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

 
 
 
Centre name: 

 
Elm Hall Nursing Home 

 
Centre ID: 

 
0034 
 
Loughlinstown Road 
 
Celbridge  Centre address: 

 
Co. Kildare 

 
Telephone number: 

 
01 6012399 

 
Fax number: 

 
01 6273547 

 
Email address: 

 
info@elmhallnursinghome.com 

 
Type of centre: 

 
 Private           Voluntary            Public 

 
Registered providers: 

 
Springwood Nursing Homes Ltd 

 
Person in charge: 

 
Caroline Perry 

 
Date of inspection: 

 
30 April 2012 

 
Time inspection took place: 

 
Start: 07:15 hrs          Completion: 20:30 hrs 

 
Lead inspector: 

 
Linda Moore 

 
Support inspector: 

 
Mary McCann and Gary Kieran 

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 

 
Elm Hall Nursing Home is a purpose-built residential centre with 61 places. It 
provides long-term, palliative, convalescent and respite care. It is a two-storey 
building with 58 single rooms and one three-bedded room. The majority of residents 
on the first floor have dementia. All bedrooms have a wheelchair accessible shower, 
toilet and wash-hand basin en suite. There is a sitting room and dining room on each 
floor and a reading room as well as a kitchen, laundry, treatment room, oratory, 
hairdressers’ room, staff facilities and visitors’ room. In addition to the en suite 
bathrooms there are five toilets, four of which are assisted toilets. There are two 
bathrooms with baths. There is free access from the day room on the ground floor to 
an enclosed garden. 
 
There are 18 independent living chalets and a social centre on the grounds. Car 
parking is available at the front, side and rear of the centre. 
 

Location 

 
Elm Hall Nursing Home is situated close to the village of Celbridge in Kildare. It is 
situated close to Elm Hall Golf Club and close to the Hazel Hatch train station.  
 
 

 
Date centre was first established: 

 
June 2006 

 
Number of residents on the date of inspection: 

 
55 + 1 in hospital 

 
Number of vacancies on the date of inspection: 

 
5  

 
 

Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
11 

 
11 

 
15 

 
19 

 
 

Management structure 
 
Elm Hall is owned by Springwood Nursing Homes Ltd. Mairead Byrne, the Managing 
Director is the nominated person on behalf of the Provider. The Person in Charge, 
Caroline Perry is known as the Director of Nursing and she reports to the Managing 
Director. The four clinical nurse managers (CNM’s), staff nurses and care assistants 
report to the Person in Charge. All non-clinical staff report to the Provider. A senior 
Clinical Nurse Manager deputises in the absence of the Person in Charge. 
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Staff 
designation 

Person 
in 
Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on 
duty on day 
of 
inspection 

1 2 8 3 5 1 3* 

 
* Maintenance personnel, provider and activity personnel 
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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 inspection on the 16 August 2011 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, relatives, 
the person in charge, the provider and staff on duty. Records were examined 
including care plans, medical records, staff records including training records, staff 
files and policies. 
 
Inspectors found that the provider and person in charge had partly responded to the 
action plan from the previous inspection but there were a number of clinical issues 
which had not been addressed. There were six actions identified at the previous 
inspection, three of these were fully addressed, two partly addressed and one was 
not addressed despite the fact that the provider stated that they were all completed 
in the previous action plan and the time frame for implementation had expired.  
 
Improvements made by the provider since the previous inspection included: 

 robust complaints procedure and management of complaints 
 the premises was clean and odour free 
 staff files included the medical declarations and were in line with the 

Regulations.  
 
Although inspectors saw improvements in healthcare since the previous inspection, 
care was not being delivered in a consistent manner in practice. The Authority 
required the provider to take immediate action to ensure the safety of some 
residents in relation to the care of a resident with behaviours that challenge. The 
provider submitted a satisfactory action plan to the Authority following the 
inspection.  
 
Additional areas for improvement were identified on this inspection. Staffing levels 
were not appropriate to meet the needs of residents and the supervision of residents 
required improvement. Staff were not appropriately mentored, poor manual handling 
practices were observed and nurses interviewed did not have knowledge of 
evidenced based practice in wound care and medication management. The person in 
charge did not have appropriate systems in place to monitor the quality of the 
service.  
 
Areas for improvement are discussed further in the report and are included in the 
Action Plan at the end of the report. 
 
 
 
 
 
 
 
 
 

Page 5 of 31 



 
Governance 
  
 
Article 5: Statement of Purpose 

 
Inspectors were satisfied that the statement of purpose accurately described the 
service provided in the centre and it included all of the requirements of the 
Regulations. This was made available to residents and relatives.  
 
Article 15: Person in Charge 

 
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 was observed engaging 
with residents throughout the day of inspection.  
 
Inspectors found that a clinical governance committee had been developed since the 
previous inspection and there had been one meeting. This had been established to 
strengthen the governance arrangements in the centre.  
 
There were adequate arrangements in place for cover when the person in charge 
was absent. Although the assistant director of nursing was on long-term leave, a 
clinical nurse manager deputised in the absence of the person in charge.  
 
The person in charge delivered the manual handling training and the protection of 
vulnerable adults training to staff. She was due to commence a Further Education 
and Training Awards Council (FETAC) Level 6 Gerontology and Management course 
in May 2012.  
 
Article 16: Staffing 

 
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. However, inspectors found that staffing 
arrangements for night duty were inconsistent and there were inadequate staff to 
meet the needs of residents on the first floor on the day of inspection. 
 
