditions 
 Notification of a significant incident or event 
 Notification of a change in circumstance  
 Information received in relation to a 
complaint or concern 
 Regulatory Monitoring Visit Report 
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About the inspection 
 
The purpose of inspection is to gather evidence on which to make judgments about 
the fitness of the registered provider and to report on the quality of the service. This 
is to ensure that providers are complying with the requirements and conditions of 
their registration and meet the Standards, that they have systems in place to both 
safeguard the welfare of service users and to provide information and evidence of 
good and poor practice. 
 
In assessing the overall quality of the service provided, inspectors examine how well 
the provider has met the requirements of the Health Act 2007, the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) Regulations 
2009 (as amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
Additional inspections take place under the following circumstances: 

 to follow up on specific matters arising from a previous inspection to ensure 
that the action required of the provider has been taken 

 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 received in relation to a 
concern/complaint or notification to the SSI of a significant event affecting the 
safety or wellbeing of residents 

 for centres that have not previously been inspected within a specific 
timeframe, a one-day regulatory monitoring visit may be carried out to focus 
on key regulatory requirements. 

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

 
Glengara Park Nursing Home is a Victorian style country house with a three-storey 
purpose built-extension. It currently provides 66 residential places. On the day of 
inspection there were 63 residents and one resident was in hospital, all were over 
the age of 65 and some had dementia.  
 
The front door opens into a spacious bright reception area with a staffed reception 
desk and staff facilities to the left. The building is bright and well maintained.      
 
Resident accommodation is located over three floors, the garden level, ground floor 
and first floor. The garden level has 15 single rooms and one twin room, all with en 
suite toilet and wash-hand basin facilities. The ground floor has 24 single rooms with 
en suite toilet and wash-hand basin facilities. The first floor has 23 single rooms of 
which 19 have en suite toilet and wash-hand basin facilities and one twin room with 
en suite facilities. 
 
There are two dining rooms and two sitting rooms as well as several seating areas 
throughout the building. The main kitchen is on the garden level and a kitchenette is 
provided on the first floor. Staff changing facilities and a coffee dock are also on the 
garden level.  
 
There are 12 toilets for residents and of these, eight are wheelchair assisted. There 
are also ten wheelchair assisted bath/shower rooms.  
 
To the rear of the building is a secure landscaped garden with seating areas. Parking 
is available at the front and side of the building. 
 
Location 

 
Glengara Park is situated in Dun Laoghaire, County Dublin, within walking distance of 
the town centre, local church and harbour. Main bus routes and the DART station are 
also within walking distance. 
 
 
Date centre was first established: 

 
January 1994 

 
Number of residents on the date of inspection: 

 
63 + 1 in hospital 

 
Number of vacancies on the date of inspection: 

 
2 

 
 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
26 

 
13 

 
20 

 
5 

Page 3 of 28 



Management structure 
 
The centre operates as a company, Beechfield Nursing Home Ltd. (formally Manor 
Care (Int) Ltd) and the nominated Provider is Ciaran Larmer, General Manager. The 
Director of Nursing, Rose Cleland, is the Person in Charge and she reports to the 
provider and is supported in her role by the staff nurses. There is a Housekeeping 
Supervisor and the laundry and housekeeping staff report directly to her. Catering 
staff report to the Head Chef who reports to the housekeeping supervisor and she in 
turn reports to the Person in Charge. Care assistants report to the senior carers who 
in turn report to the nurses. The nurses report to the Person in Charge as do the 
activities coordinators, maintenance and administration staff. 
 
Staff 
designation 

Person 
in 
Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on 
duty on day 
of 
inspection 

1 3 12 3 5 1 5* 

 
* Two maintenance staff, one housekeeping supervisor, one activity coordinator and 
the provider.  
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Summary of findings from this inspection 
 
 
This was an unannounced follow up inspection which focused on areas identified for 
improvement at the registration inspection on 9 and 10 November 2010 and to 
monitor compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). Inspectors 
met residents, the person in charge, the provider, administrator and staff on duty. 
Records were examined including care plans, medical records, staff records including 
training records, staff files and policies. 
 
Inspectors had serious concerns about the care and welfare of residents. Inspectors 
found that while the provider and the person in charge appeared passionate about 
the service and aimed to deliver consistent and safe care to residents this was not 
happening in practice. They were not aware of the serious deficits in healthcare. 
There were five areas of significant and serious concern identified and the Health 
Information and Quality Authority (the Authority) Social Services Inspectorate 
required an immediate response to address the issues in order to ensure residents 
safety. The concerns were in relation to wound care, restraint management, falls 
prevention and management, medication management and management of 
behaviours that challenge. An immediate action plan was issued to the provider on 4 
April 2012 to address the serious deficits identified. A response from the provider on 
5 April 2012 was satisfactory.  
 
Inspectors also found that the provider and person in charge had not responded to 
the action plan from the previous inspection. There were twelve actions identified at 
the previous inspection, four of these were fully addressed and eight actions had not 
been addressed despite the fact that the provider’s response indicated that they 
were addressed. The time frame for implementation had expired.  
 
The outstanding areas included staffing levels, restraint management, risk 
management policies, medication practices, policies to inform practice, storage, care 
plans and a process to review the quality and safety of the service delivered.  
 
Improvements made by the provider since the previous inspection included: 

 robust complaints procedure and management of complaints 
 care plans were securely and safely stored 
 the laundering of infected and soiled linen was now in line with evidenced 

based practice 
 management of residents finances. 

