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Centre name: 

 
Killiney Grove Nursing Home 

 
Centre ID: 

 
0051 
 
Killiney Hill Road 
 
Killiney  Centre address: 

 
Co. Dublin  

 
Telephone number: 

 
01-2851855 

 
Fax number: 

 
01-2851735 

 
Email address: 

 
killiney@silverstream.ie  

 
Type of centre: 

 
 Private           Voluntary           Public 

 
Registered providers: 

 
Silver Stream Healthcare Group Ltd 

 
Person in charge: 

 
Tania Spelman  

 
Date of inspection: 

 
15 May 2012 

 
Time inspection took place: 

 
Start: 08:15 hrs           Completion: 17:20 hrs  

 
Lead inspector: 

 
Angela Ring  

 
Support inspector: 

 
Gary Kiernan  

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 

 

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

 to 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 

 
Killiney Grove can accommodate up to 37 residents and provides long term, 
palliative, respite and convalescence care.  
 
It is a seventeenth century three storey building with a basement and extensive 
landscaped gardens. There is ample car parking to the front of the building. It 
comprises of an entrance hall, a quiet room, smoking room, conservatory, visitors’ 
room/parlour and large day room. The kitchen, nurses’ office and nurses’ station are 
on the ground floor as is the dining room.   
 
The ground floor has four single bedrooms, the first floor has ten single bedrooms 
and two twin rooms and the second floor has six single bedrooms, two twin rooms 
and three three-bedded rooms. Of the 20 single rooms, 19 have en suite shower, 
toilet and wash hand basin and one bedroom has a wash hand basin only. The four 
twin rooms have en suite toilet, shower and wash hand basin and the three three-
bedded rooms have no en suite facilities. Each corridor has an assisted toilet and 
shower.  
 
There are three lifts, one passenger lift, one chair lift and one service lift for laundry. 
There is one single bedroom on the ground floor and one on the first floor that are 
only accessible by two steps as there was no lift provided to these rooms.  
 

Location 

 
The centre is located on Killiney Hill road, overlooking Dublin Bay.  
 

 
Date centre was first established: 

 
1998  

 
Number of residents on the date of inspection: 

 
31 

 
Number of vacancies on the date of inspection: 

 
6 

 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
5 

 
5 

 
12 

 
9 

 
Management structure 
 
The Registered Provider is Silver Stream Healthcare Group. Joseph Kenny is the 
designated person on behalf of the company and Gary Downey is the Director of 
Care for Silver Stream Healthcare Group. His role is to provide clinical support to the 
Persons in Charge in each of the group centres. Tania Spelman is the Person in 
Charge and she reports to the Director of Care. The Assistant Director of Nursing 
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(ADON), staff nurses, care assistants, cleaning, laundry, maintenance and 
administrator all report to the Person in Charge. 
 
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 6 2 3 1 * 4 

 
* The operations manager and an additional nurse came on duty on the day of 
inspection to assist with the inspection process. An activity coordinator and 
maintenance worker were also on duty.  
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Summary of findings from this inspection 
 
 
This was an unannounced regulatory monitoring inspection and the third to be 
carried out by the Health Information and Quality Authority (the Authority) Social 
Services Inspectorate.  
 
Killiney Grove Nursing Home was first inspected by the Authority in September 2010, 
and a registration inspection occurred in September 2011.  The provider had applied 
for registration under the Health Act 2007 (Registration of Designated Centres for 
Older People) Regulations 2009 and the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
and the centre is registered. The findings of previous inspections revealed that the 
centre was well run with a strong governance structure in place and residents’ health 
care needs were well cared for. These inspection reports can be found at 
www.hiqa.ie.  
 
During this inspection, inspectors found that there was a recent change of person in 
charge. She met with the requirements in the Regulations. The provider continued to 
meet many of the Regulations and provided good quality care. Inspectors met with 
residents, staff and person in charge, reviewed documents including policies, care 
plans, staff rotas, medication records and staff files.  
 
Overall, inspectors found that the centre continued to be well run and some of the 
actions from the previous inspection were addressed by the provider. Staff were 
knowledgeable about fire safety and the prevention and response to allegations of 
elder abuse. The health and social needs of residents were met and care plans were 
in place for all residents. However, inspectors found that significant improvements 
were required in relation to checking of fire exits. In addition, there were only two 
references available for the person in charge. Inspectors also found that the person 
in charge had failed to notify the Authority of an allegation of abuse.  
 