Inspectors found that the requirement for two nurses on night duty was not 
consistently met. There was one nurse on night duty on the night of 29 April 2012 
from 11.00 pm to 7.00 am for 56 residents, and she said that at times it was difficult 
to supervise the care. A review of the rota showed that one nurse was on duty for 
two nights on the week of 23 to 29 April 2012 and on the week of 16 to 22 April 
2012, there were four nights when there was one nurse on night duty. This had been 
an issue on previous inspections. The provider and person in charge said that they 
had recognised the deficit in staff nurse numbers on night duty and were providing 
orientation to two new staff nurses to work on night duty. This was verified in the off 
duty.  
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Two nurses interviewed were not knowledgeable about nursing older people and did 
not implement evidenced based practice. Staff also told inspectors that they did not 
think there were adequate staffing levels at times. 
 
Inspectors found that a staff member did not respond to the needs of residents in a 
timely manner. An inspector saw a resident who was distressed in the day room on 
the first floor in the afternoon and was calling out for assistance to use the 
bathroom. There was one staff member in the day room at the time and she 
confirmed that she could not leave the day room to assist this resident and she did 
not summon the assistance of other staff.  
 
There was poor delegation and supervision of staff which resulted in poor outcomes 
for some residents. Inspectors observed one resident seated uncomfortably in a chair 
in the first floor day room. When this was brought to the attention of staff, they used 
poor manual handling techniques to reposition the resident in the chair. Staff were 
observed completing a full body lift of this resident. They said they could not leave 
the sitting room on the first floor to get the hoist.  
 
Residents in the day room on the ground floor were left unsupervised. On the 
morning of the inspection, inspectors observed staff bringing residents to the day 
room and leaving. Staff told inspectors about their responsibility for the supervision 
of residents in the day room on the ground floor but this was not observed on the 
day.  
 
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 and the 
management and the protection of vulnerable adults. Staff also attended in-house 
sessions on continence promotion, infection control, falls assessment tools, catheter 
care and pressure sore prevention. However, some of the training had not been 
applied in practice. Some practices in medication management and manual handling 
posed a risk to the safety of residents and are discussed further in the Health Care 
section of this report. Inspectors concluded there was inadequate supervision of staff 
to ensure that training delivered was applied in practice, consequently nurses were 
not adhering to evidenced based practice.  
 
While inspectors saw staff interacting with residents and responding to residents’ 
needs in a respectful manner, not all staff were knowledgeable about how to 
respond to the needs of individual residents. For example, one staff nurse could not 
explain the treatment of a resident with a diagnosis of epilepsy. Two staff nurses 
were not up to date on evidence-based practice in relation to monitoring a resident 
for head injury following a fall. They stated they would use an over head bed light to 
check a resident’s pupils, rather than use a pen torch which would be usual nursing 
practice.  
 
Inspectors examined three staff files and found that they contained all of the 
information required by the Regulations. This had been addressed following the 
previous inspection.  
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Article 23: Directory of Residents 

 
Inspectors read the directory of residents and noted that it was up to date. It 
included all of the requirements of the Regulations and had been updated following a 
resident’s recent admission to hospital.  
 
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 improvement. 
Inspectors noted that a clinical governance committee had an inaugural meeting and 
had still to progress plans to work towards identifying and learning from serious or 
untoward incidents or adverse events involving residents. 
 
There was a risk management policy and it included the specific risks which are 
required by the Regulations. A new risk assessment framework was introduced in 
January 2012. 
 
Since the previous inspection a clinical governance committee had been formed to 
review clinical risks and take measures to manage these risks. The group had one 
meeting where enhanced communication was discussed. The person in charge 
acknowledged that the group planned to discuss clinical risks such as weigh loss, 
pressure care and behaviours that challenge. The inspector identified issues with the 
management of these risks and they are discussed further under Healthcare in this 
report.  
 
The person in charge had taken effective measures to manage the risk of falls. She 
had continued auditing falls since the previous inspection. The most recent falls audit 
showed that there had been a reduction in the number of falls. The person in charge 
attributed this to the use of low-low beds and sensor alarms to alert staff if a 
resident who was at risk of falling got out of bed.  
 
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 person in charged showed the risk 
assessment template to the inspectors and said she planned to use this to undertake 
risk assessments for the premises. There was a health and safety committee and 
meetings were attended by the person in charge. The minutes of the meeting on 10 
April 2012 showed that risks in the premises had been discussed. These included 
residents who smoked and the control measures to mitigate the risk.  
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Article 39: Complaints Procedures 

 
Inspectors found evidence of good complaints management practices. This had been 
identified as an area for improvement at the previous inspection and 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 clearly identified. 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 and there was a 
record of the satisfaction level of the complainant.  
 
Article 36: Notification of Incidents 

 
Inspectors found that all notifications had been submitted to the Authority in 
accordance with the requirements set down in the Regulations.  
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Resident Care 
 
 
Article 9: Health Care 

 
Inspectors observed evidenced of good practice in some aspects of healthcare 
delivery such as the area of falls management. The management of behaviours that 
challenge was of significant concern that warranted an immediate action plan. Other 
areas that required improvement included the use of chemical restraint, weigh loss 
and medication management.  
 
There was a policy on the management of behaviours that challenge but this was not 
being used to guide the care delivered. This was identified as an issue at previous 
inspections but had not been adequately addressed. While a resident who presented 
with behaviours that challenge did have a care plan in place, this was not 
comprehensive and was not being implemented to ensure his safety and the safety 
of other residents. In particular, inspectors read about physical altercations among 
residents in March and April 2012 and one of these resulted in injury to a resident. 
An immediate action plan was issued to the provider to address this issue.  
 
Inspectors also observed a resident wandering into another resident’s room and this 
provoked an agitated response. Even though there had been an altercation between 
these two residents earlier in the month, there was no appropriate plan to supervise 
either of these residents to maintain their safety.  
 