 
Apart from the areas identified at the previous inspection, improvements were also 
now required in the provision of notice to the Chief Inspector of the occurrence of 
notifiable incidents. Information required for staff files were not complete and there 
was a need to formalise the risk management programme. Resident choice around 
daily life also required improvement. Areas for improvement are discussed further in 
the report and are included in the Action Plan at the end of the report. 
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Governance 
  
 
Article 5: Statement of Purpose 

 
Inspectors were satisfied that the statement of purpose accurately described the 
service provided in the centre and it was available to residents and relatives. 
However, a recent statement of purpose had not been submitted to the authority to 
reflect the change in management.  
 
Article 15: Person in Charge 

 
Inspectors were seriously concerned about the governance in the centre. The person 
in charge was a registered general nurse who worked full-time in the centre. She 
was on duty on the day of the inspection, and demonstrated her knowledge of 
residents’ needs and their backgrounds. She was observed engaging well with 
residents throughout the day of inspection.  
 
Inspectors were seriously concerned about the overall governance arrangements in 
place to meet the needs of the residents. Inspector found that the standard of care 
had declined since the last inspection. The assistant director of nursing (ADON) had 
left the service since the previous inspection and the provider had not yet replaced 
her. The inspectors concluded that this contributed to the decline and deficits now 
apparent in the service. The provider was in the process of recruiting clinical nurse 
manager’s to support the person in charge in her role.  
 
The reduction in staffing levels from five nurses daily including the person in charge 
to four was also having a serious effect on the service delivered. The person in 
charge could not demonstrate to the inspectors that she was up to date on evidence-
based practice in wound care, restraint, medication management and falls prevention 
and management. She told inspectors that she had planned to audit the service but 
did not have the time to do this as yet. She was in the process of collecting clinical 
data and said she would then use this information to improve the service.  
 
Article 16: Staffing 

 
Inspectors found that the staffing levels were not appropriate to meet the needs of 
residents.  
 
Inspectors reviewed staffing rosters and discussed the staffing levels with the person 
in charge. She said she used the assessed dependencies levels of residents and her 
clinical judgment to inform staffing levels. Staff and residents stated that there was 
an inadequate number of staff on duty during the day and at night time to meet the 
needs of the residents.  
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Residents said that when they rang the bell for assistance both during the night and 
at times during the day they were often left a long time before they were responded 
to. Inspectors were not satisfied with the staffing levels at the previous inspection. 
The provider said that since the previous inspection, he had two nurses on night 
duty. However, due to staff leaving the service the levels were reduced to one nurse 
on night duty and one twilight nurse on duty until 10.00 pm. The provider said that 
he intended to reinstate two nurses on night duty from 11 April 2012 and was in the 
process of recruiting nurses.  
 
Some practices in place were as a result of staff shortages and did not respect 
resident choice. The night staff were observed by the inspectors providing breakfast 
to eight residents at 7.00 am. The staff said this was to assist the day staff coming 
on duty as opposed to resident choice. While some of the residents said this was 
satisfactory not all residents indicated that this was a preferred time for breakfast. 
This practice and lack of choice was having negative outcomes for some resident’s. 
One resident said that she did not enjoy breakfast at that time and it upset her.  
 
Residents said that there was not a sufficient number of staff on duty during the day 
to meet their needs. Inspectors observed a period after lunch when three residents 
were left unsupervised in the front sitting room. The inspectors noted from 
discussions with staff and observing practice that one of these residents was placed 
in restraint for one hour after lunch due to the reduced staffing numbers at that 
time. Another resident attempted to get up from a chair and was notably unsteady 
when the inspector had to call for staff to attend to the resident. An immediate 
action plan was required regarding this issue and the action plan returned was 
satisfactory.  
 
Inspectors examined the files of the two most recently recruited staff members and 
found that the files did not contain all of the information required by the Regulations. 
The outstanding information required was evidence of medical fitness for the staff 
members and Gardai Síochána vetting. The provider said they had applied for Garda 
Síochána vetting for these staff members but there was no record of the application 
on file.  
 
Inspectors found that there were good induction arrangements for newly employed 
staff members. More senior staff worked along side new staff members until they 
were competent. However, there was no formal process in place to assess and deem 
staff competent in the delivery of health care.  
 
While inspectors saw staff interacting with residents and responding to residents’ 
needs in a respectful manner not all staff were knowledgeable about the residents’ 
individual needs or how to respond to them. One nurse could not describe the 
current wound care for a resident and could not explain why a treatment was being 
delivered. Other staff members were not up to date in evidence-based practice in 
relation to the use of restraint.  
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Inspectors saw evidence that systems of communication were in place. In addition to 
daily handover meetings, inspectors reviewed minutes of staff meetings. These 
meetings would be further enhanced if resident’s needs were discussed more 
regularly to ensure appropriate systems were in place for staff to provide safe and 
appropriate care.  
 
The person in charge explained that she was responsible for providing education to 
staff and external experts were also contracted to train staff as required. Staff 
records showed that staff attended training on manual handling, fire prevention and 
management and the protection of vulnerable adults. Inspectors carried out 
interviews with staff members and found that they were knowledgeable about fire 
safety procedures and the policies and procedures for safeguarding residents. Staff 
also attended training on nutritional assessment and dysphagia in 2011. The person 
in charge said that nurses had recently attended training on medication management 
and that 30 staff attended a 1.5 hour training session on managing behaviours that 
challenge. Despite the training delivered, the person in charge and many of the staff 
interviewed were not up to date on evidenced based practice in restraint, falls 
prevention and management, wound care and medication management which posed 
a risk to residents. The person in charge told inspectors that training was planned for 
staff in wound management on 25 April 2012.  
 