Some other improvements were required in risk management, provision of outdoor 
space, provision of storage, care planning, use of restraint, updating staff files, 
statement of purpose, emergency plan and monitoring staff training.  
 
These areas for improvement are discussed further in the report and are included in 
the Action Plan at the end of the report.  
 
Comments by residents and relatives 
 
Inspectors did not meet with any relatives during the day of inspection. Inspectors 
met several residents who told inspectors that the staff were kind and caring.  
Residents stated that the food was satisfactory. All residents said they felt safe in the 
centre and some residents told inspectors about the activities they enjoyed doing 
during the day.  
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Governance 
  
 
Article 5: Statement of Purpose 

 
Inspectors found that the statement of purpose did not meet with the requirements 
in the Regulations. The previous person in charge was still named in the complaints 
procedure, the room sizes were not included and the details and conditions of 
registration were not recorded.   
 
Inspectors also found that adjustments were required in relation to the description of 
the premises such as the two bedrooms that are only accessible by steps.  
 
Article 15: Person in Charge 

 
The person in charge was in the post for approximately one month. She was a 
registered general nurse and had the relevant necessary experience in managing 
residential centres for older people.  
 
She demonstrated an adequate knowledge of her responsibilities as outlined in the 
Regulations. She was supported in her role by an ADON who deputised in her 
absence.  
 
The person in charge was engaged in continuous professional development. She had 
completed a diploma in gerontology and was in the process of completing a diploma 
in dementia care.  
 
Some residents and staff told inspectors that they had met with the new person in 
charge and found her to be very approachable. However, inspectors found that she 
had failed to inform the Authority of an allegation of alleged abuse, this is described 
in more detail in Article 36. The person in charge also failed to adequately respond to 
the reporting of an obstructed fire exit as detailed in Article 32.  
 
Article 16: Staffing 

 
Inspectors found that there were adequate staffing levels to ensure that residents’ 
needs were met. Staff and residents agreed that there were adequate staff on duty. 
Inspectors found that several staff had worked in the centre for a long period and 
were aware of the residents needs. Inspectors heard and observed staff speaking 
and engaging with residents in a caring, respectful and friendly manner.  
 
Improvements were required in the maintenance of staff files. The provider failed to 
meet the requirements of the Regulations as there were only two references 
available for the newly recruited person in charge. There was no reference available 
from her most recent employer.  The director of care informed inspectors that 
several attempts had been made to get this reference and they expected to receive it 
in the coming days.   
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Inspectors randomly examined the files of other staff members and found that they 
did not contain all of the information required by the regulations. They did not 
include declaration of medical fitness, three references and proof of identity. This 
issue was identified at the previous inspection and had not been adequately 
addressed.  
 
Inspectors found that there was an induction process for newly employed staff 
members and staff performance was monitored. Inspectors found a small number of 
nursing staff files did not contain their registration with An Bord Altranais for 2012. 
These were submitted shortly after the inspection.  
 
Inspectors carried out interviews with staff members and found that they were 
knowledgeable of residents’ individual needs, the centre’s policies, fire procedures 
and the guidelines for reporting alleged elder abuse. However, in relation to training 
records, inspectors found that there was an inadequate system in place to monitor 
the training staff received. The person in charge was aware of this and there was 
documentary evidence to demonstrate that she was in the initial stages of 
developing a system. However, it was not possible for inspectors to determine if all 
staff had recent training on fire procedures, the prevention, detection and response 
to elder abuse and manual handling.  
 
Article 23: Directory of Residents 

 
Inspectors reviewed the directory of residents and found that it was updated and 
complied with the Regulations. 
 
Article 31: Risk Management Procedures 

 
Inspectors found that some improvements were required in relation to the health 
and safety of residents and the management of risk to promote the safety of 
residents, staff and visitors.  
 
Inspectors reviewed the emergency plan and found that although it did address the 
procedures to follow in response to aggression and violence, it was insufficient to 
guide staff on the procedures to follow in the event of an emergency. There were no 
premises identified for evacuation purposes if required. This was identified at the 
previous inspection and had not been adequately addressed.  
 