Staff told inspectors that despite having received training on the management of 
behaviours that challenge, some staff said they were afraid of one resident and were 
not appropriately equipped to deal with the resident’s behaviour.  
 
Behaviours that challenge have been an ongoing issue. Arrangements for 
accommodating residents with dementia on the first floor could be a contributory 
factor and needed review. Inspectors noted that mobile residents with cognitive 
impairment who lived on the first floor did not have free access to a secure outdoor 
area and fresh air. There were key pads on the doors, some residents with cognition 
and communication problems could not express a desire to go outdoors and a staff 
member was not always available to accompany residents outside. The first floor was 
an unsuitable environment for some mobile residents with dementia. The absence of 
a facility to relax in the fresh air could provoke responsive behaviours that challenge 
staff and place vulnerable residents at risk. 
 
Inspectors found that while the person in charge was knowledgeable about the 
prevention of pressure ulcers, but staff interviewed were not knowledgeable. 
Inspectors spoke with staff who were not aware of current evidence-based practice 
in the prevention of pressure ulcers. In addition, some practices did not promote the 
effective management of pressure ulcers. For example, one resident’s documentation 
showed that the resident was turned to relieve pressure areas at 11.40 pm and again 
at 6.00 am. This was not in line with the plan of care for this resident.  
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While residents had pressure relieving devises available to them, staff members 
could not tell inspectors how these were to be set or monitored. 
 
While staff completed pressure ulcer risk assessments and wound care assessments, 
inspectors found that they were not consistently updated and that they did not 
provide reliable information to monitor trends. For example, one of the assessments 
reviewed by inspectors stated that the wound was healed, but the daily progress 
notes stated that there was “broken skin on sacrum area”. There was also no 
updated care plans for this resident’s wound. Another resident’s recent progress 
notes stated there was a “blister on thighs”. However, the wound assessment stated 
the wound was healed and this was not documented in the care plan.  
Inspectors found it difficult to ascertain how many residents had wounds and if 
appropriate wound care was being provided. Information was requested and 
subsequently submitted to the Authority by the person in charge which showed that 
there were no Grade 2 pressure sores and that appropriate plans were in place to 
manage residents with wounds. 
 
Inspectors found that while there was some good practice in relation to nutrition. 
Appropriate assessments were in place to identify residents who were nutritionally at 
risk and there was evidence of resident’s meals being fortified and supplements 
prescribed where necessary. The process to monitor and weigh residents was not 
comprehensive. While many residents’ weights were recorded each month or more 
frequently as required, this was not consistent and some residents were not being 
weighed regularly. The person in charge said she was monitoring weight loss but 
inspectors found that one resident whose records showed a 7 kg weight loss in three 
months had in fact not lost any weight. Inspectors observed the resident being 
weighed and found that the weight loss recorded was due to the fact that the 
resident had been in correctly placed on the seated weighing scales by staff. 
 
Inspectors noted that the care of a resident who had lost 7 kg in three months was 
not appropriate to meet this resident’s needs. This resident was still weighed monthly 
and had not been reviewed by a dietician. The person in charge stated that she 
waited until a number of residents required a review by the dietician before she 
contacted the dietician. She said there was a cost of €300 per visit and this was a 
factor in the decision to contact the dietician.  
 
There was a policy on the use of restraint but this was not being used to guide the 
care delivered. Inspectors reviewed files for a sample of residents who required 
bedrails and found that there was an assessment completed for the use of the 
bedrails. The assessments undertaken showed evidence of alternative strategies 
being tried for residents prior to the use of bedrails. The residents’ care plan 
identified the use of the bedrail but did not have details for the monitoring of a 
resident when bedrails were in use.  
 
Inspectors found that chemical restraint was not being managed in line with the 
centre’s policy. Inspectors read the file of a resident who displayed behaviours that 
challenge and found there were entries in the daily notes to show that medication 
was sometimes administered to manage the resident’s behaviour. This was not 
managed in line with the centre’s policy on the use of restraint. There was no care 
plan to provide guidance on the use of this medication. There was no record that 
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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 documented. 
 
Inspectors observed good practice in relation to falls management and there had 
been a reduction in the number of falls from the previous inspection. This had been 
identified at the previous inspection and was being progressed, but further 
improvement was required in relation to care plans. Residents had a falls risk 
assessment completed to identify those at risk and a care plan was in place. 
Residents at risk of falls were provided with appropriate interventions such as low- 
low beds and alarms. However, a review of residents’ records showed that while falls 
risk assessments were completed, the care plans were not consistently updated to 
reflect the residents’ changing needs or additional measures to be put in place to 
prevent the resident falling. 
 
Inspectors found that residents had a range of diverse needs; some were highly 
dependant and required full assistance while other residents were quite mobile and 
independent. Inspectors found that there was good access to medical practitioners in 
the local area and there was evidence that residents were reviewed by their general 
practitioner (GP) as required.  
 
Records showed that residents had access to physiotherapy twice a week and speech 
and language therapy (SALT) as required. Staff said that there was access to the 
chiropody services as required.  
 
Inspectors reviewed a sample of residents’ care plans. They contained nursing 
assessments and clinical risk assessments. There was a daily record of the resident’s 
health condition and any treatment given. However, although there was a date and 
signature that indicated that a care plan review had taken place, there was no 
evidence of what that review entailed or a record of the issues considered during the 
review to ensure that the care plan continued to meet the needs of the resident. For 
example, one resident’s falls risk assessment stated the resident’s condition had 
changed and the risk had increased but the care plan had not been adjusted to 
reflect this. Another resident with a urinary tract infection did not have a care plan in 
place to manage this.  
 
