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Centre name: 

 
Laurel Lodge Nursing Home 

 
Centre ID: 

 
0057 

Centre address: 

 
Templemichael Glebe 
 
Longford 
 
Co. Longford 

 
Telephone number:  

 
043 3348033 

 
Email address: 

 
info@laurellodgenursinghome.com 

 
Type of centre: 

 
 Private       Voluntary       Public 

 
Registered provider: 

 
Ann Watters 

 
Person authorised to act on 
behalf of the provider: 

 
 
Ann Watters 

 
Person in charge: 

 
Guy Walton 

 
Date of inspection: 

 
16 July 2012 

 
Time inspection took place: 

 
Start: 10:00 hrs      Completion: 19:30 hrs  

 
Lead inspector: 

 
Geraldine Jolley 

 
Support inspector: 

 
Florence Farrelly 

 
Type of inspection  

 
 announced               unannounced   

 
Date of last inspection:  

 
30 September 2011 

 
 
 

   
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated Centres under Health Act 2007 
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About inspection   
 

The purpose of inspection is to gather evidence on which to make judgements 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 under 18 outcome statements. The outcomes set out 
what is expected in designated centres.  
 
Outcome 1 
There is a written statement of purpose that accurately describes the service that is provided 
in the centre. The services and facilities outlined in the statement of purpose, and the 
manner in which care is provided, reflect the diverse needs of residents.  
Outcome 2 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
Outcome 3 
The complaints of each resident, his/her family, advocate or representative, and visitors are 
listened to and acted upon and there is an effective appeals procedure 
Outcome 4 
Measures to protect residents being harmed or suffering abuse are in place and appropriate 
action is taken in response to allegations, disclosures or suspected abuse. 
Outcome 5 
The health and safety of residents, visitors and staff is promoted and protected.  
Outcome 6 
Each resident is protected by the designated centre’s policies and procedures for medication 
management. 
Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-based 
nursing care and appropriate medical and allied healthcare. Each resident has opportunities 
to participate in meaningful activities, appropriate to his or her interests and preferences. 
The arrangements to meet each resident’s assessed needs are set out in an individual care 
plan, that reflect his/her needs, interests and capacities, are drawn up with the involvement 
of the resident and reflect his/her changing needs and circumstances.  
Outcome 8 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
Outcome 9 
Each resident is provided with food and drink at times and in quantities adequate for his/her 
needs. Food is properly prepared, cooked and served, and is wholesome and nutritious. 
Assistance is offered to residents in a discreet and sensitive manner.  
Outcome 10 
Each resident has an agreed written contract which includes details of the services to be 
provided for that resident and the fees to be charged. 
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Outcome 11 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. He/she is 
facilitated to communicate and enabled to exercise choice and control over his/her life and to 
maximise his/her independence. 
 Outcome 12 
Adequate space is provided for residents’ personal possessions. Residents can appropriately 
use and store their own clothes. There are arrangements in place for regular laundering of 
linen and clothing, and the safe return of clothes to residents.  
Outcome 13 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
Outcome 14 
There are appropriate staff numbers and skill-mix to meet the assessed needs of residents, 
and to the size and layout of the designated centre. Staff have up-to-date mandatory 
training and access to education and training to meet the needs of residents. All staff and 
volunteers are supervised on an appropriate basis, and recruited, selected and vetted in 
accordance with best recruitment practice.  
Outcome 15 
The location, design and layout of the centre is suitable for its stated purpose and meets 
residents’ individual and collective needs in a comfortable and homely way. There is 
appropriate equipment for use by residents or staff which is maintained in good working 
order. 
Outcome 16 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained in a 
manner so as to ensure completeness, accuracy and ease of retrieval. The designated centre 
is adequately insured against accidents or injury to residents, staff and visitors. The 
designated centre has all of the written operational policies as required by Schedule 5 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended). 
Outcome 17 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from the 
designed centre and the arrangements in place for the management of the designated 
centre during his/her absence.  
 
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 
 
The inspection report is available to residents, relatives, providers and members of 
the public, and is published on www.hiqa.ie in keeping with the Authority’s values of 
openness and transparency.  
 
 
 
 



Page 4 of 32 

About the centre 
 

Location of centre and description of services and premises 
 

Laurel Lodge Nursing Home is a modern purpose-built facility that provides 
accommodation for 107 residents who need care on a long or short-term/respite care 
basis or who have convalescence, rehabilitation, palliative or dementia care needs. It 
has been operating since 1996.  
 
The centre is divided into three self contained units that have their own communal 
facilities, office space and general purpose areas. 
 
Hazelwood Lodge and Glencar Lodge are located entirely on the ground floor. 
Hazelwood Lodge provides long-term care for 36 residents. The accommodation here 
is organised in three double rooms and 30 single rooms, 24 rooms have en suite 
facilities and there are three further assisted bathrooms for residents’ use. There is 
access to two courtyard gardens and the unit has three sitting areas and a large 
dining room.  
 
Glencar Lodge is the specialist dementia care unit. It accommodates 38 residents in 
32 single and three double rooms, 17 rooms including the three shared rooms have 
en suite facilities. There are five toilets, two showers and three assisted bathroom to 
meet the needs of the remaining 18 residents who do not have en suite facilities. 
There is a large dining room and three separate sitting areas for residents. This unit 
has a range of reminiscence material in the form of artwork and one room has been 
decorated in old country style as a sitting/kitchen area and includes memorabilia 
such as a fire place, range, sewing machine and other items commonly used in times 
past. There is also a multi-sensory room here and access to three enclosed garden 
areas including a sensory garden. 
 
Lissadell Lodge provides care to 33 residents the majority of whom have long-term 
care needs and some who have convalescent/palliative care or rehabilitation care 
needs. This unit is divided over two floors the ground and first floor with 18 residents 
accommodated on the upper floor. There is lift and stair access to this floor. There is 
a sitting and dining room on both floors. Accommodation is organised in one double 
room and 31 single rooms and with the exception of one room all have en suite 
facilities. There are two assisted baths and showers in addition to the en suite 
facilities.  
 
The large entrance foyer and reception area has comfortable seating areas with 
coffee tables and two vending machines with drinks and confectionary. There are 
offices for the person in charge, assistant director of nursing and administrator near 
the main entrance. An oratory, visitors’ area, an appropriately equipped hairdressing 
room, kitchen and three laundry areas as well as a separate laundry area where 
residents can do their own washing and a smoking room complete the premises 
layout. 
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The centre is surrounded by landscaped gardens that are accessible to residents, 
secure and are attractively cultivated. There is a large car park to the front and side 
of the centre. 