There was a health and safety statement in place which was developed in March 
2010 and it related to the health and safety of residents, staff and visitors including 
accidental injury to staff and residents. This statement included a comprehensive 
environmental review of the premises, the hazards, the control measures in place 
and the person responsible. There was a separate policy for residents going missing. 
However, inspectors found that there was no overall risk management policy in 
place, which addressed the risks identified in the Regulations such as self-harm. This 
was identified at the previous inspection and had therefore not been addressed.  
 



 

Page 8 of 22 

There was an adequate system in place for the identification, recording, investigation 
and learning from serious or untoward incidents or adverse events involving 
residents. Inspectors reviewed the number of incidents that occurred in the previous 
months and found that while there were still a significant number of falls, very few 
resulted in serious injury to residents. Incident forms were completed for each 
incident and there was some evidence of residents being monitored following an 
incident. Inspectors found that risk assessments were completed, and care plans 
developed for residents with preventative strategies identified such as alarms. The 
new person in charge had introduced additional measures for falls prevention such as 
a full review by a physiotherapist after a fall and a medication review.   
 
Inspectors found that one single bedroom on the ground and another on the first 
floor were only accessible by two steps. There was no lift provided to these rooms. 
Inspectors found that mobile residents occupied these bedrooms.  However, there 
was an inadequate risk assessment completed for these residents to determine the 
risks and control measures to be put in place. There was also inadequate 
consideration given to the fact that these residents mobility status might deteriorate. 
 
There was safe floor covering and hand rails throughout the centre. Inspectors noted 
that infection control practices were adequate. Wall mounted dispensers containing 
hand sanitising gel was located at the entrance door and throughout the building. 
Inspectors visited the laundry and found that although it was quite small in size, it 
was clean, well ventilated and equipped with industrial sized machines. A wash hand 
basin had been provided in the laundry since the last inspection.  
 
Inspectors saw servicing records to indicate that the chair lift, passenger lift and 
hoists were routinely maintained.   
 
Article 39: Complaints Procedures 

 
Inspectors reviewed the centres complaints policy and found it to be in line with the 
requirements of the Regulations. It was displayed in a prominent place and detailed 
an independent appeals process. Inspectors reviewed a sample of the complaints in 
the complaints log and found that there was some evidence of complaints being 
responded to by the person in charge.  
 
Article 36: Notification of Incidents 

 
Inspectors noted that no notification was submitted to the Authority for an allegation 
of abuse even though it was being investigated adequately and promptly by the 
person in charge. This notification was submitted to the Authority the day after the 
inspection. To the knowledge of the inspectors, all other relevant incidents had been 
notified to the Chief Inspector to date.  
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Resident Care 
 
 
Article 9: Health Care 

 
Inspectors found that the healthcare needs of residents were met although the care 
plans required improvement.  
 
Residents had good access to medical and allied health professionals. There was 
documentary evidence of residents being reviewed by occupational therapy (OT), 
chiropody and physiotherapy. The nurses explained that the general practitioners 
(GP’s) visited regularly and were available anytime if necessary. There was a system 
in place for each resident to be reviewed every three months by their GP and there 
was documentary evidence to support this. There was an admissions policy 
developed and in place since the previous inspection.  
 
Inspectors reviewed a sample of residents’ care plans and noted that nursing 
assessments and clinical risk assessments were carried out. There was a record of 
the resident’s health condition and treatment given, completed on a daily basis. The 
assessments and care plans were reviewed every three months and there was 
evidence of some family involvement. However, inspectors noted that the 
comprehensive nursing assessment of the resident did not provide adequate 
information on their specific social needs, preferences and preferred routines. There 
were care plans developed for problems identified but they were very generic and 
not person centred. Therefore, all residents’ needs were not set out in an individual 
care plan. In summary, although inspectors found that the staff knew residents very 
well and met their needs in a caring manner, the documentation did not reflect this. 
The person in charge informed inspectors that she had already identified this as an 
area for development and improvement and had plans in place to address it.  
 
There were a small number of residents with wounds on the day of inspection. 
Inspectors found that there was a wound management policy in place and there was 
evidence of residents being reviewed by specialists in wound care when necessary. 
There were comprehensive assessments completed for each wound and the care 
plans in place were adequate. Specialist pressure relieving equipment was in place 
for residents’, however the nursing staff could not explain to inspectors how to set 
the mattresses correctly.  
 