Article 33: Ordering, Prescribing, Storing and Administration of Medicines 

 
The inspectors reviewed the medication management policy and found that it needed 
some improvement. Inspectors also found that the person in charge had not 
provided adequate supervision to ensure that nurses were sufficiently knowledgeable 
about medication management. 
 
There was a medication management policy which guided the practice; however staff 
when asked were not knowledgeable about the policy for the administration and 
review of PRN (as required) medications. This could result in poor outcomes for 
residents. For example, there was an inconsistent approach to the administration of 
PRN sedation to residents with behaviours that challenge.  
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Inspectors observed a medication round and found that while medication was 
administered appropriately, the nurse was not sufficiently knowledgeable about the 
medications being administered and the routes of administration. The person in 
charge told inspectors that staff members completed 15 supervised medication 
rounds until they were competent but the records of the outcome of these 
supervised rounds were not available for inspection.  
 
Article 6: General Welfare and Protection 

 
Inspectors found that there were measures in place to safeguard residents but these 
required improvement.  
 
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 
for investigating any reported allegations of abuse.  
 
However, the provider had failed to adequately ensure that residents were protected 
from being harmed by other residents who displayed behaviours that challenge as 
outlined in healthcare section.  
 
Article 20: Food and Nutrition 

 
Inspectors were satisfied that residents received a nutritious and varied diet. 
Residents were encouraged to be independent with eating and assistance where 
needed was provided in a dignified manner. Residents confirmed that they enjoyed 
the meals in the centre. 
  
Inspectors observed the meal time and found that meals were well presented. 
Inspectors found that lunch was appropriately paced and a very sociable occasion. 
There were two sittings to facilitate the residents to enjoy their meal in a relaxed 
manner. Inspectors observed that residents were provided with an appropriate 
modified diet suitable to their needs.  
 
The chef showed inspectors the weekly menus and was aware of all residents’ 
dietary needs. There was daily contact between the chef and the person in charge. 
 
Inspectors saw residents being offered tea throughout the day. Residents told the 
inspectors that they could have tea or coffee and snacks any time they wished.  
 
 
 
 
 
 
 
 

Page 13 of 31 



 
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 about the cleaning and infection control 
processes and the premises were observed to be clean. The issue of an unpleasant 
odour had been raised at the previous inspection but this had now been resolved.  
 
There was a large secure well maintained outdoor area which was accessible from 
the day room on the ground floor.  
 
Residents could have their laundry processed in the centre. The laundry room was 
spacious and well equipped. Residents’ clothes were appropriately laundered. All 
residents’ clothes were folded and returned to their rooms. Residents told inspectors 
that they were satisfied with the laundry arrangements. 
 
Residents care plans and personal information were stored securely. 
 
Storage space continued to be limited for assistive equipment. Inspectors observed 
equipment being stored in the bathrooms. The provider said there were plans to 
extend the premises and include storage in the new design.  
 
There was one three-bedded room which did not meet the requirements of the 
Standards. This room was being used by two residents during the inspection. The 
provider said this would be addressed in the proposed extension and within the 
required timeframe. The provider was aware of the requirement to meet this 
Standard by 2015. 
 
Article 32: Fire Precautions and Records 

 
Appropriate procedures for fire detection and prevention were in place. Inspectors 
reviewed service records which showed that the fire alarm system and fire 
equipment were monitored. Inspectors read records which showed that daily 
inspections of fire exits were carried out and the fire exits were unobstructed. There 
were training records which confirmed that all but two staff members had attended 
formal training on fire prevention and response. The person in charge said these two 
staff had covered fire safety on induction and they were due to attend fire training 
which was planned for May 2012.  
 
There were frequent fire drills in place. The inspector found that all staff were clear 
about the procedure to follow in the event of a fire. There was an emergency plan 
which guided staff in the event of an evacuation.  
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Closing the visit 
 
At the close of the inspection visit a feedback meeting was held with the provider 
and the 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: 

 
Elm Hall Nursing Home  

 
Centre ID: 

 
0034 

 
Date of inspection: 

 
30 April 2012 

 
Date of response: 

 
21 June 2012 

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

1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Working with residents who had behaviours that challenge have been an ongoing 
issue. 
 
The first floor was an unsuitable environment for some mobile residents with 
dementia. The absence of direct access to a facility to relax in the fresh air could 
provoke responsive behaviours that challenge staff and place vulnerable residents at 
risk. 
 
Systems in place did not protect residents being harmed by other residents displaying 
behaviours that challenge.  
 
Action required: 
 
 

Make all necessary arrangements, aimed at preventing residents being harmed or 
being placed at risk of harm. 
 
                                                 
∗ 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 
                   Regulation 6: General Welfare and Protection 
                   Standard 8: Protection 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Whilst there is an internal policy in relation to 'Protection from 
Harm and Prevention of Abuse, the provider and person in charge 
had identified prior to the inspection process that there was one 
resident in the nursing home whose mental health condition had 
recently deteriorated which resulted in a rapid exacerbation of his 
challenging behaviour.  
 
It was identified that this situation was having an adverse impact 
on the safety of staff and other residents. Mechanisms to resolve 
this had been commenced prior to the inspection. 
  
This situation was resolved with the finding of a more suitable care 
environment for this resident, a process which was implemented 
and completed in as safe and timely manner as possible given the 
complexity of circumstances. 
 
In relation to other residents with dementia and/or challenging 
behaviour and/or those whose condition may deteriorate to the 
extent of an increased 'risk of harm' to themselves or others, two 
registered psychiatric nurses were recently employed who will 
undertake responsibility for the development of enhanced Mental 
Health Care Plans for all Residents with Challenging Behaviour.  
 