 
Laurel Lodge is situated in a residential area of Longford town just off the N4 
roadway that connects Sligo and Dublin. It is approximately a mile and a half from 
the train station in Longford and from the shopping and business facilities. It is on 
the Sligo/Dublin bus route. 

 
 
Date centre was first established:  

 
20 June 1996 

 
Date of registration: 

 
20 April 2012 

 
Number of registered places:  

 
107 

 
Number of residents on the date of inspection:  

 
105 + 1 in hospital   

Dependency level of current residents 
as provided by the centre: 

Max High Medium Low 

 
Number of residents 

 
21 

 
29 

 
31 

 
24 

 
Gender of residents 

Male 
( ) 

Female 
( ) 

 
 

 
 

 
Management structure 
 
The Provider is Ann Watters and the Person in Charge, Guy Walton reports directly to 
her. There is a Deputy Director of Nursing, Maura Keenan who takes responsibility 
when the Person in Charge is absent. They are supported by a Clinical Nurse 
Manager in each unit and by Eugene Watters, the Provider’s husband who 
coordinates the maintenance team.  
 

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 10 30 5 6 1 9*  

 
* Other staff included the provider, the health and safety manager, three 
maintenance staff, an administrator and three part-time recreational therapists.  
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Summary of compliance with Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This report set out the findings of the unannounced one day inspection conducted on 
16 July 2012. This was the fourth inspection of the centre undertaken by the Health 
Information and Quality Authority (the Authority). The first inspection was an 
unannounced monitoring inspection which took place on 15 September 2010. The 
registration inspection was undertaken on 15 and 16 February 2011 and a follow up 
inspection was conducted on 30 September 2011. 
 
During this inspection, the inspectors talked to residents, staff members and senior 
managers. Inspectors observed day to day practice as staff went about their daily 
duties and reviewed documentation such as care plans, medical records, accident 
and incident reports, policies and procedures and staff files. 
 
The inspectors found all three units were well organised, comfortable and provided 
appropriate safe environments for residents. All areas were noted to be very clean, 
well maintained and attractively furnished. 
 
The centre provides care to a highly dependant resident group. In the Glencar unit 
all residents had a diagnosis of dementia or confusion, almost half the resident group 
in the Hazlewood unit had a diagnosis of confusion or mental health problems and in 
the Lisadell unit a third of residents had a diagnosis of dementia or confusion. Many 
residents were in advanced old age with a third of the resident group over 90 and 
the majority of the remaining residents over 80. The staff team were noted to 
encourage residents to maintain their abilities and there was considerable efforts 
made by the care and activity staff to ensure that residents were fully occupied and 
socially active during the day. Standards of care at critical periods such as the 
management of wound care and end-of-life care were noted to be good and there 
was proactive management of restraint. Dementia-care needs were noted to be 
documented well with evidence of memory loss and capacity to recognise members 
of family recorded in some of the care records examined.  
 
There had been an outbreak of influenza in the centre during May and this was 
notified to the Authority and followed up with regular updates on how the outbreak 
was being contained and managed. The public health team was engaged with the 
centre throughout and provided guidance on the treatment to be administered and 
the precautions to be followed. The inspectors were told by staff that each unit 
operated independently and as there was no movement of staff or residents from 
unit to unit this helped contain the outbreak. The provider and person in charge said 
that staff worked very hard throughout and maintained very high infection control 
standards which also reduced the risk of contagion.    
 
The inspectors found that three of the five actions outlined in the action plan of the 
last report had been addressed. The remaining two actions were found during this 
inspection to need further attention. Improvements continued to be needed to the 
way complaints records were maintained and to the management of medication. 
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Further improvements were identified during this inspection and these included a 
more thorough system for recording residents’ finances, the need to undertake care 
reviews following significant events and the requirement to prepare a report in 
accordance with Regulation 35.   
 

Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older 
People in Ireland.  
 
1. Statement of purpose and quality management 
 

Outcome 1 
There is a written statement of purpose that accurately describes the service that is 
provided in the centre. The services and facilities outlined in the statement of 
purpose, and the manner in which care is provided, reflect the diverse needs of 
residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 

 
Inspection findings 
The profile of the residents reflected the information outlined in the statement of 
purpose. Many residents were of advanced years and had care needs associated with 
advanced old age and dementia. Staff conveyed good knowledge of residents as 
individuals and could describe how they accommodated their personal preferences 
and choices in day-to-day practice. 
 
Inspectors found that the statement of purpose described the range of required 
matters as outlined in Schedule 1 of the Regulations.  
 
Inspectors observed that the centre had capacity to meet the needs of residents 
currently accommodated. Nursing staff have a range of qualifications and experience 
to ensure residents’ needs are met appropriately. This was confirmed by the 
inspector’s observations of care practice, examination of care records and the 
comments of residents who talked to inspectors.  
 
The person in charge was aware that the statement of purpose should be kept under 
review and made available to residents on admission and following any review. 

 
Outcome 2 
The quality of care and experience of the residents are monitored and developed on 
an ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
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Inspection findings 
Inspectors found that aspects of care practice and service delivery were reviewed 
and monitored on an ongoing basis. The person in charge had a lead role in 
gathering and analysing data in areas such as falls, the use of bedrails and other 
restraints, significant clinical indicators such as weight loss and pressure area risk 
and standards such as hygiene and cleaning. 
 
The experiences and views of residents were used to improve care practice and 
quality of life. There was a residents’ focus group that met regularly and the views of 
residents prompted changes in the way the service was delivered. The inspector was 
told about some of changes that had been made as a result of residents’ comments. 
These included changes to the menus choices and alterations to the activity 
programme to accommodate personal choices.  
 
The inspectors noted that there was a suggestion box with leaflets for comments 
located in the reception area. 
 
The information from quality improvement initiatives were not formulated into a 
report in accordance with Regulation 35: Review of the Quality and Safety of Care 
and Quality of Life. The person in charge and the provider said they had not finalised 
a format for this report.  

 
Outcome 3 
The complaints of each resident, his/her family, advocate or representative, and 
visitors are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
 

 
Inspection findings 
The inspectors found that complaints were received and responded to in a positive 
and constructive manner. There was a complaints procedure and a summary of this 
was on display throughout the centre. It was also summarised in the Residents’ 
Guide and the statement of purpose as required. 
 