Article 23: Directory of Residents 

 
Inspectors read the directory of residents and noted that it was not up to date. While 
it included all of the requirements of the Regulations, it was not updated following a 
resident’s recent admission to hospital. The person in charge said she maintained 
this record separately however this was not in line with the requirements of the 
Regulations.  
 
Article 31: Risk Management Procedures 

 
Inspectors found that there were some systems in place to manage risk and to 
promote the safety of residents, staff and visitors but these required significant 
improvement. In particular, inspectors were concerned about the lack of systems in 
place to identify and learn from clinical risk.  
 
There was a visitors’ sign-in book located at the entrance to the centre. This allowed 
the staff to monitor the movement of persons in and out of the building to ensure 
the safety and security of residents. Inspectors observed visitors’ daily signatures in 
the visitor’s book. There was a full-time administration staff member on duty to 
guide visitors.  
 
The provider and person in charge said they were both responsible for and managed 
risk in relation to the premises. The inspectors read the safety statement which 
included risks and control measures. The provider had undertaken one risk 
assessment for one area of the premises but there was no other environmental risk 
assessments undertaken. On the day of inspection serious risks were identified. For 
example, there were a number of open stairwells which posed a serious safety risk to 
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residents. There was also one resident at risk of wandering who had not been risk 
assessed.  
 
There was a risk management policy which was in line with the Regulations, but it 
was not being used to guide practice. The person in charge said she discussed 
residents’ needs informally with the provider on a daily basis and formally at the risk 
management meetings. However, the records of these meetings did not show that 
clinical risks were comprehensively discussed or that appropriate action was taken to 
identity and manage clinical risks.  
 
There was a system in place to collect clinical data such as residents who spent time 
in bed and falls. However, information on the use of restraint was not being collected 
for the purpose of improving the quality of service and safety of residents. This was 
identified at the previous inspection and was not addressed.  
 
The review of incident reports showed there was a high number of falls to date in 
2012 but there was no analysis or audit on falls completed by the person in charge. 
She said that a staff nurse was in the process of gathering this data for review.  
 

Article 39: Complaints Procedures 

 
Inspectors found evidence of good complaints management practices but there were 
some areas for improvement. This was identified at the previous inspection and 
some action had been taken to address the deficit.  
 
The complaints policy was read by inspectors and details of the complaints procedure 
were posted publicly and described in the Residents’ Guide and statement of 
purpose. The procedure provided guidelines on how to make a complaint or express 
a concern, and outlined how these would be addressed. A named complaints officer 
was identified as the nominated person to respond to complaints. The policy also 
identified an appeals process in the event that a complainant was not satisfied with 
the outcome.  
 
The person in charge confirmed that she met with residents on a daily basis and 
usually resolved any issues which arose before they became a source of discontent. 
 
Inspectors reviewed the complaints log and saw that complaints from residents and 
relatives were documented including the outcome. There was evidence that 
complaints were appropriately responded to by the person in charge but there was 
no record that the complainant was satisfied or not with the outcome.  
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Article 36: Notification of Incidents 

 
Practice in relation to notifications of incidents was not satisfactory. The person in 
charge was aware of the legal requirement to notify the Chief Inspector regarding 
incidents and accidents. However, inspectors noted from a review of the incidents 
that an allegation of elder abuse made by a resident against a staff member was not 
notified to the Authority. This was submitted to the Authority on the day of the 
inspection. To date all other relevant notifications had been submitted to the Chief 
Inspector by the person in charge. 
 
 
Resident Care 
 
 

Article 9: Health Care 

 
There were five areas of significant and serious concern identified by inspectors and 
immediate action plans were issued by the Authority which required an immediate 
response in order to ensure residents safety. Inspectors found that suitable and 
sufficient care was not provided to maintain the resident’s welfare and wellbeing 
having regard to the nature and extent of the resident’s dependency and needs. 
These issues were discussed at the feedback meeting at the close of the inspection. 
Inspectors identified serious failings in the areas of restraint, behaviours that 
challenge, medication management, falls prevention and management and wound 
care.  
 
Inspectors found that the residents had diverse needs - some were highly dependant 
and required full assistance, while other residents were quite mobile and 
independent. Residents had access to appropriate medical and allied healthcare. 
Inspectors found that there was good access to medical practitioners in the local 
area and there was evidence that residents were regularly reviewed by their general 
practitioner (GP). Records showed that residents had access to physiotherapy three 
times per week and regular speech and language therapy (SALT). Staff said that 
there was access to the dietician and chiropody services as required. Inspectors 
reviewed care plans and they contained details of referrals and appointments with 
the various allied health services. Staff promoted the residents’ health by 
encouraging them to stay active. Residents were seen taking exercise during the 
day. 
 
Inspectors saw documentary evidence to demonstrate that residents’ weights were 
recorded each month and the person in charge monitored any changes such as 
significant weight loss. Nutritional risk assessments were used to identify residents at 
risk and there was evidence of resident’s meals being fortified and supplements 
prescribed where necessary.  
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Inspectors reviewed a sample of residents’ care plans and noted that nursing 
assessments and clinical risk assessments were carried out for all residents. There 
was a record of the resident’s health condition and any treatment given, completed 
on a daily basis by the nurse on duty. Inspectors noted that residents and relatives 
were now involved in the development and review of their care plans. Care plans 
were in place to address residents’ needs and some aspects of the care plans were 
person centred. However, the care plans were not specific to meet resident’s needs. 
For example, one resident’s care plan included care needs such as vision, hearing, 
pain and challenging behaviour but the care plans did not provide specific enough 
guidance to address all of these issues. Inspectors noted that care plans for 
constipation included the use of laxatives and there was no detail as to other 
alternatives tried.  
 