These nurses, with the director of nursing and other registered 
general nurses will ensure the implementation of 'Specific Mental 
Health Care Plans' for residents with challenging behaviour in 
addition to current 'Generalised Activities of Daily Living Care Plans' 
which are prepared by registered general nurses following 
consultation with residents and/or relatives. 
 
These registered psychiatric nurses have also commenced 
'enhanced training' of care staff in relation to caring for people with 
'Behaviours that Challenge' and the dissemination of relevant 
information in relation to specific plans of care and intervention. 
 
It is anticipated that these arrangements with the implementation 
of other internal policies will further ensure additional protection of 
residents and others from harm and enhance interventions and/or 
care to persons with behaviours that challenge.  

 
 
 
 
 
 
 
 
 
 
 
 
 
Completed on 
15/05/2012 
 
 
 
Commenced 
and ongoing - 
Completion for 
all CBR's by end 
of July 2012 
 
 
Commenced 
and ongoing 
 
 
 
 
 
Commenced 
On 07/05/2012 
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Elm Hall always endeavours to ensure that the nursing home 
provides a suitable environment for all residents including residents 
with dementia and/or cognitive impairment including those who 
are mobile or immobile and who reside on the first floor of the 
nursing home which we do not consider to be an unsuitable 
environment for these residents or for the provision of their 
individual care needs. 
 
Whilst acknowledging the comments of inspectors in this report, 
and appreciating that these comments/individual opinions were 
based on their observations during one day of inspection, the 
Provider considers it necessary to confirm the following: 
 

 Residents in all areas of the nursing home have access to 
the exterior grounds and the facility to relax in fresh air, 
either by individual choice or invitation from staff/visitors. 

 
 No resident is restricted from utilising the exterior gardens or 

relaxing outside (weather permitting). It is not unusual to 
see residents from all areas of the nursing home walking or 
relaxing in the grounds and undertaking exterior activities 
with staff and/or visitors during warmer weather. 

 
 Both mobile and immobile residents from both floors 

including those with cognitive impairment also participate in 
weekly bus trips and excursions. 

 
 Whilst most residents with dementia and/or cognitive 

impairment have bedrooms on the upper floor, many of 
these residents also integrate with residents on the lower 
floor of the nursing home throughout the day and participate 
in all available activities. 

 
 Several residents with dementia and/or cognitive behaviour 

regularly enjoy daily walks with staff and/or visitors in the 
secured court yard and through the grounds of the 
retirement village. 

 
 Although the exterior gardens are enclosed and secure to 

ensure the safety of all residents, it is our policy to also 
ensure that supervised use of the gardens and exterior 
grounds takes place. 
 

 In this regard, one or more members of staff are always in 
the vicinity of the exterior facilities when they are utilised by 
residents who reside on both lower and upper floors of the 
nursing home. 
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 The decision to accommodate residents with dementia and 
challenging behaviours on the upper floor of the nursing 
home was taken following appropriate assessment of 
inaugural services being provided by the nursing home. It 
also involved reliance upon professional experience of 
individual care needs and the protection of the dignity of 
persons with cognitive impairment.  
 

 Input and advice was also received from family members, 
residents, staff and HSE inspectors.  

 
 Whilst all areas of the nursing home are secure and provide 

suitable accommodation for residents ensuring their health 
and safety, consideration was, and will continue to be given 
to the individual care needs, and also the privacy and dignity 
of individual residents particularly those with cognitive 
impairment.  
 

 The privacy and dignity of these residents is considered to 
be enhanced by accommodating them on the upper floor of 
the nursing home. 

 
Not withstanding this, these residents will continue to participate in 
all internal and external activities in the nursing home and be 
provided with safe access to all facilities including the use of the 
social centre, external gardens and grounds and participation in 
weekly bus trips and other outings. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Ongoing 
 

 
2. The registered provider has failed to comply with a regulatory 
requirement in the following respect: 
 
There was a medication management policy which guided the practice. However, 
staff when asked were not knowledgeable about the policy for the administration and 
review of PRN (as required) medications. This could result in poor outcomes for 
residents. For example, there was an inconsistent approach to the administration of 
PRN sedation to residents with behaviours that challenge. 
 
A nurse was not sufficiently knowledgeable about the medication and routes of 
administration. 
 
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. 
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Reference:  
                   Health Act, 2007 
                   Regulation 25: Medical Records 
                   Standard 14: Medication Management 
                   Standard 15: Medication Monitoring and Review 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The Internal Medication Management Policy of the nursing home, 
is reviewed annually and does not exclude any of the legislative 
requirements. 
 
It includes operational policies and suitable practices relating to 
the ordering, prescribing, administration (including PRN 
administration) and the storage of medications. 
 
The policy also clearly indicates 'the actions and procedures in 
relation to PRN Medication'. It includes the procedure for 
reviewing medication effectiveness and prescribing of same. 
  
All nursing staff, including those recently employed, have 
completed an 'An Bord Altranais' and HSE approved (HSE Land) 
Medication Management Course, and have signed to indicate that 
they have both read and are aware of the content of the internal 
Medication Management Policy which is part of internal ongoing 
and induction training.  
 
Internal policy dictates that nurses must complete an approved 
Medication Management Course and this requirement of the policy 
has been adhered to. 
  
Copies of Medication Management Certificates are on file for all 
Nursing Staff and always available for inspection.  
 
In relation to the 'route' of medication administration - this is 
clearly indicated on individual Resident's Medication 
Administration Charts - e.g. PR, INH, NEB, ORAL, PEG, IV, SC, 
EXT, TOP. 
 
