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Centre name: 

 
Clontarf Private Nursing Home 

 
Centre ID: 

 
0127 
 
5-7 Clontarf Road 
 
Clontarf 

 
Centre address: 
 

 
Dublin 3 

 
Telephone number: 

 
01-8335455 

 
Fax number: 

 
01-8335820 

 
Email address: 

 
admin@cpnh.ie 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Clontarf Private Nursing Home Ltd  

 
Person in charge: 

 
Helen Gillen 

 
Date of inspection: 

 
02 May 2012 

 
Time inspection took place: 

 
Start: 11:00 hrs    Completion: 21:30 hrs 

 
Lead inspector: 

 
Sheila McKevitt 

 
Support inspector: 

 
Marie Matthews 

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 
 Follow-up inspection 

 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection 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 matters arising from a previous inspection to ensure that actions 
required of the provider have been taken 

 following a notification to the Health Information and Quality Authority’s Social 
Services Inspectorate of a change in circumstance for example, 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 

 to randomly “spot check” the service. 
 
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 

 
Clontarf Private Nursing Home is comprised of three adjoining three-storey period 
town houses with a two-storey extension to the rear of the building. It has the 
capacity for 40 residents requiring long term care. All residents currently living in the 
centre are over 65 years of age. 
 
The ground floor has two three-bedded and two twin bedrooms all with a wash-hand 
basin, two single bedrooms with shower, toilet and wash-hand basin en suite, a 
visitors’/quite room, a dining room and the nurses’ office.  
 
The first floor has one three bedded and three twin bedrooms all with a wash-hand 
basin and three single bedrooms with en suite shower, toilet and wash-hand basin and 
two sitting rooms. 
  
The second floor has two three bedded, four twin and two single bedrooms all with a  
wash-hand basin. 
 
In addition to the bedrooms there are ten toilets, three of which are assisted, four 
assisted showers and an assisted bath spread over the three floors.  
  
Residents have the choice of two sitting rooms, a visitors’/quite room and a dining 
room with access to an outdoor garden to the rear of the building. 
 
Location 

 
The centre is located on the Clontarf road close to Fairview Park and Clontarf 
promenade. There is a bus stop nearby and Clontarf Dart station is across the road. 

 
 
Date centre was first established: 

 
1988 

 
Number of residents on the date of inspection: 

 
26 (plus two in hospital) 

 
Number of vacancies on the date of inspection: 

 
12 

 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
8 

 
5 

 
7 

 
6 

 
Management structure 

 
  The Provider is Clontarf Nursing Home Limited. Husband and wife, Harry and Margery  

McElhinney are the directors of the company. Harry McElhinney is the designated 
contact Provider, he manages the centre. His wife, Margery McElhinney holds the 
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position of Support Services Manager. Catering, cleaning and laundry staff report 
directly to her, she in turn reports to the Provider. All nursing staff report to the 
Person in Charge Helen Gillen. The Senior Staff nurse, Luisa Mangubat has resigned 
from her post. The Key Senior Manager’s post is currently vacant. The Person in 
Charge is supported in her role by the staff nurses, senior carers and carers. She 
reports directly to the provider. 
 
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 

 
 
1 

 
 
9 

 
 
2 

 
 
3 

 
 
1 

 
 
0 

 

Background  
 
This additional inspection report outlines the findings of a follow up inspection that 
took place on 02 May 2012. The inspection was unannounced and focused on the 
actions of the inspection 14 March 2011. 
 
The Health Information and Quality Authority undertook an unannounced inspection 
of Clontarf Private Nursing Home on 14 March 2011. Overall the inspector was 
satisfied that the provider had implemented many of the actions required from the 
previous inspection dated 14 and 15 December 2010. Of the 26 action plans, 11 had 
been fully addressed and eight had been partially addressed. Seven had not been 
addressed but remained within the agreed timescale.  
 
The purpose of this inspection was to follow up on the 15 outstanding action plans. 
 
 
Summary of findings from this inspection  
 
 
The providers had completed five and partially completed seven actions from the 
previous inspection. Three action plans had not been met. 
 
Actions had been completed in relation to the statement of purpose, the health and 
safety statement, cutlery and crockery available to residents, activities and 
communication between staff in different roles.  Action plans relating to staff 
training, control of personal possessions, risk management, quality management 
systems, premises and care planning had been partially addressed.  
However, action plans relating to recruitment, premises and policy development 
remained unaddressed. 
 