Management of restraint was of concern and the use of restraint placed residents at 
risk. Inspectors noted that evidence-based practice was not being adhered to in the 
use of restraint. There was a restraint policy in place but it was not being used to 
guide the care delivered and had not been updated since the introduction of the new 
national policy on the use of restraint. There were a number of bedrails in use and 
four residents used recliner chairs. Inspectors found that significant improvements 
were required in the assessment and management of residents for the use of 
bedrails as there was no evidence of alternative strategies being tried for some 
residents prior to the use of restraint. This was not in line with the centre’s policy. 
Inspectors also found that the practice of monitoring the use of bedrails was not 
evidence-based and there were gaps in the documentation. While residents had a 
care plan for the use of restraint, this did not detail the care to be delivered. The 
person in charge said that restraint was used at the request of families rather than 
assessment for the use of restraint. Restraint was being used to manage residents at 
risk of falls which was inappropriate. This practice also contravened the restraint 
policy. Staff told inspectors that residents had gotten out of their bed while bedrails 
were in place on more than one occasion posing a serious injury risk. The provider 
was required to address this issue as a priority. The immediate action plan received 
from the provider on 5 April 2012 was satisfactory.  
 
There were a number of residents who had lap belts and recliner chairs in use. 
Inspectors observed poor management of one resident who sat in a recliner chair 
with a lap belt in place for two hours per day. The monitoring of this resident in 
restraint was not in line with the national policy and the care plan did not guide the 
care. This resident was at risk of falls and the restraint was used to prevent the 
resident from mobilising when staffing levels were reduced after lunch. The provider 
was required to address this issue as a priority. The immediate action plan received 
from the provider on 5 April 2012 was satisfactory.  
 
The person in charge and staff members were not up to date on evidence-based 
practice in the use of restraint and staff had not attended any training on the use of 
restraint. Staff were not familiar with the new national policy on the use of restraint.  
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Inspectors observed poor practice in relation to falls management. Residents who 
were at risk of falling were identified but those who were at risk and those who had 
fallen were not appropriately managed and were placed further at risk. The falls 
policy was not comprehensive and did not guide practice. Residents had a falls risk 
assessment completed to identify those at risk and a care plan developed. While 
some residents at risk of falls were provided with low-low beds and hip protectors, 
this was not consistent for all residents at risk and other interventions were not 
considered.  
 
Residents had daily exercise classes and were also seen walking about during the 
day. However, a review of residents’ records showed that while a falls reassessment 
was undertaken when a resident fell, this was not comprehensively completed and in 
many cases it only included a review by the physiotherapist. Therefore the residents’ 
care plans were not comprehensively updated after a fall to reflect their changing 
needs. There was a lack of consistency to the completion of falls diaries for residents 
and the inspectors read the incident reports and progress notes to track the number 
of falls for each resident. There was no comprehensive review of falls to ensure that 
appropriate action was taken when a resident fell. Inspectors noted that there was 
no record of neurological observations recorded when a resident fell and hit their 
head. Records showed that these observations had not been completed on one 
resident who fell on 3 March 2012 and sustained a head injury. 
 
Appropriate measures were not in place to manage the risk of behaviours that 
challenge. There was a policy on the management of behaviours that challenge but 
this was not being used to guide the care delivered. Residents with behaviours that 
challenge did not have an assessment for their behaviour completed using a 
recognised assessment tool. While there was evidence that one resident was 
appropriately managed by the medical team and an evidence-based model was used 
to track and manage this resident’s behaviour, this was not carried out for all 
residents who displayed these behaviours. Residents’ records did not include 
information regarding the triggers that prompted behaviours and the behaviour itself 
was not consistently recorded. There were care plans in place for behaviours that 
challenge but these did not direct care or outline interventions to be taken in order to 
meet specific needs. These included only the use of medication to manage the 
behaviours.  
 
There was evidence from a review of one resident’s record that there was an 
inappropriate use of benzodiazepines used for a resident who displayed behaviours 
that challenge. This medication was administered twice daily despite it being 
prescribed as only to be used as required (PRN). There was no record that other 
interventions were tried prior to the use of this medication and the ongoing care of 
the resident following administration of the medication was not recorded. The 
provider was required to address this issue as a priority. The immediate action plan 
received from the provider on 5 April 2012 was satisfactory.  
 
Inspectors had concerns about the prevention and management of pressure ulcers 
and wounds in the centre. Residents who had wounds were not identified and 
appropriate measures were not put in place to manage the risk to these residents. 
The wound care policy was reviewed by inspectors and noted that it was not being 
used to guide the care delivered. Staff had not received training on wound care. 
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Inspectors interviewed the person in charge and nurses about practices in relation to 
pressure ulcer prevention and wound care and found that they were not up to date 
in evidence-based practice.  
 
Inspectors had difficulty in ascertaining how many residents had wounds in the 
centre. Some resident’s documentation was not current and so inspectors could not 
identify how many wounds one resident had. There was another resident with a 
pressure sore and inspectors noted that this resident was appropriately assessed for 
pressure relieving devises and these were in place.  
 