Inspectors found that residents’ weights were recorded each month and the nursing 
monitored any changes such as significant weight loss. Nutritional risk assessments 
were used to identify residents at risk. Records showed that residents were being 
prescribed supplements where necessary and residents were being reviewed by a 
dietician when required.   
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Inspectors found that there were a small number of residents with behaviours that 
challenged on the day of inspection. Inspectors found that although there was a 
policy on managing behaviour that challenge in place to guide staff, there was 
inadequate recording of the triggers to the residents’ behaviour. There was also 
inadequate documentation on the strategies used to address the behaviour and meet 
the residents’ needs. This was identified as an area for improvement at the previous 
inspection and had not been addressed.  
 
Restraint was in use and inspectors noted that bedrails were used for a significant 
number of residents. The centres policy on restraint required updating and the 
person in charge and director of care informed inspectors that they intended to 
review the centres policy and use of restraint in the coming weeks. Inspectors 
reviewed files for a sample of residents and found that there was an assessment 
completed for the use of bedrails with some consideration of the risks associated 
with the use of bedrails. However, there was inadequate evidence of alternatives 
tried prior to the use of bedrails. The use of restraint had been identified as an area 
for improvement at the last inspection but had not been addressed.  
 
There was one resident receiving end of life care on the day of inspection. The 
residents was in a single room and inspectors found that there were procedures in 
place to ensure that adequate end of life care was being provided. There was a 
policy on end of life care and there was evidence of the involvement of the local 
palliative care team in the care of this resident.  
 
Inspectors found that there were some arrangements in place for the provision of 
meaningful engagement for all residents. There were some opportunities for 
residents to participate in activities appropriate to their interests and capacities. 
There was one activity coordinator employed part time and inspectors met with her 
and found she was knowledgeable of residents and had a developed a weekly plan 
for activities. Inspectors observed residents in their bedrooms and in communal 
settings; some were seen engaged in activities such as exercises, watching 
television, board games, ball games, reading and singing. Residents spoke about a 
number of outings they had enjoyed and there was evidence of further outings 
planned.  
 
Article 33: Ordering, Prescribing, Storing and Administration of Medicines 

 
Overall, inspectors found evidence of adequate medication management practices, 
however, there were some improvements required.  
 
There was a comprehensive medication management policy in place which provided 
guidance to staff and it was updated to include issues raised at the last inspection.  
Inspectors found that each resident’s medication was reviewed regularly by the GP 
and there was documentary evidence to support this. Inspectors accompanied a 
nurse on a medication round. The nurse told inspectors about the procedures to 
follow when administering medication which was in line with best practice guidelines. 
However, inspectors found some medication prescribing and administration practices 
required improvements. For example, medication which required to be crushed was 
not prescribed on the prescription sheet, discontinued medication had not been 
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signed by the GP according to the centres policy and a resident’s refusal to take 
medication had not been recorded.  
 
There was a secure medication fridge with records of daily temperature checks being 
maintained.  
 
There was evidence of audits being completed on medication practices by the 
pharmacist and improvements were identified and shared with staff.  
 
Medications that required special control measures (MDAs) were carefully managed 
and kept in a secure cabinet in keeping with the Misuse of Drugs (Safe Custody) 
Regulations, 1984. Nurses kept a register of controlled drugs. Two people signed and 
dated the register when medication was administered and the stock balance was 
checked and signed by two nurses at the change of each shift. 
 
Article 6: General Welfare and Protection 

 
Inspectors found that in general measures were in place to protect residents from 
being harmed or abused however improvements were required in relation to the 
provision of training for staff. Residents spoken to confirmed that they felt safe in the 
centre. 
 
Inspectors reviewed the centres policy on the prevention, detection and response to 
elder abuse. It gave guidance to staff on the types of abuse and the procedures for 
reporting alleged abuse as well as the procedures to follow when investigating an 
allegation of elder abuse. However, the failure to notify the Authority of an allegation 
of abuse is discussed in Article 36 above.  
 
Staff spoken to were aware of the types of elder abuse and their responsibilities in 
reporting suspected elder abuse to the person in charge. There were some records 
to indicate that staff had received training on identifying and responding to elder 
abuse. However, as identified in Article 16 above, it was not possible for inspectors 
to determine if all staff had recent training on the prevention, detection and response 
to elder abuse.  
 