Page 5 of 33 

Some issues which arose on inspection were of particular concern to the inspectors 
and warranted an immediate action letter to be issued to the provider. This was 
issued via email one day post inspection; it included five action plans which related 
to the following issues: 
 

 the person in charge is on leave from the 04 May 2012 for a two week period 
and the key senior manager is suspended pending an investigation of 
misconduct. It is unclear who will be left in charge of the nursing home from 
the 04 May 2012 when the person in charge is on leave 

 
 there was no evidence that a plan of care prescribed by a medical consultant 

had been provided by nursing staff 
 

 residents’ care plans did not reflect their assessed needs, were not kept 
updated and were not reflected in the daily nurses’ evaluation 

 
 the person in charge failed to notify without delay of the occurrence in the 

designated centre of any allegation of misconduct by a person who works in 
the centre 

 
 There was no clear record available to determine if all staff had received the 

required mandatory training 
 
The Authority were informed via email of the named staff nurse who would take 
charge of the centre from 05 May 2012 to 18 May 2012 in the absence of the person 
in charge. 
 
The provider submitted a written response to the Authority stating that all the five 
issues brought to their attention in the immediate action letter had been addressed 
on or prior to the 12 May 2012. 
 
 
Issues covered on inspection 
 
 
1. Food and nutrition 
Inspectors observed that residents who required their food to be liquidised did not 
have the same choose at lunch time as other residents. For example, residents had a 
choice of chicken pie or beef stew. However, residents receiving a liquidised diet had 
a choice of minced chicken or minced pork. The meals were served in an appetising 
manner and staff were in attendance in the dining room to assist residents as they 
required.  
 
2. Premises 
A lack of maintenance was evident throughout the centre ands some resident’s 
bedrooms to the rear of the building required re-furbishing. Paint had peeled from 
the wall of one bedroom and skirting boards and door frames throughout were 
chipped and damaged. Signage was poor, for example, the visitors’ room also used 
by residents was not easy to find.  
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Dark brown up-holstered chairs were positioned in a line along both walls giving the 
room the appearance of a waiting room  It did not appear welcoming to any resident 
or visitor. 
 
Inspectors observed a number of commodes in use throughout the centre which had 
ripped covers with foam exposed and had not been cleaned thoroughly. Although a 
cleaning schedule was displayed on the doors of two assisted bathrooms indicating 
they had been cleaned that morning, inspectors found neither bathrooms were 
maintained in a clean condition and the floors and toilets were found to be dirty. 
 
3. Register 
The register was reviewed. The cause of death of two of the ten residents who died 
to date in 2012 were not entered in the register.  
 
4. Restraint 
Inspectors observed a high use of restraint within the centre. The person in charge 
stated that the restraint policy had not been updated with the national guidelines on 
the use of restraint. Inspectors saw that residents had a risk assessment completed 
on admission. However, none had been updated since 2011. There was no evidence 
of a multi-disciplinary approach in making the decision to use restraint or any 
indication that an alternative method was tried prior to its use. All resident bedrooms 
visited by inspectors had two bedrails in place on their bed. There was no recorded 
evidence of the duration of use of the restraint and the person in charge confirmed 
she had not carried out an audit on the use of restraint. 
 
5. Governance 
Inspectors were informed by the person in charge that there had been an allegation 
of misconduct by a person who works in the centre. The person in charge had not 
notified the Authority about the allegation of misconduct. 
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Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Put in place a recruitment policy which clearly outlines all documents specified in 
Schedule 2 and which reflects current recruitment practices. 
 
Ensure three references are available for all staff working in the centre. 
 
 
This action had not been addressed. The recruitment policy was reviewed. It had 
been updated it now clearly outlining all documents specified in Schedule 2. 
 
The inspector reviewed the files of two newly appointed staff. One contained no 
photo identification of the employee and although the person in charge stated that 
Garda Síochána Vetting had been applied for, there was no evidence of the 
application in the employees file. 
 
The second file did not contain a reference from the employees’ last employer. The 
last employer was a nursing home provider in Ireland for whom the person had 
worked for a period of three months. The person in charge confirmed that a 
reference had not been sought from the previous employer as the employee supplied 
three references’ from previous employers in Poland. The person in charge stated 
that Garda Síochána vetting had been applied for. However, there was no evidence 
of the application in the employees file. 
 
2. Action required from previous inspection:  
 
Ensure all long term care staff has their training competency and skills assessed to 
determine their need for further training. 
 
Put suitable arrangements in place to ensure those with training needs receive the 
appropriate training thus ensuring they are competent to carry out their role. 
 
Put a system in place whereby all staff receive the minimum mandatory training 
requirements in manual handling practices. 
 
Staff have access to information and educational material on contemporary  
evidence-based nursing practice. 
 