The person in charge said that they had access to the support of a specialist tissue 
viability nurse (TVN). However, one resident with a grade four pressure ulcer was 
not referred to the TVN and the nurses did not have the expertise in the area of 
wound care. The person in charge and the nurse could not show inspectors that 
evidence-based nursing practice was adhered to for this resident. A resident was 
admitted on 1 February 2012 with a Grade 1 pressure sore, records showed that a 
care plan was not developed for this resident until 5 March 2012 which placed the 
resident at risk. The provider was required to address this issue as a priority. The 
immediate action plan received from the provider on 5 April 2012 was satisfactory.  
 
Records showed that residents’ with wounds had a pressure ulcer risk assessment 
completed and a wound care assessment completed at each change of dressing. 
However, all wounds were identified on the same assessment chart as a result it was 
difficult to assess the progress of the wound.  
 

Article 33: Ordering, Prescribing, Storing and Administration of Medicines 

 
The medication management policy was not being implemented and medication 
prescribing, administration and recording practices in the centre placed residents at 
risk. Some of these issues were identified at the previous inspection and were not 
addressed.  
 
Medications that required special control measures were carefully managed and kept 
in a secure cabinet in compliance with the Misuse of Drugs (Safe Custody) 
Regulations, 1984. These medications were counted at the time of administration 
and at the change of each shift. Nurses kept a register of controlled drugs and the 
stock balance was checked and signed by two nurses at the change of each shift.  
 
Prescribing and administration sheets were reviewed by inspector. There were a 
number of concerns noted in relation to prescribing and administration practices. For 
example:  

 there was no date recorded for each medication prescribed  
 medications which were discontinued were not signed and dated  
 the route of administration was not prescribed    
 the time of administration was not always recorded by the GP  
 the medication dosage and frequency were not always recorded  
 prescriptions did not include medications that required crushing  
 the maximum dose for “as required” (PRN) medication was not recorded  
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 while records showed that medications were reviewed three monthly, the 
reviews were not signed by the GP  

 the dates of administration by the nurse were not recoded  
 the times of administration did not match the times prescribed by the GP  
 two residents were administered medications by the nurse but these 

medications had not been signed by the GP 
 the medication trolley was not locked at all times. The provider was required 

to address this issue as a priority. The immediate action plan received from 
the provider on 5 April 2012 was satisfactory. 

 
Article 6: General Welfare and Protection 

 
Inspectors found that there were measures in place to safeguard residents and 
appropriate action was taken when a resident reported an allegation of abuse to the 
person in charge.  
 
Inspectors found that staff spoken to were aware of the types of elder abuse and 
their responsibilities in reporting suspected elder abuse to the person in charge or 
staff nurses. Records showed that all staff had attended a training course on the 
prevention, detection and response to elder abuse. Residents confirmed to inspectors 
that they felt safe in the centre. The person in charge was familiar with the process 
on how to investigate a reported allegation of abuse. Despite this, the inspectors 
reviewed the incidents log which showed that a resident had reported an alleged 
abuse by a staff member to the person in charge on 19 January 2012. While the 
person in charge had taken the appropriate action there was no record of the 
outcome of the investigation.  
 
At the previous inspection residents financial transactions were not witnessed and did 
not include a resident or staff signature. This was addressed at this inspection.  
 

Article 20: Food and Nutrition 

 
Some improvements were required to ensure all residents had a pleasant mealtime 
experience. Inspectors were satisfied that residents received a nutritious and varied 
diet. Residents were encouraged to be independent with eating and assistance was 
provided in a dignified manner. Residents confirmed that they enjoyed the food.  
The daily menu was displayed at the entrance to the dining room. The meal was well 
presented. Following soup for a starter, residents had their main course and fresh 
vegetables and potatoes were provided. Inspectors found that lunch was 
appropriately paced and a very sociable occasion in the main dining room. However, 
this was not the case in the assisted dining room. Inspectors observed that residents 
who ate in the assisted dining room were provided with an appropriate modified diet 
suitable to their needs. Assistance was provided to residents discreetly by staff. 
However, inspectors noted that this room was bare of furnishings and as a result it 
did not provide a homely relaxed atmosphere. While the menu was displayed the 
tables were set but were very bare. There was noticeably very little chat between 
residents and staff.  
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The chef showed inspectors the three-weekly menus and was aware of all residents’ 
dietary needs. Residents had input into menu planning and the chef showed 
inspectors where the residents chose to change the menu if they preferred an 
alternative on the day. There was daily contact between the chef and the person in 
charge. 
 
Inspectors saw residents being offered tea throughout the day. Residents told the 
inspector that they could have tea or coffee and snacks any time they asked for 
them.  
 

 
Environment 
 
 

Article 19: Premises 

 
The centre was pleasantly decorated and homely throughout. Inspectors found that 
the bedrooms were personalised with adequate space for belongings. Residents also 
had access to locked personal storage space in their bedrooms.  
 
The household staff were knowledgeable of the cleaning and infection control 
processes and the premises was observed to be clean. The household supervisor 
worked in the centre at least two days per week and she showed inspectors the 
audits of the cleaning that took place. All deficits identified in the audits were 
followed up.  
 
Residents could have their laundry processed in the centre. The laundry room was 
spacious and well equipped. Resident’s clothes were appropriately laundered in 
response to the action plan from the previous inspection. All residents’ clothes were 
folded and returned to the residents’ rooms. Residents told inspectors that they were 
satisfied with the laundry arrangements. 
 
There was a small secure well maintained outdoor area which residents could access 
but only with the support and supervision of staff. Some mobile residents said they 
would like to be able to access this garden independently.  
 
At the previous inspection, residents care plans and personal information was not 
stored securely. This was addressed and inspectors observed these to be stored 
securely.  
 