A record of complaints was maintained. The person in charge and provider said that 
they viewed complaints as a way to improve aspects of the service. In most 
instances they were able to resolve residents’ and relatives’ concerns within a short 
timeframe and generally complaints were resolved at unit level. An independent 
person to oversee the management of complaints and act as an advocate for 
residents had been identified and his contact details were noted to be displayed for 
residents on notice boards as well as in documentation issued to residents.  
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Residents told inspectors they felt comfortable raising concerns with the person in 
charge or any member of staff should the need arise. Many said that they had not 
had need to complain but felt that if they had concerns they would be listened to and 
their problem resolved. They said they see the provider Ann Watters in the centre 
most days and would raise concerns with her if this was necessary. 
 
While practice in relation to complaints was generally satisfactory and noted to have 
improved since the last inspection and the documentation indicated that all 
complaints were investigated, the inspector’s found that the record of complaints did 
not always convey if the complainant was satisfied with the outcome and did not 
provide adequate detail of the investigation carried out in response to the 
complainant. 
 
The provider and person in charge told inspectors during the feedback session that 
they were in the process of completing a review of the way complaints were 
managed. This consisted of a letter of explanation and a survey form asking for 
views on the response to complaints, the information provided on complaints and if 
changes are made in response to complaints.  
 
2. Safeguarding and safety 
 

Outcome 4 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 

 
Inspection findings 
Inspectors found that measures were in place to protect residents from being 
harmed or suffering abuse. All staff had received training on identifying and 
responding to elder abuse. The person in charge provides the training and 
information to staff and the inspectors noted that sessions were organised at 
intervals throughout the year. Staff were able to tell inspectors about the prevention 
of elder abuse policy, explain the different categories of abuse and state what they 
would do if they suspected abuse. They were also aware of measures to prevent 
abuse and described being vigilant, having sufficient staff on duty, listening to 
residents and staff training as preventative factors. 
 
Protective measures were identified to reduce risks and to protect residents. These 
included the use of specialist beds and the use of bedrails as a last resort. The 
inspectors found a proactive and informed approach to the use of restraint. Detailed 
assessments were undertaken and a range of measures employed before any 
restraint measure was used. There was also a review system to ensure that restraint 
was only used when there was an identified need and where other alternatives had 
not provided adequate levels of safety. The policy on restraint was available for staff 
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and staff described for the inspectors the measures they took when a restraint 
measure was being considered.  

 
One resident commented that “staff are always around to lend a listening ear” and 
said that he felt that having staff around willing to listen would help if there was a 
difficulty. 
 
The inspectors examined the way residents’ finances were managed. There was a 
recording system in the form of ledgers for each unit and while monies in were 
recorded, the inspectors found on an examination of four residents’ records that 
there was not always a record of each subsequent transaction maintained. For 
example, there were some transactions where money was taken out for residents 
use such as going shopping but this was not recorded or dated. The inspectors 
concluded that the system needed to provide more rigor and that receipts for money 
left for residents use were needed and that staff needed to be more diligent about 
recording all transactions to provide adequate protection for residents and staff.     

 
Outcome 5 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems 
 

 
Inspection findings 
There were established systems in place to ensure appropriate management of 
health and safety throughout the centre. The inspectors found that overall systems 
and practices in place promoted the health and safety of residents, visitors and staff. 
There was a health and safety statement and a range of risk management 
procedures that reflected the centre’s arrangements. There was a nominated health 
and safety officer and a team of maintenance staff that had responsibility for 
maintaining the building and surrounding grounds in good condition. The inspectors 
noted that there were a range of safety checks undertaken weekly in each unit. 
These checks included calls bells, specialist beds and mattresses, lighting, corridor 
and emergency lights and grab rails and other specialist equipment.  
 
The communal and unit areas were noted to be clean and there were measures in 
place to control and prevent infection. All staff had training in infection control and 
had supplies of personal protective equipment which they were observed to use 
frequently. They were also observed to use the hand gels available throughout the 
centre as they moved from one area to another. 
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An outbreak of influenza during April and May that impacted mainly the Glencar unit 
was appropriately notified to the Authority and to the public health team. The 
Authority was kept informed throughout the outbreak by the person in charge who 
sent in regular updates on the number of residents who were impacted, the infection 
control measures in place and the treatment that had been prescribed. All units were 
kept isolated and worked independently during the outbreak. This had eliminated 
movement through the centre and according to staff was an arrangement that had 
worked well. The person in charge said that areas that had been identified for 
learning had been highlighted throughout and discussed with the area public health 
team. This included the need for clarity on where to report an infectious outbreak 
particularly out of hours and where responsibility for undertaking tasks such as 
swabbing to determine the type of illness should lie. The centre had the most recent 
guidance documents on the management of influenza.     
  
There were measures in place for the management of a range of risk situations. A 
risk and hazard analysis had been completed for areas that included examination of 
beds and bedrails to ensure that where there were gaps that they did not present a 
risk, that night staff were medically fit to undertake night duty and the use of display 
screen equipment for staff that spent long periods of the day using computers. There 
were annual service contracts for specialist beds, wheelchairs, mattresses and 
shower benches and this work was noted to have been completed during September 
2011.  

 
There was a missing person policy in place which included clear procedures to guide 
staff should a resident be reported as missing. A notification describing the absence 
of a resident for a short period on 9 July 2012 had been sent to the Authority. The 
person in charge told inspectors that the missing person policy had been activated 
and had worked well. The resident had been located in a local premises. 
Photographic identification was available for each resident to support the missing 
person procedure.  

 
There was a food safety system in place and the inspector viewed records of staff 
training and found that staff involved in food handling had been trained in food 
safety. The local environmental health officers inspected the premises regularly and 
matters highlighted for attention were dealt with. 

 
The inspector viewed staff training records which indicated that all staff had been 
trained in the safe moving and handling of residents. There were arrangements in 
place for recording and investigating incidents and accidents. An accident/incident 
record outlining all falls and near misses sustained by residents was maintained. The 
regular notifications of accidents and incidents and notifications of serious injury 
were sent to the Authority as required.  