This insertion on charts clearly indicates the route of 
administration, and nurses who dispense and/or administer 
medication are therefore aware and knowledgeable of the 
prescribed 'route' of medication which is recorded by the 
prescriber on all individual charts. 
 

 
 
 
 
 
 
Complete 
 
 
 
Ongoing 
 
 
 
 
 
 
 
 
 
 
Complete 
 
 
 
Ongoing 
 
 
 
 
 
 
 
Complete 
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It is the provider's understanding (from inspectors feedback) - 
that one newly employed nurse was 'observed' by inspector(s) 
when administering medication, and although the nurse was 
deemed to be 'safe' in the administration of medication, the 
inspector perceived that the 'nurse did not have a knowledge of 
what all individual 'General Drugs' were prescribed for'. 
 
Inspectors were advised that this nurse had recently completed 
an updated Medication Management Course, and was considered 
to be a safe practitioner.  
 
This newly employed registered psychiatric nurse, as discussed 
with inspectors, had also, as per internal policy for RPN staff, 
received enhanced medication management and administration 
supervision during induction training, and it was recognised that 
the nurse, who was employed for particular psychiatric nursing 
skills, required updating and upskilling in relation to additional 
knowledge of medications utilised in 'General Nursing Practice'.  
 
Inspectors were also advised that registered psychiatric nurses 
were on duty with a registered general nurse at all times.  
 
Additional enhanced training and support for non-general nursing 
staff in relation to 'general medication usage' has commenced. 
 
It remains internal policy that nursing staff update all skills as 
appropriate and undertake review of medication management 
training and policies. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Commenced and 
Ongoing 
 
Ongoing 
 

 
3. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
A resident who had lost 7 kg in three months did not receive appropriate health care. 
This resident was still weighed monthly and had not been reviewed by a dietician. 
 
A resident’s documentation showed that the resident was turned to relieve pressure 
areas at 11.40 pm and again at 6.00 am. This was not in line with the plan of care for 
this resident.   
 
Action required:  
 
Put measures in place to ensure that all appropriate health care is facilitated and that 
each resident is supported on an individual basis to achieve and enjoy the best 
possible health. 
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Reference:  
                 Health Act, 2007 
                 Regulation 9: Health Care 
                 Standard 13: Healthcare 
                             
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The care needs of each resident including those relating to 
Restraint Management, Nutrition and Weight, Challenging 
Behaviour and Wound Care, are detailed in individual Nursing 
Care Plans.  
 
These care plans are prepared during and following meetings with 
residents and/or next of kin and assessments are performed 
utilising recognised 'Best Practice Assessment Tools'. 
Care plans are then implemented in conjunction with 
communication between residents and/or next of kin and 
multidisciplinary clinical staff, including nursing staff, GP, care 
staff, physiotherapists, and other external professionals if 
necessary. 
 
Specific intervention measures and individual resident care needs 
are also documented in separate health care assistant care 
intervention records so that in addition to daily information given 
by nurses, care staff are also aware of individual care and 
intervention required on a day-to-day basis in relation to all 
aspects of care including - Pressure Area Care, Nutrition and 
Hydration, Challenging Behaviour, Restraint, Continence 
Promotion and Hygiene. 
 
In relation to restraint management (chemical and non-chemical 
restraint) - appropriate assessment is undertaken by nursing staff, 
the GP, resident and/or next of kin and written consent is received 
for use of any form of restraint. 
 
To ensure continuation of best practice, the person in charge and 
nursing staff are currently undertaking a comprehensive review of 
the following: 

 The process for updating narrative notes following care plan 
reviews and the processes for reviewing and disseminating 
the information documented within individual care plans 
following the updates and review of all documents. 

 The method of implementation and dissemination of 
information relating to recommended and consented 
restraint measures which are identified or considered 
necessary during individual Resident assessments. 

 
 
Completed and 
Ongoing 
 
 
 
Completed and 
Ongoing 
 
 
 
 
 
 
 
Completed and 
Ongoing 
 
 
 
 
 
 
 
Completed and 
Ongoing 
 
 
 
 
 
 
Commenced 
05/05/2012 
Complete 
30/07/2012 
 
Completed 
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 The review of processes for the dissemination of 
information to Staff in relation to MUST (Nutritional 
Assessment) and required interventions including accurate 
recording of weights. 

  
Updated training for all staff in relation to the following topics of 
care is on-going and further Training sessions with external 
providers is scheduled within the internal Training Plan: 

 Use of restraint and consented measures. 
 
 

 Importance of nutrition in general care and wound care to 
include guidelines and best practice interventions. 

 
 Accurate and comprehensive recording of care intervention 

by care staff to ensure non-retrospective completion of all 
charts including pressure area care records to ensure that 
they reflect actual care given. 

 
In relation to care of persons with challenging behaviour, to 
further develop and enhance care service provision, registered 
psychiatric nurses with support from the person in charge and 
registered general nurses are currently developing specific 'Mental 
Health Care Plans' which will be utilised in addition to general 
activities of daily living care plans (ADOL's) prepared by registered 
general nurses. 
 
These comprehensive mental health care plans will augment 
'general care plans' and assist all staff in providing appropriate 
intervention and enhanced supervision in situations of challenging 
behaviour and/or deteriorating mental health. 
 
All nursing and health care staff have completed or are currently 
receiving updated and ongoing training in the management of 
challenging behaviour and best practice interventions. 
  
All nursing staff including two recently employed Psychiatric 
Nurses have received updated Wound Care Training.  
 
Updated Annual and 'as required' training is factored into the 
internal Training Plan for all staff. 
 
The review of wounds (if any) and the review of wound care has 
been included in the remit of the Clinical Governance Committee 
and in weekly meetings with the person in charge and nursing 
staff. 
 