Article 20: Food and Nutrition 

 
Inspectors observed lunch in the main dining room and in residents bedrooms where 
some residents preferred to dine. Inspectors found that meals were hot, well 
presented and there was adequate choice available. Inspectors also noted that 
residents who needed their food pureed or mashed had their food presented in 
appetising individual portions. Residents confirmed that they enjoyed their lunch on 
the day of inspection. Staff were seen assisting residents discreetly and respectfully if 
required. 
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Inspector saw that staff regularly offered drinks to residents during the day. 
Inspectors spoke with the chef and found that he had a good knowledge of 
resident’s dietary needs and preferences. There was a good supply of fresh fruit and 
vegetables available.  
 
 
Environment 
 
 
Article 19: Premises 

 
The centre was warm and comfortable throughout. Some of the communal areas 
were domestic in appearance which gave a homely atmosphere. There was adequate 
communal space and additional space for residents to meet their visitors in private. 
There were separate toilets for visitors, staff and catering staff.  
 
At the previous inspection, the provider had not ensured the safety of residents using 
the outdoor terrace as this was not a secure area. Since the previous inspection a 
risk assessment was carried out on the outdoor terrace and the risk assessment was 
submitted to the Authority. Residents were to be supervised by staff at all times 
when on the terrace. However as identified at the previous inspection, there was still 
no accessible secure outdoor space for residents.  
 
At the last inspection, inspectors identified that one of the three-bedded rooms was 
too small in size with little space for residents’ belongings. Inspectors found that this 
room had been reconfigured to a twin bedroom which allowed for more personal 
space.  
 
Article 32: Fire Precautions and Records 

 
The procedures for fire detection and prevention required significant improvement.   
 
The centre’s fire procedures were clearly displayed throughout and there were 
several evacuation aids available throughout the centre. The maintenance worker 
was responsible for the fire safety checks and the maintenance of fire records. 
Inspectors reviewed service records which showed that the emergency lighting was 
recently serviced. Although there were records to demonstrate checks of the fire 
alarm panel in June, September and December 2011, there was no record of a check 
being completed in 2012 despite the maintenance worker stating that it was carried 
out in March 2012.  There were checks of automatic fire doors being completed, 
however the checks did not include whether the automatic door releases worked 
when the alarm was raised. There were records of fire drill and servicing of fire 
equipment.  
 
Inspectors found that individual fire evacuation plans were developed for each 
resident and a daily census of residents was recorded to ensure staff were aware of 
the people in the centre at all times.  
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Inspectors found that all staff spoken with were clear about the procedure to follow 
in the event of a fire. There were training records which confirmed that some staff 
had attended training on fire prevention and there was fire training booked with an 
external fire company for 18 May 2012 which included the procedures for 
evacuation. However, as identified in Article 36 above, it was not possible for 
inspectors to determine if all staff had recent training on the centres fire procedures 
or not.  
 
On the morning of inspection, inspectors noted that one of the main exits was 
partially obstructed by wheelchairs. This was brought to the immediate attention of 
the person in charge who agreed to address it. During the afternoon inspectors 
found that the exit was still partially obstructed and therefore this serious issue had 
not been adequately addressed by the person in charge. This was brought to the 
immediate attention of the director of care who arranged for the exit to be cleared of 
obstruction. Inspectors reviewed records of the daily fire exit checks completed by 
the maintenance worker. They stated that the exits had been checked and were 
clear on the morning of the inspection however this was not the case. Inspectors 
also found that records for the fire exit check on the previous day were completed 
and signed by the maintenance worker even though he was not on duty. The records 
were not completed accurately and so resulted in a serious risk. The significance of 
this issue was discussed with the director of operation during the feedback meeting 
at the end of the inspection.  
 
Inspectors found that there was a significant lack of storage space for equipment 
such as wheelchairs and hoists. These items were stored in corridors and were 
blocking fire exits which caused a fire safety risk. This issue of storage was identified 
at the previous inspection and had not been adequately addressed.  
 
Article 28: Contract for the Provision of Services  

 
It was identified in the previous report that improvements were required in the 
contracts of care to be agreed with and provided to residents. There had been 
insufficient details of the additional fees to be charged to residents for certain 
services. Inspectors reviewed a copy of a contract for one resident and found that 
the additional fees were specified. There was a list of extra services with additional 
fees such as hairdressing included. 
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Closing the visit 
 
At the close of the inspection visit a feedback meeting was held with the director of 
care 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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Provider’s response to inspection report∗ 
 

 
Centre: 

 
Killiney Grove Nursing Home  

 
Centre ID: 

 
0051 

 
Date of inspection: 

 
15 May 2012 

 
Date of response: 

 
08 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 has failed to comply with a regulatory requirement in the 
following respect: 
The risk management policy did not cover the identification and assessment of risks 
throughout the designated centre and the precautions in place to control the risks 
identified. There was inadequate consideration given to the risks associated with 
residents in single rooms which could only be accessed by steps.   
 