 
An emergency plan was in place to guide staff when responding to untoward events. 
The plan outlined the procedures to follow in the event of the centre having to be 
vacated. The contact numbers for personnel to contact in an emergency were 
available for staff who could also describe for inspectors who they had to notify  
which included the person in charge and provider.  
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There was a visitors’ log in place to monitor the movement of persons in and out of 
the building and the front door was secure, both measures that ensured the safety 
and security of residents.  

 
Fire prevention measures included smoke detectors located in all bedrooms and 
general purpose areas and emergency lighting provided throughout the building. An 
inspector viewed contracts for the servicing of fire alarms, smoke and heat detectors 
and found they were serviced on a contract basis. An appropriate fire register was in 
use. The fire safety checks and tests were recorded. Routine inspection of the fire 
door closures and fire panel were undertaken by a member of maintenance staff to 
ensure they were operational. There were daily recorded checks of the fire exits and 
routes of escape. The inspector viewed records of fire drills which took place on a 
routine basis. Residents were included in the fire safety precautions and were 
queried on what they would do if the fire alarm was activated. Twenty three fire drills 
had taken place during 2012. The response time were recorded and areas where 
improvement had been noted. 
 
Fire extinguishers were serviced on a contract basis however the service was noted 
to be over due. This was attributed to the flu outbreak and the restriction on 
personnel visiting the centre at the time the service was due. The inspectors were 
told that this was being rearranged.  
 

Outcome 6 
Each resident is protected by the designated centre’s policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 

 
Inspection findings 
The inspectors found that a new system for dispensing medication had been 
introduced. This system provides each residents’ medication including medication 
supplied in liquid form in sealed containers. Nurse’s said that they liked the clarity 
that the new system provided and said that it reduced the probability of error. Staff 
were knowledgeable about the medication that residents had been prescribed 
including medication used for palliative care. There had been a discussion about the 
use of variable dosages of medication to manage symptoms for residents in receipt 
of  palliative care. Staff said that they felt that they had good support from the 
palliative care team and appropriate training to do this if required. Nursing staff had 
updated their knowledge by attending a medication management study day. Staff 
were noted to enable residents to maintain control over medication that they could 
manage themselves such as inhalers and this was appropriately documented. The 
clinical nurse managers had responsibility for auditing medication arrangements on 
their units and the inspectors viewed the audit format in use. This included a review 
of five medication charts for aspects such as all medications signed and dated by the 
doctor, discontinued medications including antibiotics signed off, all medication 
signed as administered and medication with special precautions such as Warfarin 
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reviewed in accordance with blood test results. A clinical nurse manager reported 
that any discrepancies were reported to the person in charge and were brought to 
the attention of staff.  
 
The arrangements for the management of medication that required special 
precautions such as controlled drugs was found to be satisfactory when examined in 
the Glencar unit. The supply in the locked cupboard was in accordance with the 
quantity recorded in the register. Two nurses, one from each shift check and record 
the supply of controlled drugs.  
 
Although good progress had been made to ensure good practice in medication 
management the inspectors found that all aspects of medication management did 
not adhere to best practice guidance. Medication administration charts were printed 
and provided a good format for prescribing and recording medication, however, they 
were signed by the pharmacist and the nurse and the doctor’s prescription was 
separate to this. When administering medication nurses were found to use the 
printed pharmacy sheet and not the original prescription signed by the doctor as 
required. The medication charts did not always convey the maximum dose of “as 
required” medication to be administered. For example, the maximum dose of 
Solpadine prescribed on an “as required” basis was not outlined and items that were 
discontinued were not always dated and signed. 
 
The provider was required to have in place a system for medication management 
and prescribing that complied with legislation and good practice guidance.  

 
3. Health and social care needs 
 

Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied healthcare. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set 
out in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
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Inspection findings 
The inspectors found good standards of evidenced based nursing care were in place. 
The inspectors examined a sample of care records in all units. The person in charge 
and provider had made arrangements for the provision of appropriate nursing, 
medical and allied health care. Residents had detailed assessments based on 
evidence-based practice tools and had care plans in place which were updated at the 
required three month intervals. Residents were usually able to retain the services of 
their own doctor. There were a range of assessments for areas of risk such as falls, 
nutritional care and the risk of developing pressure sores. One resident who spent 
long periods in bed had been assessed as at risk of developing contractures and she 
had been reviewed by an occupational therapist and physiotherapist. There were a 
range of passive exercises outlined to prevent this outcome and these were being 
followed by staff according to the care record and daily notes.  
 
There was one significant wound care problem receiving attention in the Glencar 
unit. The inspector noted that the care plan of this highly dependant resident had 
clear instructions for staff that outlined how the wound care problem was to be 
treated and managed. A dedicated wound care management plan was in place and 
the inspector found that this provided information on the condition and size of the 
wound, the dressings in use, the response to treatment and that the plan was 
reviewed regularly. The inspector noted that the wound had improved significantly 
for a time. A prescribed change in treatment had caused the deterioration according 
to staff. The situation was now improving again as the original treatment had 
recommenced. A pain assessment tool was used to determine the presence of 
discomfort and there was analgesia prescribed and administered on an “as required” 
basis as needed and this was documented in the care plan.  
 
The arrangements for the management of respite care were well established. There 
is one respite place in the Glencar unit for people with dementia. This was in 
constant use according to staff and at this stage they were very familiar with the 
care needs of most residents referred for respite care.   
 
The review of care records indicated that access to a range of appropriate health 
care professionals was facilitated to support residents’ to achieve optimum health. 
Records provided confirmation that advice and treatment from professionals such as 
physiotherapists, occupational therapists and chiropodists was available. There were 
details of medical reviews undertaken and changes made to treatment. Residents 
and families contributed to the reviews and their wishes and comments were 
recorded. 
  
Staff were noted to make good efforts to ensure that residents remained 
independent and retained their abilities. The inspector saw a carer encourage a 
resident to walk with her walking aid along the hallway and saw where other 
residents were being encouraged to take their meals themselves in the dining room 
before staff assisted them.  
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The inspectors found that some care plans and assessments in the sample examined 
had not been reviewed when care needs had changed. For example, a resident who 
had sustained a fall resulting in a fracture did not have a moving and handling review 
to identify if care needs or moving and handling needs had changed following this 
significant event. 
 