 
This action had been partially addressed. The inspector reviewed competency based 
assessments the person in charge had completed on all staff working in the centre. It 
was apparent the person in charge had invested time assessing staff providing direct 
care to residents, identified their educational needs and provided them with the 
education they required.  
 
For example, the inspector viewed evidence that within the last year staff had been 
provided with education in the following: Cardio pulmonary resuscitation, complaint 
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management, introduction to key nurse, dysphasia/ aspiration, tissue viability 
safeguarding against elder abuse, information governance, understanding 
challenging behaviours in dementia and care planning. 
 
Since the last inspection the two head care assistants had completed a component of 
Further Education and Training Awards Council (FETAC) level five in care of the older 
person.  
 
The inspector noted a recently employed care assistant did not provide any evidence 
of education in caring for the older persons yet this person was employed to work 
full time as a care assistant. This raised a concern with the inspector as just one out 
of the twenty eight care assistants named on the staff roster was a certified 
healthcare support worker.  
 
A matrix of staff training completed was not available. However, the provider 
submitted one post inspection. On review the inspector noted the person in charge, 
six carers and two ancillary staff did not have up-to-date manual handling 
certification. Inspectors observed poor manual handling practices during the 
inspection. For example, on a number of occasions care staff assisted residents from 
a sitting to a standing position by standing in front of the resident taking their hands 
and pulling them up to a standing position. 
 
There was no evidence that six care staff and two ancillary staff had elder abuse 
training. Inspectors found that staff spoken with during the inspection were not clear 
or confident in their knowledge of the procedure to be followed in the event that 
they witnessed abuse of a resident in the centre. The inspector found there were 
three different policies dealing with elder abuse neither of which clearly described the 
process to follow in the event of elder abuse occurring in the centre. 
 
Staff had not completed mandatory moving and handling training. No staff member 
working in the centre had completed fire training since October or November 2010. 
However, two evacuation fire drills had taken place in February 2012; one of these 
took place at night time. 
 
3. Action required from previous inspection:  
 
Compile a Statement of purpose that describes the range of needs, services and 
facilities, which are provided for residents. 
 
 
This action was addressed. An updated statement of purpose which described the 
range of needs, services and facilities provided to residents had been submitted to 
the Authority. It is attached to the registration certificate issued to the centre on the 
25 April 2012. 
 
4. Action required from previous inspection:  
 
Update the policy relating to residents’ personal property and possessions. 
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Ensure no money greater then that covered in the insurance policy is held in the 
safe. 
 
 
This action had been partially addressed. The sum of money held in the safe did not 
exceed the amount covered in the centres insurance policy. 
 
The policy titled “Security of Residents’ Accounts and Personal Property” had been 
updated in November 2011. It stated valuables or money were placed in an envelope 
within the safe and this envelope would be sealed and signed by two staff members. 
It also stated that the director of care and provider shall have access to the safe and 
return to residents at their request. However, the inspector was informed that only 
the provider knew the code to the safe and observed the envelopes held within were 
not signed by two members of staff. 
 
A list of the residents’ personal possessions was not available although the policy 
stated “all of the residents possessions shall be recorded in the property book”. The 
policy did not refer to the legislative requirement that is “this record must be kept  
up-to-date”. 
 
5. Action required from previous inspection:  
 
Ensure the full safety statement is updated on an annual basis as stated on the 
document reviewed. 
 
 
This action was addressed. The health and safety statement had been updated 
within the past year. Two care assistants had completed “safety representative 
training” in December 2011. The inspector reviewed records health and safety checks 
conducted on a monthly basis by one of the trained carers. These records included a 
record of any risks identified and measures put in place to minimise or eliminate the 
risk. 
 
6. Action required from previous inspection:  
 
Finalise the risk management policy and implement this throughout the designated 
centre.  
 
Ensure that the following identified risks are addressed: 
 

• no handrail on one side of stair case 
• no handrails along some circulation areas 
  

Provide appropriate training to the two named safety representatives. 
 
 
This action had been partially addressed. The risk management policy had been 
updated since the last inspection. However, it did not identify a number of risks 
identified by inspectors during the inspection. For example: 
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 no running hot water in two toilets in use in the centre 
 hand-rails not provided on both sides of all stairs cases 
 no hand drying facilities in one of the two sluice rooms 
 fire exit leading from store room blocked with equipment 
 residents’ sitting in a wheelchair could only fit in both lifts if the foot plates 

attached to the wheel chair were pulled back and the resident held both there 
legs in an upward position. 

 
Inspectors had concerns as there was no infection control policies available for staff 
to follow in the event of an outbreak of any type. 