Storage space continued to be limited for assistive equipment. This was identified at 
the previous inspection and was not addressed. Inspectors observed commodes 
stored in the bathrooms which limited accessibility for residents. Hoists and 
wheelchairs were observed on the corridor which posed a falls risk to residents. 
Inspectors observed that commodes were stored and transported to and from 
bedrooms without any covers on them which posed a risk of infection as well as 
being undignified.  
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Article 32: Fire Precautions and Records 

 
The provider and person in charge had not sufficiently prioritised the safety of 
residents in the event of fire. Inspectors read the training records which confirmed all 
staff had attended fire training in 2011. Some staff members were appointed as the 
designated fire wardens on each shift. While staff had received fire training and were 
aware of how to respond to a fire, there was no regular fire drills held apart from the 
one completed by staff as part of their annual fire training.  
 
Inspectors read the records which showed that weekly inspections of fire exits were 
carried out. The fire panels were in order and the inspectors noted that fire exits 
were unobstructed. The fire alarm check was carried out weekly.  
 
The emergency plan was reviewed by inspectors. The plan identified the other centre 
in the group as the place to which residents would be moved to in the event of 
evacuation. However when questioned the person in charge also said in addition to 
the other centre that hotels in the area would be used to accommodate residents in 
this case. This was not included in the policy and the person in charge confirmed 
that there was no agreement with these hotels.  
 
 
Closing the visit 
 
At the close of the inspection visit a feedback meeting was held with the provider 
and person in charge to report on the inspectors’ findings, which highlighted both 
good practice and where improvements were needed.  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 

 
 

Provider’s response to inspection report∗ 
 

 
Centre: 

 
Glengara Park Nursing Home 

 
Centre ID: 

 
0044 

 
Date of inspection: 

 
3 April 2012 

 
Date of response: 

 
27 April 2012 

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

1. The registered provider has failed to comply with a regulatory 
requirement in the following respect: 

 
The medication management policy was not being implemented and medication 
prescribing, administration and recording practices in the centre placed residents at 
risk.  
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
Action required:  
 
Ensure there is a record of each drug and medicine administered giving the date of 
the prescription, dosage, name of the drug or medicine, method of administration, 
signed and dated by the medical practitioner and the nurse administering the drugs 
and medicines in accordance with any professional guidelines 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Reference:  
Health Act, 2007 

dical Records 
ment 

iew 
 

Regulation 25: Me
Standard 14: Medication Manage
Standard 15: Medication Monitoring and Rev

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

Timescale: 
 

Provider’s response: 

ince the inspection, we have contacted all prescribers and 

uested 

 addition to the above, we have made arrangements with an 
 

 

ill process map each step of our medication 
elation to 

ocesses 

l 

e will review and amend our current medication prescription 
y 

e will amend and update our current policy and procedures for 

n 

cy will outline the appropriate use of psychotropic drugs in 

e will develop comprehensive audit tools to ensure that all 

 

ompleted 

1/05/2012 

 
S
requested that they review the medications prescribed for 
residents. Additionally, individual prescribers have been req
to address any non compliance with legal requirements in their 
written prescriptions. 
 
In
external consultant (Nursing Matters and Associates) to assist us
with improvement activities in the centre. This include undertaking
a review of all aspects of our medication management practices in 
the centre with a view to improving practices to comply with legal 
and professional requirements. This will involve the following 
activities: 

 we w
management processes to identify any deficits in r
compliance with professional and legal requirement 

 we will identify any safety concerns in the current pr
 we will amend all medication management processes to 

ensure that they are compliant with professional and lega
requirements and will promote the safe and effective 
management of medicines in the centre. 

 
W
sheets and medication administration records to ensure that the
comply with legal and professional codes and that they promote 
safe medication practice in the centre. 
 
W
medication management in accordance with changes made, 
evidence based practice and international goals for medicatio
safety. 
The poli
the centre, with reference to any use of psychotropic drugs as 
chemical restraint. 
 
W
aspects of medication management our being audited on a 
scheduled basis. 

 
C
 
 
 
 
 
3
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An initial audit of administration and recording practices will be 

ll nursing staff will attend a one day An Bord Altranais Category 1 

1/05/2012 

/06/2012 and 

conducted by our dispensing pharmacist. 
 
A
Approved Course on Medication Management in residential Care 
Centres for the Elderly. 
 

1
 
 
5
12/06/2012  

 
2. The provider has failed to comply with a regulatory requirement in the 

 high standard of contemporary evidence-based nursing care was not delivered in 

e care plans did not comprehensively set out each resident’s needs. 

following respect: 
 
A
relation to use of restraint, management of  behaviours that challenge, falls 
prevention and management and wound care.  
  
Th
 
Action required:  

et out each resident’s needs in an individual care plan developed and agreed with 
 
S
the resident. 
 
Action required:  

rovide a high standard of evidence-based nursing practice in relation to restraint 
nd 

 
P
management, behaviours that challenge, falls prevention and management of wou
care.  
 
Reference:  

alth Act, 2007 
eral Welfare and Protection 

 and Care Plan 

’s Care Plan 

                 He
                 Regulation 6: Gen
                 Standard 13: Healthcare 
                 Regulation 8: Assessment
                 Standard 10: Assessment 
                 Standard 11: The Resident
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 

ince the inspection, we have arranged a mentoring programme 

m (Care Monitor TM) for 
 

w 

 

ommencing on 

 

 
S
for nursing and care staff on assessment and care planning. The 
programme will cover the following: 

 implementation of a new syste
assessment and care planning. The system itself and the
mentoring  programme will cover the whole process from 
pre admission assessment to ongoing monitoring and revie
of residents care and condition, with particular reference to: 

 
C
01/052012 to 
be completed 
by 30/06/2012
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o integration of risk screening as part of the pre admission 

cales to develop a 

e reflective of each 

tions 

e with each 

ition  

e 

 
he mentoring programme will commence with performing a 

 

e will review and update as required our policies for: 

aviours. 
ement 

nt. 