Completed and 
Ongoing 
 
 
 
 
 
 
Completed and 
Ongoing 
 
Completed and 
Ongoing 
 
Ongoing 
 
 
 
 
Commenced 
07/05/2012 
All CB Residents 
to have specific 
MH Care Plans by 
end of July 2012 
 
 
Completed and 
Ongoing 
 
 
 
Completed on 
07/06/2012  
 
 
 
 
 
Completed and  
Ongoing 
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4. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
The care plans were not consistently updated and did not adequately set out each 
resident’s needs in order to guide a consistent approach to care. 
 
Action required:  
 
Keep the resident’s care plan under formal review as required by the resident’s 
changing needs or circumstances and no less frequent than at three-monthly 
intervals. 
 
Reference:  
                 Health Act, 2007 
                 Regulation 8: Assessment and Care Plan 
                 Standard 10: Assessment 
                 Standard 11: The Resident’s Care Plan 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Upon admission to the nursing home and during/following 
meetings with residents and/or next of kin, residents are assessed 
for a variety of risks and care needs utilising best practice 
assessment tools which include: 

 Waterlow Pressure Care & Wound Risk  
 MUST Tool (Nutrition & Weight) 
 CMAI (Challenging Behaviour) 
 Continence Promotion 
 Health and Safety 
 FRAT Tool (Falls Risk) 
 Restraint  
 Roper Logan and Tierney Activities of Daily Living (Care 

Needs) 
 
The care needs of each resident are detailed in individual nursing 
care plans and specific intervention measures are also 
documented in health care assistant care files so that care staff 
are aware of care and intervention required on a day to day basis. 
 
Care plans are updated as required and at least quarterly and this 
is done following meetings with residents and/or families and the 
person in charge or individual named nurse of the individual 
resident. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Complete/ 
Ongoing 
 
 
 
Ongoing 
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An external consultant has attended the nursing home to provide 
additional and updated training to all nursing staff in relation to 
care plan assessments, reviewing and recording. 
 
At the request of the registered provider this consultant also 
examined and reviewed current care plans of all residents and 
reported that all legislative information and appropriate 'reviews' 
were contained within and documented accordingly. 
 

Completed June 
2012 
 
 
Completed June 
2102 
 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The risk management policy had not been updated to include the newly developed 
risk management arrangements. 
 
The clinical governance committee had yet to progress plans to address clinical risk 
management and work towards learning from serious or untoward incidents or 
adverse events involving residents. 
 
Action required:  
 
Implement the risk management policy and include the arrangements in place for the 
identification, recording, investigation and learning from serious or untoward incidents 
or adverse events involving residents. 
 
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: 
 
There is a comprehensive Health and Safety and Risk 
Management Policy in place which is utilised and implemented 
within the nursing home. 
 
The newly developed rRisk Management Procedures and Risk 
Management Assessment Tool were included in this policy in 
December 2011 and updated again in January 2012 following a 
review of arrangements and procedures. 
 

 
 
 
 
 
 
Complete 
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In addition to this, there is a specific and robust 'Adverse 
Incidents' File which has documented records of the following in 
relation to adverse incidents involving Residents and/or others: 

 Investigation of Adverse Incident(s) 
 Outcome of investigation 
 Assessment of interventions required 
 Implementation of interventions 
 Evaluation and Audit of implemented interventions 
 Method of communicating information to staff 
 Confirmation of communication to staff 
 Learning Outcomes 

 
Minutes of staff meetings indicate that information regarding the 
updated Risk Management Policy and the new Adverse Incident 
Procedures have been communicated to staff and the 
implementation of policies commenced and ongoing. 
 

 
 
 
 
 
 
 
 
 
 
 
 
Complete/ 
Ongoing 
 
 

 
6. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Inspectors found that staffing arrangements for night duty were inconsistent and 
there were inadequate staff to meet the needs of residents on the first floor. 
 
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: 
 
As discussed with Inspectors during the inspection process - it has 
always been policy within the nursing home to ensure that there at 
least are two registered nurses scheduled on each shift. 
 
Following a review of staffing levels in May 2011 mechanisms were 
put in place to re-achieve this objective. 
 
Working hours of social activity staff were adjusted to ensure early 
morning additional supervision of cognitively impaired residents 
particularly those who were in the upper floor day room. 
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The person in charge does not have a clinical caseload and is 
available to supervise and support staff and meet with residents 
and/or relatives. 
 
Following this review of staffing levels, subsequent inspections and 
internal reviews identified that there were 'sufficient numbers of 
staff on duty to meet care needs of residents.  
 
Following comments received from inspectors regarding the 
supervision of residents in the ground floor day room the 
registered provider has instructed the person in charge to allocate 
an additional member of staff on rosters who is to undertake 
responsibility for additional supervision in the ground floor day 
room whilst the activity coordinator supervises residents in the 
upper floor day room. 
 
The inspection report states - 'There was one nurse on night duty' 
on various dates. 
 
As was explained to inspectors - due to the unexpected long-term 
compassionate leave of one nurse, internal rosters had to be 
adapted for a short period of time to allow for the induction 
training of newly employed nurses before they could be allocated 
to night duty. 
 
To facilitate training and induction of new nurses, and on what was 
an unavoidable short-term basis, roster records show that two 
nurses were scheduled on duty for five or six nights each week and 
there was one and/or two nights only of each week when one 
nurse was scheduled on duty.  
 
On these two nights the number of health care staff on duty was 
increased and the registered provider remained in the nursing 
home to provide additional support as/if required. 
 
New nursing staff have now completed their initial induction 
training which has resulted in the re-allocation of two nurses to 
night shifts as per internal policy. 
 