 
A hand-rail had been put in place on the stair case leading from the ground floor to 
the lower ground floor of the building. However, as mentioned above other stair 
cases had hand rails fitted on only one side and another stair case used mainly by 
staff posed a risk as there were no hand rails on fitted on either side.  
 
As mentioned under action five above two carers had received “Safety 
Representative Training” in December 2011. 
 
7. Action required from previous inspection:  
 
Ensure all staff are given protected time to read the policy relating to the prevention 
and detection of elder abuse. 
 
 
This action had been partially addressed. The person in charge stated that all staff 
had been given protected time to read this policy. However, on review inspectors 
found that all staff had not signed to say they had read the policy. As mentioned 
under action plan two above there were three different policies dealing with elder 
abuse and it was not clear which one was the policy used to guide practice and there 
was only one signature sheet for staff to sign. 
 
8. Action required from previous inspection:  
 
Establish and maintain a system for reviewing the quality and safety of care provided 
to, residents in the designated centre at appropriate intervals to include an auditing 
of falls, medication management, complaints and nursing documentation. 
 
Establish and maintain a system for reviewing the quality of life of, residents in the 
designated centre at appropriate intervals. 
 
 
This action had been partially addressed. Inspectors reviewed the monthly falls audit 
conducted by the person in charge. It was last done in March 2012. It identified the 
names of residents who were involved in the accidents and the date. However, the 
audit did not provide a clear analysis of data gathered or identify measures put in 
place to prevent further accidents. For example, it was not clear from the audit how 
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many times a named resident sustained a fall, was identified with a bruise or 
sustained a skin tear or at what times these injuries were occurring. 
 
A medication management audit was available for review. It was not dated or signed 
therefore inspectors could not determine when it had been carried out. The person in 
charge confirmed the pharmacist carried out the audit, the results of which did not 
provide any data relevant to improving current practices in the centre.  
 
Inspectors had concerns that the person in charge had not conducted an audit on 
medication management as they found that the times on medication prescription 
charts did not match the times on the medication administration sheets signed by 
staff nurses. Inspectors also noted that a number of medication errors had occurred 
in the centre. 
 
Complaints had not been audited by the person in charge. On review of the records 
of complaints inspectors saw that most complaints were made verbally to a member 
of staff and resolved immediately, the person in charge was reviewing these on a 
one to one basis. However, there was no regular complaints audit been done 
therefore trends and recurrent issues were not been picked up. There was no 
identified learning from complaints made. The one written complainant responded to 
had not been informed of the appeals process. 
 
Nursing documentation had not been audited. However, the person in charge stated 
she was sourcing an appropriate audit tool. As per action ten below inspectors found 
nursing documentation to be poor and in need of immediate attention. 
 
9. Action required from previous inspection:  
 
Provide appropriate cutlery and crockery to meet residents’ needs. 
 
 
This action was addressed. The provider had sourced cutlery and crockery to meet 
the needs of residents’. Inspectors noted that non slip mats were now available in 
the dining room together with non slip crockery. In addition coloured crockery and 
cutlery was available to residents.  
 
10. Action required from previous inspection:  
 
Review each resident’s care plan to it is person centred and reflects the residents 
individualised needs, developed and agreed with the resident. 
 
Ensure all remaining care and nursing staff receive training in care planning. 
 
 
This action had been partially addressed. The inspector was provided with evidence 
that staff nurses had attended care planning and documentation training in March 
2011. However, on review of three resident files inspectors found the standard of 
nurses’ documentation was poor.  
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The assessments reviewed did not reflect the status of residents spoken with during 
inspection. For example, two of three residents did not have a comprehensive 
assessment completed since early 2011 and therefore the documented latest 
assessment did not reflect their current status.  
 
Specific assessments reflecting the resident status such as Waterlow pressure 
ulcer risk assessment had not been updated on the three residents 
reviewed since 2011 and those residents identified as been at a very high 
risk of developing a pressure ulcer did not have a corresponding care plan 
in place. 
 
All three resident care plans did not reflect their current care needs. For example, the 
care plan for one resident prescribed warfarin did not state how frequently the 
therapeutic drug levels were to be checked or what therapeutic range the residents’ 
general practitioner required the residents’ drug levels to be maintained within.  
 
The residents care plans were not used by staff when evaluating the care given at 
the end of the shift. There was no link between the care plan and the daily 
evaluation written by the staff nurses. 
 
Inspectors observed that nursing and care staff were using the diary and notice 
board to inform all staff of the care required by residents on certain days of the 
week. For example, a notice on the notice board in the nurses’ office referred to a 
resident whose hair was to be washed on a particular day of the week. The diary 
referred to resident who needed dressings or bloods taken on specific days.  
 