The risk management policy did not cover the precautions in place to control the 
risks associated with self harm.  
 
There was an inadequate emergency plan in place for responding to emergencies. 
 
Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the 
identification and assessment of risks throughout the designated centre and the 
precautions in place to control the risks identified.   
 

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

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 

Action Plan 
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Action required:  
 
Ensure that the risk management policy covers the precautions in place to control 
the risks associated with self harm. 
 
Action required:  
 
Put in place an emergency plan for responding to emergencies. 
 
Reference:  

Health Act, 2007 
                   Regulation 31: Risk Management Procedures  
                   Standard 26: Health and Safety  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A full risk assessment has been carried out on the building by an 
external Health and safety company. The recommendations from 
this report will be incorporated in the centre’s overall risk 
assessment policy. 
 
We will establish a clinical governance team, made up from all 
stakeholders within the home. Part of the clinical governance 
team role is to continually assess risk within the centre and put 
in place control measures to minimilise identified risks. 
The team will meet on the 18 of June 2012. 
 
The Risk assessment policy has been reviewed and it covers 
risks associated with self harm. 30 June 2012 
 
The emergency Plan has been updated and comprehensively 
informs staff how to respond in emergency situations. 
 

 
 
30 August 2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
Completed 

 
2. The person in charge has failed to comply with a regulatory requirement 
in the following respect:  
 
Three references were not available for the newly recruited person in charge.  
 
Staff files did not contain all of the documents specified in 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 
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and documents specified in Schedule 2 of the Regulations have been obtained in 
respect of each person. 
 
Action required:  
 
Put in place recruitment procedures to ensure the authenticity of the staff references 
referred to in Schedule 2. 
 
Reference:   
                   Health Act, 2007 
                   Regulation 18: Recruitment 
                   Standard 22: Recruitment  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Silverstream Healthcare Group have recently appointed a dedicated 
HR Manager who will take responsibility for the company's 
hiring/recruitment process. As part of this process, there is a 
checklist reflecting the specifications in schedule 2 of the 
regulation. All new appointments are required to furnish all 
relevant documentation, identified in the checklist in advance of 
employment. This is reflected in the company’s recruitment policy. 
 
The person in Charge has two references in place and the third 
reference has been requested and is currently being addressed by 
the HR manager appointed. 
 
The HR Manager will be responsible for validating the authenticity 
of all three references as referred to in schedule 2 of the 
regulations. 
 

 
 
Completed 
 
 
 
 
 
 
 
 
 
 
 
Completed 
 

 
3. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There were inadequate arrangements in place for checking fire exits  
 
There were inadequate arrangements in place for checking automatic door releases.  
 
It was not possible to determine if all staff had received training and were familiar 
with the use of fire fighting equipment.  
 
Action required:  
 
Make adequate arrangements for reviewing fire precautions, and testing fire 
equipment, at suitable intervals. 
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Action required:  
 
Make adequate arrangements for testing fire equipment, at suitable intervals. 
 
Action required:  
 
Provide suitable training for staff in fire prevention.  
 
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: 
 
An accurate daily log of fire exits will be maintained within the 
home, the staff member responsible for ensuring fire exits are 
clear at all times will be identified on the daily roster. 
 
All fire exits, fire equipment & automatic doors, will be checked at 
regular intervals within the home, these will be logged by the 
identified fire officer within the home. Fire precautions will appear 
on the agenda of all staff meeting and clinical governance 
meeting with the home. 
 
All staff are up to date with their fire prevention training. 
A precise IT training matrix is currently being developed so ensure 
greater clarity of overall staff training within the home. 
 

 
 
Completed 
 
 
 
30 June 2012 
 
 
 
 
 
30 July 2012 

 
4. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
Some resident’s needs were not set out in an individual care plan. 
 
The records maintained and the management of residents who displayed behaviours 
that challenged and those using restraint were not in line with the centres policy or 
evidenced-based nursing practice.   
 