There was an extensive activity schedule available on all units and the inspectors 
found that residents had good social opportunities. The programme was facilitated 
by three activity staff who had organised the activities in different ways across the 
units to meet residents needs. In Hazlewood and Lisadell there were group activities 
during the mornings and afternoons. These included craft work, crosswords and quiz 
games, flower arranging, exercise to music and discussion of the daily news and 
reading newspapers. There was also time allowed to talk with residents who did not 
wish to take part in group activities. Carers told inspectors they knew which residents 
liked to spend time on their own and ensured they or the activity staff chatted to 
them and ensured they did not feel isolated. Regular outings to local cafes and 
theatre productions were also organised and were popular with residents. 
 
In the Glencar unit activities were organised to meet the needs of residents who had 
dementia or confusion. There was group and individual activity sessions that focused 
on reminiscence, music and song. Activity staff were trained in the sonas approach 
and conducted several sessions of this each week. 
 
The activity schedules were on display in each unit and a sample of the activities on 
offer were outlined in the Residents’ Guide. Residents said they looked forward to 
their activities and were particularly happy with the sessions devoted to completing 
crossword puzzles and discussions of the local and national news.  
 

Outcome 8 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
 
References: 
Regulation 14: End of Life Care 
Standard 16: End of Life Care 
 

 
Inspection findings 
While there was no resident receiving end-of-life care at the time of inspection, the 
inspectors found that staff in the Lisadell unit where end-of-life care was provided 
had very good knowledge of standards of care at end of life. They were 
knowledgeable about pain management, medication practice and the emotional 
support required at this time including the information and support required by   
family members. 
  
The care plan of the most recent admission for end-of-life care was examined. The 
inspectors found that medical reviews had been conducted almost daily in the three 
weeks prior to the residents’ death and there were also daily reviews from members 
of the palliative care team. Regular assessments of pain had been completed and 
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medication was reviewed and changes made to ensure comfort and well being. 
There was information that described discussions staff had with family members. 
Families are encouraged to be involved and to spend as much time as they wish with 
residents at this time according to information supplied by nursing staff and this was 
confirmed by the record examined.  

 
Staff had received training from the local palliative care team on varied aspects of 
care practice including the use of specialist equipment and the management of 
medication. Staff were currently discussing the use of variable dose medication at 
end of life and were receiving training and guidance from the palliative care team.  
 
In other units end of life wishes were found to be documented well and staff said 
that where residents wished to remain in the centre this was facilitated except in a 
medical emergency where care could no longer be provided in the centre. Spiritual 
care needs at this time were outlined and the wishes of family to be involved and 
support the resident were also outlined. 

 
Outcome 9 
 
Each resident is provided with food and drink at times and in quantities adequate for 
his/her needs. Food is properly prepared, cooked and served, and is wholesome and 
nutritious. Assistance is offered to residents in a discreet and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes 
 

 
Inspection findings 
Inspectors were satisfied that residents received a nutritious and varied diet that 
offered choice and was appropriate to their needs. One resident said the food was 
very good and that he was able to have breakfast in bed if he wished. At lunch time 
an inspector spoke with three residents in the Lisadell unit who all confirmed that 
they had enjoyed the lunchtime meal.  
 
The main kitchen area was large and suitable to cater for the number of meals to be 
prepared each day. It was clean, well equipped and contained suitable facilitates for 
the storage, preparation and cooking of food. The kitchen was inspected regularly by 
the local environmental health officers. The last inspection took place on 9 November 
2011. The areas identified for attention included the removal of broken equipment 
and an improved level of detail in the food management system.  
 
There were supplies of fruit juices and water accessible to residents in the communal 
areas in all units. When interviewed, staff conveyed an informed understanding of 
residents’ nutritional needs on their units.  
 
Residents have a choice at each meal and the catering staff were informed daily if 
there were changes to specialist diets, liquidised or soft consistency meals. All 
specially prepared meals were individually plated and attractively presented. 
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Residents who required assistance to eat were offered help sensitively and discreetly. 
Inspectors saw residents being assisted with breakfast in the Glencar dementia unit  
and observed that staff sat by residents, allowed plenty of time for residents to take  
food offered and encouraged residents who had some difficulty but were able to help 
themselves given time. A variety of snacks and drinks were available throughout the 
day. Residents were prompted to drink regularly by staff and two residents told 
inspectors that they could have tea or coffee and snacks at any time but that drinks 
were offered so often that they usually did not need to ask.  

 
The clinical nurse managers told the inspector that all residents’ weights were 
monitored routinely and that dietary and fluid intake is monitored when residents are 
vulnerable. A formal nutritional risk assessment – the Malnutrition Universal 
Screening Tool (MUST) was completed for al residents within 24 hours of admission. 
Where the assessment identified a risk, the resident was highlighted for more 
intensive supervision and appropriate intervention, such as a referral to a dietician. 
There were three residents whose nutrition needs were being supplied through 
Percutaneous Endoscopic Gastrostomy (PEG) feeding systems which were being 
appropriately managed and monitored. The centre had access to advice from a 
dietician who is engaged privately. 
 

Outcome 10 
Each resident has an agreed written contract which includes details of the services to 
be provided for that resident and the fees to be charged. 
 
References: 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
 

 
Inspection findings 
All resident had been issued with contracts. The inspectors reviewed a sample of ten 
contracts and found that the fees to be charged and the services that incur extra 
charges were clearly outlined. The contracts examined had been signed within a 
month of admission. 
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Outcome 11 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. 
He/she is facilitated to communicate and enabled to exercise choice and control over 
his/her life and to maximise his/her independence.  
 
References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
Standard 5: Civil, Political, Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts 
 

 
Inspection findings 
Residents confirmed in discussion with inspectors that they were treated with respect 
and dignity by staff and said that they felt they could communicate freely with staff. 
They described staff as dedicated to their well being. There was a residents’ council 
which was established some time ago and continues to meet regularly. The next 
meeting was scheduled for 7 August 2012. This meeting gave residents an 
opportunity to talk about the service as they experience it and to bring forward 
suggestions according to the person in charge. The inspector was told that 
discussions on topics such as activities, food and other matters brought up by 
residents were discussed. The person in charge said that he and the clinical nurse 
mangers met residents most days and encouraged them to share their views or 
issues of concern. Inspectors observed that interactions between staff and residents 
were cordial and friendly. 
 
Residents confirmed to the inspectors that the centre was a good place to live and 
staff cared for them in a dignified and courteous manner. Residents said they were 
able to exercise choice regarding when they got up and went to bed, they could 
choose if they attended activities or not and could choose where they had their 
meals. During the day residents were able to move around the centre freely and 
have visitors at times that suited them. 
 