Inspectors were particularly concerned by the poor standard of nursing 
documentation when there was no recorded evidence that a plan of care prescribed 
by a member of the Community Medicine for Older Persons team on 05 February 
2012 had not been delivered to a resident. The plan stated that the resident should 
be weighed regularly. However, there was no recorded evidence that the resident 
who was losing weight had been weighted since 04 February 2012. The plan also 
stated that the residents’ blood pressure should be monitored however inspectors did 
not find any evidence that staff were following this prescribed care plan. 
 
11. Action required from previous inspection:  
 
Put appropriate signage in place to meet the needs of residents living there including 
those with a cognitive impairment and dementia. 
 
Provide necessary sluicing facilities. 
 
Provide a sufficient supply of piped hot and cold water, which incorporates 
thermostatic control valves or other suitable anti-scalding protection. 
 
Provide separate cleaning rooms for catering and non catering staff. Ensure they 
contain all the required equipment outlined in the Standards. 
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This action had been partially addressed. Although some addition signage had been 
displayed on the doors within the centre, the signage on bedroom doors appeared 
the same, hence, inspectors formed the judgement that it remained difficult for a 
resident with dementia to determine which bedroom was theirs. The laminated 
pictorial signs displayed on the white bathroom/toilet doors, were similarly difficult to 
read due to their white background. 
  
Inspectors saw that staff had new name badges. Their names were printed in large 
font which could be easily seen by residents. 
 
There were now two sluice rooms available for use. However, as mentioned in action 
plan six there were no hand drying facilities available in one of the two sluice rooms. 
 
The provider stated that thermostatic controlled valves had been attached to hot 
water taps. A number of taps were checked by inspectors, the hot water flowing 
from these taps was recorded at 42 degrees centigrade. 
 
The provider confirmed and showed the inspector the cleaning room provide for non 
catering staff. This contained all the required equipment. A cleaning room for 
catering staff had not been provided to date. The provider stated that currently the 
catering staff used the non catering cleaning room.  
 
12. Action required from previous inspection:  
 
Ensure each resident has independent access to a private lockable storage space. 
 
 
This action had not been addressed. Inspectors observed that some residents had no 
lockable storage in their bedroom. Those residents’ who did have access to a 
lockable storage did not all have access to the key and therefore could not 
independently retain control of their personal property. The policy for security of 
residents’ accounts and personal property stated that “arrangements can be made 
with the director of care to obtain key for the locker”. 
 
13. Action required from previous inspection:  
 
Provide opportunities for each resident to participate in activities appropriate to 
his/her interests and capacities. 
 
Include activities for cognitively impaired and dementia residents within the 
schedule.  
 
Put in place a responsible person to plan and deliver activities to residents. 
 
 
This action was addressed. A fulltime experienced person had been employed to co-
ordinate an activities programme for residents. Inspectors saw the seven day 
activities schedule posted on notice boards. The schedule included one to one 
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therapies and a number of activities to meet the needs of cognitively impaired 
residents such as Sonas sessions and Irish therapy dogs.  
 
Inspectors spoke to a number of residents who confirmed that the activities provided 
met their needs. They also confirmed they were given a choice whether to attend the 
activity or not. 
 
14. Action required from previous inspection:  
 
Put in place a system whereby management communicate with staff on a regular, 
formal basis. 
 
 
This action was addressed. The person in charge informed inspectors that she met 
with staff nurses and care staff on a regular basis. A review of minutes of these 
meetings confirmed they took place every six to eight weeks. The general support 
manager met on a regular basis with ancillary staff. 
 
Minutes of monthly management meetings were available for review. The provider, 
general support manager and person in charge attended these meetings. 
 
15. Action required from previous inspection:  
 
Put a system in place whereby staff are given time to read the newly developed 
policies. 
 
Review all the written operational policies and procedures of the designated centre to 
ensure they reflect practice. 
 
 
This action had not been addressed. The person in charge informed the inspectors 
that the policies had not been updated to reflect current practices in the centre. 
 
Inspectors found that the policies reviewed were not clear and did not guide staff in 
their practice. Some did not reflect the legislative requirements and others did not 
reflect National Guidelines. For example, the Health Service Executive National 
Restraint Policy was not referenced in the restraint policy and its content was not 
based on best practice guidelines.  
 
 
 
Report compiled by: 
 
Sheila McKevitt 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
22 May 2012 
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Chronology of previous HIQA inspections 
Date of previous inspection: Type of inspection: 

 
 
14 March 2011 
 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
31 January 2011 
 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
14 and 15 December 2010 
 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
26 July 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Provider’s response to inspection report ∗ 
 

 
Centre: 

 
Clontarf Private Nursing Home 

 
Centre ID: 

 
0127 

 
Date of inspection: 

 
22 May 2012 

 
Date of response: 

 
18 and 25 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: 
 
Adequate systems were not in place to review and improve the quality and safety of 
care provided to residents. 
 