Nursing staff could not explain the correct means of setting the pressure relieving 
mattresses.  
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
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Action required:  
 
Provide a high standard of contemporary evidence based nursing practice in relation 
to the management of residents with behaviours that challenge and those using 
restraint. 
 
Reference:  

Health Act, 2007 
                   Regulation 8: Assessment and Care Plan 
                   Regulation 6: General Welfare and Protection  
                   Standard 10: Assessment 

Standard 11: The Resident’s Care Plan 
Standard 21: Responding to Behaviour that is Challenging  
 

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

Timescale: 
 

Provider’s response: 
 
All residents care plans are being reviewed by their respective 
nursing staff. The residents needs will be set out individually and 
will reflect the changing needs and desires of our residents. The 
care plans will be agreed with the resident, where this is not 
possible the nurse will seek the involvement of the resident’s next 
of kin. Where neither option is available to the nurse he/she will 
advocate on behalf of the resident. 
 
We have developed a new policy on restraint based largely on the 
HSE's policy for the use of restraint. The policy has been tailored 
to meet the individual need of our home and it informs and directs 
the current practice within the home in relation to restraint.  
 
We have also reviewed our policy on challenging behaviour and 
are rolling out training in this area to all nursing staff. The training 
will focus on understanding the reasons for challenging behaviour 
in care of the older person setting.   
 
All staff have received training in the correct use of pressure 
relieving mattresses. Each resident has a care plan in place to 
reflect the correct settings of their pressure mattress .A reference 
file is being kept in the nurses station for all staff. The person in 
charge has initiated a monthly audit. 
 

 
 
30 August 2012 
 
 
 
 
 
 
 
30 July 2012 
 
 
 
 
30 July 2012 
 
 
 
 
Complete 

 
5. The provider  has failed to comply with a regulatory requirement in the 
following respect:  
 
There was inadequate secure, accessible outdoor space for residents.  
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There was inadequate storage provided.   
 
Action required:  
 
Provide and maintain external grounds which are suitable for, and safe for use by 
residents. 
 
Action required:  
 
Ensure suitable provision is made for storage in the centre.  
 
Reference: 

Health Act, 2007 
Regulation 19: Premises  

                   Standard 25: Physical Environment   
 

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

Timescale: 
 

Provider’s response: 
 
The person in charge is reviewing the outside area in order to 
create an area for the residents that are accessible yet safe. This 
will also be for discussion at the Clinical Governance meeting on 
the 18 June 2012.  
 
The person in charge has reviewed the current practice of the use 
of storage space and has implemented a more practical and safe 
system.  
 

 
 
18 June 2012 
 
 
 
 
Complete 

 
6. The provider  has failed to comply with a regulatory requirement in the 
following respect:  
 
The statement of purpose was not updated to reflect the change of person in charge, 
the change to room sizes, the rooms that were only accessible by steps and the 
details and conditions of registration.  
  
Action required:  
 
Compile a Statement of purpose that consists of all matters listed in Schedule 1 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). 
 
Reference: 

Health Act 2007 
Regulation 21: Statement of Purpose 

                   Standard 28: Purpose and Function 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The statement of purpose and function has been updated.  

 
 
Completed 
 

 
7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
It was not possible to determine if all staff received training on the prevention, 
detection and response to elder abuse.  
 
Action required:  
 
Make all necessary arrangements, by training staff or by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
or abuse. 
 
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: 
 
All staff in Killiney receives mandatory training such as Elder 
abuse, which is updated on a regular basis. 
 
As part of the development of an IT training matrix, all staff files 
will be continuously updated to ensure there are no training gaps.  
 

 
 
30 July 2012 

 
8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Medication administration and prescribing practices were not in line with the 
Regulations or An Bord Altranais guidelines.   
 
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 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Standard 14: Medication Management 

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

Timescale: 
 

Provider’s response: 
 
The nurses will undergo a medication management course in 
order to ensure they are familiar with policies and procedures 
which are in operation in the home.  
 

 
 
30 August 2012 

 
 
 
 
 
 
Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
 
The management and Staff of Killiney Grove Nursing Home would like to extend their 
thanks to the inspectors for the respectful and professional manner in which they 
conducted the inspection. 
 
 
 
Provider’s name: Mr. Joe Kenny 
Date: 8 June 2012 
 