8/06/2012 

5/06/2012 

and admission assessment process 
o use of appropriate risk assessment s

risk profile for each resident 
o developing care plans that ar

resident's individual needs and preferences 
o daily monitoring, recording and reporting of each 

resident's care, condition and response to interven
o recognising and responding appropriately to early signs 

of deterioration in residents' conditions 
o keeping care plans updated in accordanc

resident's changing needs so that care plans are 
reflective of each resident's current care and cond

o standardised handover procedures to ensure the 
continuity and safety of care in accordance with th
international patient safety goal for safe handover 
practice. 

T
comprehensive assessment on those residents mentioned as a
priority by the inspectorate.  
 
W

 Restraint use, including chemical restraint. 
 Management of Challenging/Responsive Beh
 Wound management, including prevention and manag

of pressure ulcers. 
 Falls prevention and manageme

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
0
08/06/2012 
15/06/2012 
 
1

 
3. The person in charge has failed to comply with a regulatory requirement 

here was poor identification and management of clinical risk.  

here was no system in place to identify, record, investigate and learn from serious 

he risk management policy was not being implemented.  

in the following respect: 
 
T
 
T
or untoward incidents or adverse events involving residents. 
 
T
Action required:  
 
Put arrangements in place for the identification, recording, investigation and learning 
from serious or untoward incidents or adverse events involving residents. 
 
Action required:  

nsure that the risk management policy covers, but is not limited to, the identification 
 
E
and assessment of risks throughout the designated centre and the precautions in 
place to control the risks identified.  
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Reference:  
                     Health Act, 2007 

k Management Procedures 

s  

                     Regulation 31: Ris
                     Standard 26: Health and Safety  
                     Standard 29: Management System
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 

s mentioned above, our new system of care planning will have an 

e will be implementing a system and framework for clinical 
 

 

s part of our clinical governance system, we will review and 
se so 

licy and 
w 

 Clinical 

ecific risks through 

nmental and occupational 

ssessments based on 

Incident reporting and management, 

tion of serious 

 maintenance of 
 

 

 

0/06/2012 

1/05/2012 

 
A
integrated process for risk assessment of individual residents at pre 
admission, admission and in accordance with their changing needs. 
 
W
governance in Glengara Park Nursing Home. The framework is
based on the Health Care Commission (UK) seven pillars, one of
which is risk management. 
 
A
update our current risk management practices and amend the
as to ensure that we have the following in place: 

 The Development of a Risk Management po
framework  which will be based on the Australian/Ne
Zealand Standard for Risk Management to outline: 

o Roles and Responsibilities for Clinical and Non
Risk management in the centre. 

o Process for identifying resident sp
assessment and care planning; use of validated risk 
scales and risk assessment. 

o Process for identifying enviro
risks through scheduled health and safety audits using 
a health and safety audit tool. 

o Procedure for conducting risk a
the National Patient Safety Agency’s ‘5 steps to risk 
assessment’. 

o Procedure for 
including learning from incidents. 

o Procedure for conducting investiga
incidents using root cause analysis. 

o Procedure for population, review and
a risk register specific to Glengara Park Nursing Home,
reflective of clinical risks associated with the profile of 
residents being cared for. 

 
3
 
 
 
 
 
 
 
 
1
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The policy will be linked to existing policies that address specific 
clinical conditions, such as falls prevention and management; 
wound management; elopement; responsive/challenging 
behaviours and so on. 
 
Risk management will fall under the remit of a new clinical 
governance committee. 
 
Our emergency plans will be updated to include the names and 
agreements from hotels that may be required in the event of total 
evacuation from Glengara. 
 
The clinical governance committee of the home will receive 
mentoring on implementing the risk management framework for 
Glengara Park Nursing Home. 
 

15/06/2012 
 
 
15/06/2012 
 
 
 
15/06/2012 

 
4. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
The numbers of nurses on day and night duty were not appropriate to the needs of 
the residents. 
 
Due to staff shortages resident choice in daily routines was not respected. 
 
Action required: 
 
Ensure that the numbers of staff nurses on duty 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: 
 
From 11 April 2012 one staff nurse, a second staff nurse awaiting An 
Bord Altranais registration and three carers are currently on night 
duty. Once the staff nurses who are awaiting registration are 
registered we will have two staff nurses and three carers on night 
duty. 
 
The recruitment of a Clinical Nurse Manager has been ongoing since 
April 2011, a suitable candidate was identified in February 2012 and 
she has started on 26 April 2012. 

 
 
Completed 
 
 
 
 
 
Completed 
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Governance and Staffing in Glengara Park at all levels will be 
strengthened through the following: 

 an agreed governance and management framework to outline 
the roles, responsibilities and reporting relationships of all staff 

 the implementation of a clinical governance system and 
framework, which will facilitate monitoring and continuous 
improvement of quality and safety of care. 

 
We will implement a systematic approach to addressing the staffing 
needs of the centre through our assessment and care planning,  
clinical governance and risk management frameworks, which will 
include the following: 

 reporting on the changing needs, dependency and acuity 
levels of residents at daily handovers so as to identify any 
need to address staffing 

 reviewing agreed quality and safety indicators at clinical 
governance meetings to identify any changes required to 
staffing numbers or competencies. These indicators, for 
example, will include, but are not confined to: 

o Incidents/accidents 
o Medication incidents, 
o Complaints, 
o Use of restraint, 
o Infection rates and so on. 