Action required:  
 
Establish and maintain a system for reviewing the quality and safety of care provided 
to, and the quality of life of, residents in the designated centre at appropriate 
intervals. 
 
Action required:  
 
Establish and maintain a system for improving the quality of care provided at, and 

                                                 
∗ 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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the quality of life of residents in, the designated centre. 
 
Reference:  
                     Health Act, 2007 
                    Regulation 35: Review of Quality and Safety of Care and Quality of Life 

Standard 30: Quality Assurance and Continuous Improvement 
 

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

Timescale: 
 

Provider’s response: 
 
Adequate systems will be in put in place to review and improve 
the quality and safety of care provided to residents. 
 
 
 
 
A system will be implemented to review the quality and safety of: 
1. Care provision to all residents. 
2. Quality of life for all residents. 
 
Quality of Life - We discussed during residents meeting a quality 
satisfaction questionnaire for all residents in 2011. This was then 
distributed to all residents and/or family members.  
Although we only received six responses from 38 distributed the 
replies were analysed and findings discussed at senior 
management meeting. this gave rise to the implementation of the 
following to improve the quality of life of residents: 

 training for staff on complaints process and responding to 
complaints 

 empowering of awareness of complaints process for 
residents (this was done by speaking at residents’ 
meetings regarding the importance of complaints 

 external advocacy service were contacted regarding this. 
Director of care met with the external agency. Advocacy 
service has been promised for CPNH. In the mean time we 
continue with residents’ meetings 

 Sonas - For individuals with a diagnosis of dementia 
 Cuinas and serenity programme for residents and families. 

 
This initial quality questionnaire provided a base line from which 
to start testing resident satisfaction with care provision. 
It will be repeated following the next residents meeting on 10 
July 2010.  
 
Care provision to all residents: 
Monthly Audit of all care plans has been implemented to ensure 
standard of care. Findings from these audits have been discussed 

 
 
Standard 
regarding this 
will be in place  
30 December 
2012 
 
To be 
commenced from 
6 July 2012 
 
November 2011 
 
 
 
 
Commenced 
November 2011 
 
 
 
 
 
 
 
Commenced 
November 2011 
 
 
 
Commenced 
October 2011 
 
 
 
 
10 July 2012 
 



Page 18 of 33 

with individual key nurses. 
 
Review and audit of each individual care plan has taken place 
and will be discussed with Key nurses during clinical supervision.  
 
Supports will be implemented to empower nurses to reach and 
maintain a good standard of person centred care for all residents. 
This will include: ongoing training, discussion at team meeting, 
spot inspections and key work meetings. 
 
The Person in charge will monitor and review all care plans at 
least three monthly. As part of this seasonal vaccinations will be 
checked within care plans to ensure that all residents have 
appropriate care. 
 
Following inspection each care plan has been checked to ensure 
that Multidisciplinary directions for care have been acted on. 
 
Key nurses have been informed to meet with each resident to 
discuss their care plan, explain the use and value of  
person-centred care and to evidence the residents’ participation 
in their own care.  
 
Director of care informed all residents regarding care plans in 
January 2012. Key nurses will ensure that each key resident will 
participate actively in their own plan of care. For individuals with 
dementia who are unable to communicate their needs, key 
nurses will meet with named next of kin to establish  
person-centred care plans. 
 
Incidents reports will be analysed using a structured matrix 
monthly. Trends and patterns emerging from Incident reports will 
be identified in writing with clear action plans and control 
measures implemented to manage incidents. This will be 
reviewed as contrast and noted for discussion on the agenda for 
each senior management meeting, health and safety meting and 
Staff meeting. Incidents and/or Near Miss incidents that indicate 
weak practice will be identified at source with follow up supports 
(eg training) implemented for staff and followed up with 
assessments of practice to ensure improvements to standard. 
 
Falls audit has been reviewed following inspection and section for 
action plan and control measures will be implemented for Audit 
from July onwards. 
 
All incidents will continue to be discussed at senior management 
meeting each month and at staff meetings. 
 
Complaints will be reviewed and trends and/or patterns will be 

 
 
Commenced 
June 2012 
 
Commencing 25 
June 2012 
 
 
 
Commenced and 
Ongoing 
 
 
 
At least monthly 
 
Commenced in 
June & has been 
diarised every 3 
months. 
 
May 2012 
 
Commencing 2 
July 2012 
 
Commencing July 
2nd 2012 
 
Commenced for 
June. Will be 
completed 
monthly. 
 