Residents could practice their religious beliefs. There was access to priests and 
ministers from the local parish and residents said they were able to meet with the 
clergy in private if they wished as well as attending services. Mass was said in the 
centre four times a week including Sundays. 
  
There was Residents’ Guide available which contained a range of information on the 
services and facilities available. It was presented in an attractive format with large 
print and photographs to increase the accessibility of the information provided.  
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Outcome 12 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
 

 
Inspection findings 
The centre provided a good environment where residents could keep a good supply 
of clothing and personal possessions. The majority of rooms are single and many 
residents were noted to have personal items such as pictures, photographs and 
ornaments on display that they had brought in from home. In shared rooms there 
were screens that provided appropriate privacy and again there was a good provision 
of wardrobe and cupboard space that enabled residents to have good supplies of 
clothing.  
 
Residents’ personal belongings and possessions are recorded and care staff told 
inspectors that when new items are brought in theses are also documented. 
 
Laundry was noted to be finished to a good standard and all residents clothing was 
noted to be in good condition. Residents said they had few problems with laundry 
going missing but if it did they reported this to staff and the items were found.  
 
5. Suitable staffing 
 

Outcome 13 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management 
 

 
Inspection findings 
Guy Walton, the person in charge, has a full-time post. He identified his 
responsibilities for promoting and safeguarding residents’ welfare and was 
knowledgeable about the Regulations and Standards that govern designated centres. 
He is the designated trainer for elder abuse for the service. The inspectors found that 
he had a strong presence in the centre and together with the provider were clear 
about the standards that they expected throughout the service.  
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He had current knowledge of residents needs and visits all units daily. He is 
supported in his role by a deputy director of nursing who takes charge in his absence 
and three clinical nurse managers who also work on a full-time basis. He had taken a 
proactive role in reviewing the quality of care. There were systems in place to ensure 
that varied aspects of the service were reviewed and improvements made where 
necessary. He demonstrated a good knowledge of audit processes and had 
undertaken audits to identify trends and improve the quality and safety of the service 
in areas such as complaints, falls and aspects of medication management as 
described earlier. However, as described in this report some improvements were still 
needed in relation to complaints and medication management and a report in 
accordance with Regulation 35: Review of Quality and Safety of Care and Quality of 
Life had not yet been prepared.  

 
Outcome 14 
There are appropriate staff numbers and skill-mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision 
 

 
Inspection findings 
The inspectors concluded that there were appropriate staff numbers and skill-mix to 
meet the assessed needs of the residents currently accommodated in the context of 
the design and layout of the building. This included nursing staff, care staff, catering, 
and cleaning and laundry staff. 
 
The inspector viewed the staff duty rotas for a two week period. The rota showed 
the staff on duty during the day and night. The inspector noted that the planned 
staff rota matched the staffing levels on duty and where illness or absence occurred 
this was identified and the cover arrangements that had been put in place. Staff 
were observed to promptly respond to residents requests for assistance during the 
day of inspection and to answer call bells promptly. The person in charge had 
sufficient time for management and governance tasks and to support and supervise 
staff as he was rostered to work supernumerary to the staff allocation for each unit.  
 
There was an on-call arrangement in place outside of core daytime hours to ensure 
that a management resource was available to guide and advise staff if the need 
arose. This was usually the provider and the person in charge.  
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The provider maintained a record of An Bord Altranais professional identification 
numbers (PIN) for all registered nurses. This was reviewed by inspectors and seen to 
be up to date. The majority of care staff had completed Further Education and 
Training Awards Council (FETAC) Level 5 training.  

 
The provider and person in charge were committed to staff development and to 
providing ongoing training for staff. Mandatory training which included safe moving 
and handling of residents, adult protection and fire safety was completed by all staff 
within the required time limits. In addition, all staff had attended training on 
dementia care, infection control, health and safety and emergency resuscitation. The 
person in charge maintains a record of all staff training and the content of the 
training courses. The person in charge had identified that there was a need to have 
specialist expertise in infection control and this training was being organised for one 
of the nursing team. There was a system in place where a small number of staff in 
each unit were moved to another unit every year and were also rotated from day to 
night duty to support staff development.  

  
The recruitment policy described the procedures to be followed when staff are 
employed. At the time of the inspection two new staff were in the process of being 
recruited to cover maternity leave. One had already completed the induction 
programme for new staff. The inspectors found that recruitment was in line with 
good practice for the employment of staff who work with vulnerable people. A 
sample of six staff files from different disciplines was examined. The required 
documentation as outlined in Schedule 2 of the Regulations was available in the files 
viewed.  
 
All staff were supported by regular supervision sessions and training needs were 
identified to extend staff skills and to address the needs of the service. The 
inspectors noted that the cleaning service was provided through a contract and while 
the qualifications, experience and appropriate checks had been completed for staff 
according to the manager of the company the centre did not have evidence of 
documentation to confirm this. 
 
6. Safe and suitable premises 
 

Outcome 15 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
 
References: 
Regulation 19: Premises 
Standard 25: Physical Environment 
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Inspection findings 
Laurel Lodge provided a bright, spacious and comfortable setting for residents. There 
was a welcoming atmosphere and a sense of homeliness in the communal and 
bedroom areas. All units were well decorated in attractive coordinated colour 
schemes and each unit had different features and it’s own distinct layout. There were 
many home-like touches throughout. Pictures, lamps and flower arrangements had 
been used to enhance the home like atmosphere. All areas were noted to be 
accessible and were kept free of obstructions as there was generous storage space 
for equipment in all units.  
 
Bedrooms were well-decorated, had attractive furnishings and were well-maintained. 
Most residents had personalised their bedrooms with furnishings, pictures and 
ornaments that they had brought in from home. A call bell system was provided in 
bedrooms and in communal areas. All bedrooms had televisions and telephone 
points.  
 
The dementia care unit, Glencar had a number of features that reflected good 
practice in dementia care. There was good space in communal areas and hallways 
where residents could wander around freely and safely. Pictures on display 
particularly in the dining room depicted scenes from the country side and farming 
activity. The design and layout provided a range of spaces where residents could 
spend time together or on their own. There was one room furnished as an old style 
kitchen with a fire place and old style furniture. This was very popular with residents 
staff reported as it prompted them to talk about how they felt in their own homes 
and also to talk about how they used the varied pieces of equipment on display.  
 