If a resident with challenging behaviour is assessed as having 
developed more complex care needs particularly in relation to 
additional 'risk to themselves or others', mechanisms are in place 
and have been implemented to ensure the provision of enhanced 
supervision for this and other residents. This has been, and will be 
achieved through the allocation of additional staff on duty whose 
sole responsibility is the additional supervision of resident(s) when 
required in these circumstances. 
 

 
 
 
 
 
 
 
 
Ongoing/ 
Commenced 
03/05/2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Complete 
 
 
 
Commenced/ 
Ongoing as 
required 
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7. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
There was poor delegation and supervision of staff by the nurse and nurse manager.  
 
Action required: 
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
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: 
 
It is normal practice within the nursing home for nursing staff to 
work with and delegate tasks to care assistants and to supervise 
them as appropriate. 
  
Nursing staff also assist care staff in providing personal care to 
identified maximum dependency residents.  
 
Nurses provide a Care Report for care assistants at the 
commencement of each shift, and they monitor staff interventions 
with Residents. 
 
Nursing staff also receive Care Reports from care staff during and 
at the end of each shift, and nurses review care staff intervention 
notes and records.  
 
This monitoring supervision and support is, and will remain normal 
practice within the nursing Home. However, whilst recognising the 
legislative need for inspections and the responsibilities of 
inspectors, it should be recognised that 'normal process' was 
considerably hindered on the day of the inspection. 
 
The person in charge commences work at 9.30 am and whilst she 
would then usually be available to assist in the inspection process,  
inspectors arrived in the nursing home at 7.15 am, the busiest time 
of the morning shift.  
 
At this time, nurses were receiving 'hand-over' reports and 
preparing to commence medication rounds, whilst most care staff 
were assisting residents with breakfast or other care activities. 
 

 
 
 
 
 
 
Ongoing 
 
 
Ongoing 
 
 
 
Ongoing 
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During the inspection process one of the nurses on duty was 
unable to perform their usual nursing activities within normal 
timeframes as they were in a room being interviewed by two 
inspectors for a prolonged period of time throughout the morning.  
The person in charge (nurse manager) was also otherwise 
occupied gathering and providing information required by all three 
inspectors. 
 
This occupation of the nurse and nurse managers time by the 
three inspectors rendered it somewhat difficult for them to be 
available to work in a 'normal manner' and appropriately supervise 
staff on the day of inspection. 
 
It remains policy and practice for nurses to monitor, assist and 
supervise staff on an appropriate basis pertinent to their role and 
they will continue to do so.  
 
Individual clinical nurse managers are also responsible for 
'Individual Staff Performance Reviews' and the assessment of 
additional training needs of care staff on a regular basis. 
 
Not withstanding this, the registered provider has requested that 
the person in charge investigates the implementation of a system 
to provide additional evidence of continued compliance with this 
policy and to monitor/assess effectiveness. 
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Ongoing 
 
 
 
Commenced 
 

 
8. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Staff were not up-to-date in wound care, weight monitoring and management of 
behaviours that challenge, to ensure a high standard of contemporary evidence-based 
practice.  
 
There was no system in place to ensure that training provided including manual 
handling training was applied in practice.  
 
The staff files to show that staff were deemed competent in medication management 
were not available.  
 
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 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All nursing staff with the exception of one recently employed 
registered psychiatric nurse have received and are up to date with 
wound care management training. This training will continue to be 
provided as/when required. 
 
Updated wound care management training is scheduled to take 
place on 7 June 2012 for all nurses.  
 
Training in relation to ‘Challenging Behaviour’ has been provided 
for all staff as required and an annual update is due in June and 
July 2012. 
 
Recently employed staff attended 'Challenging Behaviour' Training 
in May 2012 and will also attend the enhanced training programme 
in June and/or July 2012. 
 
Training with regard to nutrition and its importance in wound and 
pressure area care has been provided for all staff and an annual 
update is due in July 2012. Recently employed care staff will 
attend the scheduled Nutrition Training session. 
 
Training in the use and non-use of restraint has been provided for 
all staff and an update is due in August and/or September 2012. 
 
To ensure that training is applied in practice and according to 
internal policy, a senior clinical nurse manager has been allocated 
direct responsibility for ensuring that Individual Performance 
Review of care staff takes place and the implementation of best 
practices is monitored. 
 
Medication Management Certificates of all nursing staff are always 
available on file and were available at the time of inspection. 
 
It is the providers understanding that, whilst viewed by inspectors 
during previous inspections, inspectors did not request or view 
Medication Management or ABA Registration Certificates during the 
recent inspection process. These documents are always available in 
individual staff files. 
 
Newly employed Nursing staff retain their induction records until 
the induction process has been completed. This enables them to 
get 'authorised' senior nurse signatures upon completion of 
individual and daily induction training processes. 
 

 
 
 
 
 
 
 
Completion 
07/06/2012 
 
Training 
scheduled 
 
 
Complete/ 
Ongoing 
 
 
Scheduled July 
2012 
 
 
 
Commenced/ 
Ongoing 
 
Ongoing 
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The 'Induction Training' records for one member of nursing staff 
was not available at the time of inspection as this nurse had 
already finished their period of duty when it was requested by 
inspectors. Induction records for all other nursing staff were 
available but not requested during the Inspection. 
 

 

 
 

 
Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
Whilst internal feedback indicates that many staff consider the inspection process to 
have been more subjective than objective, the provider wishes to thank inspectors 
for their comments and feedback during and following the Inspection process. 
 
Provider’s name: Mairead M. Byrne (On Behalf of Springwood Nursing Homes 
Limited) 
Date: 21 June 2012 
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