 
 
 
 
 
 
Monthly 
 
 
 
Monthly 
 
 
Monthly 
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documented and managed. 
 
Director of care has met with some residents regarding use of 
bed rails. This type of restraint will be discussed individually with 
each resident and consent forms will be updated to reflect 
informed consent of residents. 
 
 
For residents who are used to bed rails alternative measures of 
care (Not restraints) will be discussed to ensure their sense of 
security (e.g. instead of using bed rail some residents have 
already opted for more frequent nightly checks instead and are 
happy with this). 
 
Chemical restraint is reviewed by GP and key nurse. An audit will 
now take place to assess restraint by use of chemicals for each 
resident. 
 

 
 
All restraint 
forms will be 
reviewed and 
amended by 20 
July 2012 
 
20 July 2012 
 
 
Monday 2nd July 
2012 
And will be 
completed 
monthly. 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The three policies in place relating to the prevention, detection and response to 
abuse did not provide clear guidance to staff. 
 
All staff had not received training on the prevention, detection and response to 
abuse. 
 
Action required:  
 
Put in place a policy on and procedures for the prevention, detection and response to 
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 
 Standard 9: The Resident’s Finances 

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

Timescale: 
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Provider’s response: 
 
A new single policy will be put in place relating to the prevention, 
detection and response to abuse. 
 
the policy will clearly outline the route and practice all staff will 
make in the event of abuse being suspected with clear direction. 
 
Following Inspection it is understood that existing policies are too 
"wordy" and need to be concise and clear to ensure clarity for 
staff. Existing policies on abuse will be revised and amended to 
ensure clarity. 
 
This policy will provide clear guidance to staff. 
 
Falls prevention policy will be reviewed and amended to reflect 
Regulations and National guidelines. Compliance with policy and 
national guidelines will be evidenced by audit and spot check. 
 
Training for all staff will continue in this area. 
 
This will include: 

 monthly follow up on analysis and findings from Incidents 
will be discussed at staff meetings – training supports will 
be provided in areas highlighted 

 training in recognising and responding to elder abuse in 
residential care settings will be provided to all staff 

 training in safeguarding people with particular 
vulnerabilities (e.g. silent residents). 

 
Medication audit using a structured audit tool has been booked 
with Pharmacist for Clontarf Private Nursing Home. This will take 
place on Thursday 28 June 2012. Feedback from inspection has 
been discussed with pharmacist who has acquired a measureable 
audit tool. Director of care has requested they will sign, date and 
stamp the audit upon completion. 
 
Monthly medication audits will take place internally by appointed 
nurse and records held on file. 
 
 

 
 
30 August 2012 
 
 
30 August2012 
 
 
 
30 August 2012 
 
 
 
30 August 2012 
 
From July 2012 
 
 
 
Ongoing Monthly 
 
 
Commencing 6 
July  2012 
 
 
 
 
 
 
28 June 2012 
 
 
 
 
 
Commencing 
Thursday 5 July 
2012 

 
3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
Risks identified on inspection: 
 

 no hand-drying facilities in one of the two sluice rooms 
 fire exit leading from store room blocked with equipment 
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 residents sitting in a wheelchair could only fit in both lifts if the foot plates 
attached to the wheel chair were pulled back and the resident held both there 
legs in an upward position 

 no catering cleaning room available to catering staff 
 no infection control policy in place. 

 
Handrails were not provided on both sides of the stair cases. 
 
All staff did not have up to date moving and handling training. 
 
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 including: 
 

 provide hand drying facilities in one of the two sluice rooms 
 ensure the fire exit leading from store room blocked with equipment 
 review the issue that residents sitting in a wheelchair could only fit in both lifts 

if the foot plates attached to the wheel chair were pulled back and the 
resident held both there legs in an upward position 

 provide a catering cleaning room available to catering staff 
 develop and implement infection control policies which are based on National 

Guidelines for infection control and prevention. 
 
Action required:  
 
Provide handrails on both sides of stair cases except where a stair lift is provided 
 
Action required:  
 
Provide training for staff in the moving and handling of residents. 
 
Reference:  

 Health Act, 2007 
 Regulation 31: Risk Management Procedures 
 Standard 26: Health and Safety  
 Standard 29: Management Systems  

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

Timescale: 
 

Provider’s response: 
 
Hand drying facilities are in place in our two sluice rooms. The 
sluice room without hand drying facilities was equipped with a 
disposable hand towel dispenser on the 07 May 2012 following 
inspection. 
 