There was signage to guide residents around the facilities and there were enclosed 
garden spaces that residents could use safely as well as open garden areeeas. 
 
The premises were observed to be immaculately clean and odour-free. The cleaning 
service is provided by an external contract and the inspectors were told that all 
cleaning staff had fire safety, moving and handling, elder abuse, infection control and 
first aid training. Cleaners are available throughout the day and the company visit on 
an unannounced basis to check that work is being completed to a satisfactory 
standard. There was a cleaning schedule in place and staff undertaking cleaning 
duties were observed to be thorough in their approach to cleaning residents’ rooms 
and the communal areas.  
 
Infection control guidelines were in place and were being followed by staff. 
Inspectors observed staff working safely and in line with best practice standards for 
health and safety. Alcohol hand gels were provided in several locations and were 
noted to be used regularly by staff and visitors. Sluice rooms were well equipped 
with stainless steel sinks, wash hand basins and storage areas for bed pans. A bed 
pan washer was provided. 

 
Staff facilities were provided and included a dining area, toilets and showers. 
Separate facilities were provided for catering and care staff in accordance with good 
practice for infection prevention. 
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The inspectors found that there was regular assessment and maintenance of risk 
areas such as the maintenance of hot water, legionella control and equipment 
maintenance. Shower heads and hot water taps were checked weekly and there was 
a routine for de-scaling shower heads. A water safety test had been taken on 29 
March 2012 and the inspectors were told this was done on a six-monthly basis. 
Wheelchairs were checked and tyres and footplates were attended to if needed. 
Equipment such as specialist beds, hoists and kitchen equipment was serviced on a 
contract and documentation to confirm this was available. The lift located in the 
Lisadell unit was serviced on 8 March 2012 according to documentation viewed.  

 
7. Records and documentation to kept at a designated centre 

 
Outcome 16 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained 
in a manner so as to ensure completeness, accuracy and ease of retrieval. The 
designated centre is adequately insured against accidents or injury to residents, staff 
and visitors. The designated centre has all of the written operational policies as 
required by Schedule 5 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). 
 

References: 
Part 6: The records to be kept in a designated centre 
Regulation 26: Insurance Cover  
Regulation 27: Operating Policies and Procedures  
Standard 1: Information 
Standard 29: Management Systems 
Standard 32: Register and Residents’ Records 
 

 
Inspection findings 
The inspectors found that a good standard of administration was in place and all the 
required documents and records required by the regulations were in place and 
available for inspection. 
 
The directory of residents contained all the required details including the cause of 
death when residents died in the centre.  
 
The registration certificate and associated conditions was on display in the foyer. 
 
Insurance cover was in place and the most recent policy was effective from 1 June 
2012. 
 
The record of visitors to the centre was prominently located in the hall and visitors 
were noted to sign in and out.  
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The provider had all the policies required by Schedule 5 of the Regulations in place. 
The inspectors viewed a sample of polices and found that they were well written and 
guided practice. There was a system for reviewing policies and all were noted to 
have been updated at the beginning of 2012 and had been signed off for use by the 
provider and person in charge. Improvements that are needed to financial record 
keeping and to complaints records have been described elsewhere in this report. 
  

Outcome 17 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 

 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 
 
Inspection findings 
The person in charge and staff were aware of the notifications to be made to the 
Authority and the time scale for the submission of such notifications in accordance 
with regulation 36-Notification of Incidents. The Authority had been informed of the 
outbreak of influenza and other required notifications.  
 
An analysis of accidents was completed and discussed at the clinical governance 
meetings to ensure that any learning was identified and conveyed to staff to prevent 
recurrences. For example, there had been some incidents where residents had 
sustained injuries from wheelchairs and this was highlighted as an area of risk due to 
the way the wheelchair footplates protruded. New wheelchairs were purchased to 
replace the model of chair that had caused problems. In another example, a resident 
fell from her wheelchair while staff left to attend to another resident and this incident 
had also been reviewed. The risk assessment indicated that at the time she was safe 
to be left alone, however, this was being regularly reviewed following this incident 
the inspectors were told. The documentation that described incident and accident 
was noted to have improved since the last inspection when an action plan had 
required that the care and medical treatment provided following an incident needed 
to be outlined. Incident reports reviewed conveyed the actions staff had taken 
following the event including immediate treatment provided, the commencement of 
neurological observations if falls were not witnessed and calling medical help. Other 
actions such as reviewing the use of equipment, the introduction of low to ground 
beds and alarm mats were also described. The inspectors noted that unexplained 
injuries were recorded and risk/falls assessments were reviewed. For example, a 
bruise noted on a resident’s chest area was queried with the resident who said she 
fell but could not recall how had prompted a review of her fall’s risk assessment.   
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Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designed centre and the arrangements in place for the management of the 
designated centre during his/her absence.  

 
References: 
Regulation 37: Notification of periods when the Person in Charge is absent from a 
Designated Centre 
Regulation 38: Notification of the procedures and arrangements for periods when the 
person in charge is absent from a Designated Centre 
Standard 27: Operational Management 
 

 
Inspection findings 
There were appropriate arrangements in place for the absence of the person in 
charge. The deputy director of nursing takes responsibility for the centre.  
 
Inspectors were informed that there have been no absences of the person in charge 
for such a period of time that required notification to the Chief Inspector. 
 

Closing the visit  
 

At the close of the inspection visit a feedback meeting was held with the provider, 
the person in charge and the clinical nurse managers 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: 

 
Laurel Lodge Nursing Home 

 
Centre ID: 

 
0057 

 
Date of inspection: 

 
16 July 2012 

 
Date of response: 

 
12 October 2012 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care settings for Older People in Ireland. 
 
Outcome 2: Reviewing and improving the quality and safety of care  

1. The provider failing to comply with a regulatory requirement in the 
following respect:  
 
While a range of quality indicators were recorded and used to improve aspects of the 
service a report on the quality and safety of care and quality of life of residents in 
accordance with Regulation 35 had not yet been prepared.  
 
Action required:  
 
Prepare a report in respect of any review conducted and make this available to 
residents and the Chief Inspector (on request). 
 
Reference: 

Health Act, 2007 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  

 
 

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

Timescale: 
 

Provider’s response: 
 
The person in charge is attending a seminar organised by the 
Authority on 17 October 2012 where Regulation 35 reports are to 
be discussed as part of the agenda. The person in charge has 
begun bringing together the various sources of evidence regarding 
residents quality of life and safe care delivery and will formulate 
these into a report following the meeting as above. 
 