 
The above will also inform our continuing professional development 
and training plans for the person in charge, management and staff in 
the centre so as to ensure that all staff have the required skills and 
competencies to meet the needs of residents. 
 

30/06/2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
30/06/2012 
 

 
5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The outcome of an investigation into an allegation of abuse had not been 
documented.  
 
Action required: 
 
Implement the policy on and procedures for the prevention, detection and response 
to abuse. 
 
Reference: 
                   Health Act, 2007 
                   Regulation 6: General Welfare and Protection 
                   Standard 8: Protection 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We will review our current documentation related to the recording, 
investigation and follow up of allegations/suspicions of elder abuse 
so as to ensure that all steps of the process of responding to such 
allegations are completed. 
 
We will develop and implement an audit tool to monitor compliance 
with national standards, regulations and local policy for prevention 
and responding to allegations/suspicions of abuse. 
 

 
 
01/06/2012 
 
 
 
 
01/06/2012 
 
 
 

 
6. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Not all staff had received training in wound care, falls prevention and restraint to 
ensure a high standard of contemporary evidence-based practice.  
 
Action required:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
Reference: 
                   Health Act, 2007 
                   Regulation 17: Training and Staff Development 
                   Standard 24: Training and Supervision 

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

Timescale: 
 

Provider’s response: 
 
All staff will attend An Board Altranais Category 1 Approved training 
on Restraint Use; Responding to Behaviours that Challenge and 
Prevention and Management of Falls. 
 
Wound Management training commenced on 25 April 2012 for all 
staff nurses. 
 
We will conduct a training needs analysis for staff and update our 
training plan based on this, the training plan will be submitted to the 
inspectorate. 
 

 
 
30/06/2012 
 
 
 
31/05/2012 
 
 
23/06/2012 
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7. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There were no regular fire drills completed apart from the one annually.  
 
Action required:  
 
Ensure, by means of fire drills and fire practices at suitable intervals, that the staff 
and, as far as is reasonably practicable, residents, are aware of the procedure to be 
followed in the case of fire, including the procedure for saving life. 
 
Reference: 

Health Act, 2007 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety  
 

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

Timescale: 
 

Provider’s response: 
 
In 2011 there was three separate fire training days conducted by 
Apex Fire which ensured all staff received training.  
 
We now propose to have two fire training sessions a year from Apex 
Fire that all staff must attend.  
 
 
The general manager will provide training on four other separate 
occasions which will include fire drills and fire procedures. We will 
involve in as far as reasonably practicable our residents in our fire 
drills. This will mean we will have fire training for staff every two 
months. 
 

 
 
 
 
 
June 2012  
and December 
2012 
 
May 2012 
August 2012 
and  
October 2012 
 
 

 
8. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
The directory of residents was not up to date.  
 
Action required:  
 
Ensure that the directory of residents includes the information specified in Schedule 3 
of the Regulations. 
 
Reference:  
                  Health Act, 2007 
                  Regulation 23: Directory of Residents 
                  Standard 32: Register and Residents’ Records 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Since the inspection all transfers to hospital or other designed 
centres are being recorded in our directory of residents. 
We will ensure that the directory of residents includes the 
information specified in Schedule 3 of the Regulations. 
 

 
 
Completed 
 
 
 

 
9. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
Staff member’s files did not contain all of the information required by Schedule 2 of 
the Regulations. 
 
Action required:  
 
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. 
 
Reference:  

Health Act, 2007 
Regulation 18: Recruitment 
Standards 22: Recruitment  

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

Timescale: 
 

Provider’s response: 
 
We will update our recruitment policy to ensure that it identifies 
the required documentation to be in place for all staff prior to 
employment. A standard checklist for all steps of the recruitment 
process will be developed to ensure all documentation is obtained 
at the appropriate stage of the process and prior to employment. 
 

 
 
30/06/2012 
 

 
10. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The Authority was not notified of an allegation of abuse as required by the 
Regulations.  
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Action required:  
 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of any allegation, suspected or confirmed abuse of any resident. 
 
Reference:  
                  Health Act, 2007 
                  Regulation 36: Notification of Incidents 
                  Standard 29: Management Systems  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
In future all allegations of abuse will be reported to the inspector 
as required by the Regulations. 
 

 
 
Completed 
 

 
11. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Storage space for equipment throughout the premises was limited which meant that 
equipment was stored inappropriately and posed a risk to residents.  
 
Action required:  
 

Provide suitable premises for the purpose of achieving the aims and objectives set out 
in the statement of purpose, and ensure the location of the premises is appropriate to 
the needs of residents.  
 
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: 
 
On the day of the inspection we where refurbishing two bathrooms 
which meant that some of the equipment normally kept in these 
two rooms had to be kept in our other available bathrooms. 
We will identify designated areas for the safe storage of all our 
equipment such as commodes, hoists, wheelchairs, etc. We will 
ensure that equipment is stored safely and poses no risk to our 
residents. 
 

 
 
15/05/2012  
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
We recognise the concerns raised by our inspectors and are fully committed to all the 
improvements to maintain a high standard of care to our residents. Given the tone of 
the report we are concerned about the unsettling impact this report will have on our 
very many satisfied and content residents and their families past and present.  
 
Provider’s name: Ciaran Larmer 
Date: 27 April 2012 
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