 
 
30/11/2012 
 

 
Outcome 3: Complaints Procedures 

2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The record of complaints did not convey if the complainant was satisfied with the 
outcome and did not outline the investigations undertaken to support the response. 

 
Action required:  
 
Maintain a complete record of complaints detailing the investigation and outcome of 
the complaint and whether or not the resident or their representative was satisfied. 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
There is a thorough log of complaints in place, prior to the 
inspection the details of investigation undertaken to resolve 
complaints were kept with the pertinent resident's records. We are 
now keeping these records with the log of the complaint itself 
however there have been very few complaints since the last 
inspection highlighted this need. One such complaint regarding a 
families misunderstanding regarding their relatives medication 
administration has a record of the complaint, a subsequent 
meeting with the Unit CNM and a letter which followed from the 
family stating that they were now completely satisfied that there 
had been no error and that the care their relative was receiving 
was excellent. These documents are all held in the one file as 
required. 
 

 
 
17/07/2012 
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Outcome 4: Safeguarding and safety 
3. The provider is failing to comply with a regulatory requirement in the 
following respect: 
  
The inspectors concluded that the financial management system that underpinned 
how residents’ finances were managed needed to provide more rigor and 
transparency. Receipts for money deposited for safe keeping were not issued and al 
transactions were not fully described and did not provide adequate protection for 
residents and staff.     
 
Action required: 
 
Put in place written operational policies and procedures relating to residents’ personal 
property and possessions. 
 
Action required: 
 
Maintain an up-to-date record of each resident’s personal property including money 
deposited for safe keeping that is signed by the resident. 
 
Reference: 

Health Act, 2007 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 6: General Welfare and Protection  
Standard 9: The Resident’s Finances 
Standard 8: Protection 
 

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

Timescale: 
 

Provider’s response: 
 
We now have purpose designed and created financial log books 
which contain all the pertinent information required, including 
receipt numbers for every transaction, and three witness 
signatures including wherever possible the residents. 
 

 
 
20/07/2012 
 

 
Outcome 5: Health and safety and risk management  

4. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Fire extinguishers were serviced on a contract basis however the service was noted to 
be over due. 
 
Action required:  
 
Make adequate arrangements for the maintenance of all fire equipment. 
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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: 
 
As explained to the inspectors on the day of the inspection the Fire 
Extinguisher servicing had been cancelled when it was originally 
due, as it had fallen during the Influenza B outbreak, noted earlier 
in this report, in the Nursing Home and the new Inspection of the 
Fire equipment was due the day after the inspection. The Director 
of Nursing faxed through the inspection certificates to the Authority 
on 17 July 2012. We feel therefore that this was a breach which 
could not and should not have been avoided, as the alternative 
would have been to allow an inspection whilst the home was in 
isolation as per the advice from the Public Health Service. The new 
inspection was completed the soonest the Fire Safety company 
could provide, after the Nursing Home was given the all clear. 
 

 
 
17/07/2012 
 

 
Outcome 6: Medication management 

5. The provider and person in charge  is failing to comply with a regulatory 
requirement in the following respect: 
 
All aspects of medication management did not adhere to best practice guidance.  
When administering medication nurses were found to use the printed pharmacy sheet 
and not the original prescription signed by the doctor as required. The medication 
charts did not always convey the maximum dose of “as required” medication to be 
administered. For example, the maximum dose of Solpadine prescribed on an “as 
required” basis was not outlined and items that were discontinued were not always 
dated and signed. 
 
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. The person in charge shall ensure that staff are familiar with such policies 
and procedures. 
 
Reference: 

Health Act, 2007 
Regulation 33: Medication Management 
Standard 14: Medication Management 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We do have appropriate policies in place for ordering, prescribing , 
storing, and administration of medication and the Nurse who was 
observed not checking the prescription against the administration 
chart prior to administration has been re-trained. The prescription 
charts which were present at the time have been redesigned to 
make them landscape, the same as the administration charts, as 
advised by the inspector, so that it is easier for the nursing staff to 
use them next to and in conjunction with the administration charts. 
Although many of our GPs had failed to complete the maximum 
dose box on our prescription charts the maximum dose is detailed 
on the administration chart, in all instances, as it is printed out by 
the pharmacy. The newly designed prescription chart makes it 
clear to the GPs that they must complete the maximum dose in 24 
hours box in order to comply with Regulations and we will monitor 
this closely. 
 

 
 
14/09/2012 
 

 
Outcome 7: Health and social care needs 

6. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
The inspectors found that some care plans and assessments in the sample examined 
had not been reviewed when care needs had changed. For example, a resident who 
had sustained a fall resulting in a fracture did not have a moving and handling review 
to identify if his care needs or moving and handling needs had changed following this 
significant event. 
 
Action required: 
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
 
Action required:  
 
Keep each resident’s care plan under formal view as required by the resident’s 
changing needs or circumstances and no less frequent than at three-monthly 
intervals. 
 
Reference: 

Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Regulation 6: General Welfare and Protection 
Standard 11: The Resident’s Care Plan 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All staff nurses have been reminded about the importance of 
minimum three monthly review and the clinical nurse mangers and 
director of nursing are carrying out regular audits of the care plans 
to ensure these reviews take place whenever there is a change to 
the resident’s condition and minimum three-monthly regardless. 
 

 
 
Ongoing 
review 
 

 
Outcome 14: Suitable staffing 

6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The range of required information for staff employed in the centre on a contract basis 
was not available. 
 
Action required: 
  
Maintain, in a safe and accessible place, a record of the name, date of birth and 
details of position and dates of employment at the designated centre of each member 
of the nursing and ancillary staff and all the documentation as required by Schedule 2 
of the Regulations.  
 
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: 
 
This documentation was in place for all 130 of our staff with the 
exception of the contract cleaners. The contract cleaning company 
have now agreed to collect the Schedule 2 required information 
and make it available to the director of nursing and service 
provider and the Authority whenever it is requested. 
 

 
 
31/10/2012 
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Any comments the provider may wish to make: 
 
 
Provider’s response:   
 
We would like to thank the Inspectors for their courteous and professional approach 
to this inspection. The person in charge would also like to thank the lead inspector 
for the ongoing advice and guidance given between inspections. 
 
Provider’s name: Ann Watters 
Date: 11 October 2012  