Following inspection all staff were informed regarding the 

 
 
Completed 
7 May 2012 
 
 
 
03 May 2012 
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importance of adhering to standards relating to Fire exits. It is 
unacceptable to have any fire exit blocked at any time.  
Exit and egress of all fire exits will be checked daily by nominated 
fire marshal. Spot inspections will take daily by the  appointed 
Fire Marshall of all fire exits to ensure staff are achieving and 
maintaining standard in this area. 
  
  
Issues relating to the safe moving and handling of residents while 
using one of the lifts will be risk assessed with adequate control 
measures implemented to safeguard their use of lift.   
 
 
Catering cleaning room will be developed by 31 August 2012 
 
 
 
The development and implementation of infection control policies 
which are based on National guidelines for infection control and 
prevention will be implemented for practice. 
 
 
Handrails will be provided on both sides of stair cases. 
 
 
 
Mandatory training in moving and handling has been sourced for 
staff to ensure that all staff are up to date and competent in this 
area of care. This will take place following completion of fire 
training for all staff which needed to be prioritised first. Dates for 
training commences week beginning 09 July 2012. 
 

 
 
 
 
 
 
 
 
Commenced 05 
May 2012 
02 July 2012 
 
Catering room 
will be developed 
by 31 
August2012 
 
30 August 2012 
 
 
Handrails 
Will be 
established by 30 
November 2012 
 
 
Completion date 
for staff in 
moving manual 
handling is 27 
July 2012. 
 

 
4. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
The care residents required was not clearly outlined in their individual care plan. 
 
Resident care plans were not kept under formal view as required by the resident’s 
changing needs or circumstances and were not updated no less frequent than at 3-
monthly intervals. 
 
It was not always evident if the resident was consulted with or kept informed about 
revisions made to their care plan. 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
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Action required:  
 
Keep each resident’s care plan under formal view as required by the resident’s 
changing needs or circumstances as and no less frequent than at 3-monthly 
intervals. 
 
Action required:  
 
Revise each resident’s care plan, after consultation with him/her. 
 
Action required:  
 
Notify each resident of any review of his/her care plan. 
 
Reference:  

Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Standard 3: Consent  
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 17: Autonomy and Independence 
 

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

Timescale: 
 

Provider’s response: 
 
Each resident will have an individualised care plan.               
Each care plan will be developed in collaboration with the 
resident. 
The individual resident will be encouraged to participate fully in 
their own care plan. 
Each care plan will be revised following consultation with the 
individual resident. 
All residents will be notified of any review of their care plan and 
will be kept updated and informed regarding any revisions or 
changes. 
 

 
 
30 October 2012 
 
 
To be completed 
by July 29 2012 
Has commenced 
from June 8th 
2012 
 

 
5. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
The residents’ requiring liquidised diet did not have the same choose at meal time as 
the residents who could eat a normal diet. 
 
Action required:  
 
Provide each resident with food that is varied and offers choice at each mealtime. 
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Reference:  
Health Act, 2007 
Regulation 20: Food and nutrition 
Standard 19: Meals and Mealtimes   
 

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

Timescale: 
 

Provider’s response: 
 
Each resident is provided with a choice of food that is varied at 
each mealtime. 
 
Residents who require their food to be liquidised will have the 
same choice as other residents.    
 
If a particular meal is on the menu the head cook will ensure that 
this is provided in pureed format for residents on special diet. 
 
The head cook will maintain a record of this choice. 

 
 
Completed 
 
 
Completed 
 
 
Completed 
 
 
To be 
commenced on 
27 of June 2012. 

 
 
6. The provider and person in charge has failed to comply with a regulatory 
requirement in the following respect: 
 
The policy relating to residents’ personal property and possessions did not reflect 
current practices. 
 
Resident’s personal property records were not kept up-to-date. 
 
All residents did not have access to lockable storage space in their room and those 
that did, did not retain control of the key to access the space. 
 
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 that is signed by 
the resident. 
 
Action required:  
 
Provide adequate space for a reasonable number of each resident’s personal 
possessions and ensure that residents retain control over their personal possessions. 
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Reference:  
Health Act, 2007 
Regulation 7: Residents’ Personal Property and Possessions 
Standard 4: Privacy and Dignity  
Standard 17: Autonomy and Independence  
 

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

Timescale: 
 

Provider’s response: 
 
Written policies and procedures relating to residents personal        
property and possessions will be put into place and implemented. 
 
An up-to-date record of each resident’s personal property that is 
signed by the resident or their representative will be implemented 
and maintained by the care supervisors. This will be checked 
quarterly by the director of care to ensure compliance of 
standard. 
 
Adequate space will be provided for a reasonable amount of 
resident's personal possessions. Residents who wish to will retain 
control over their personal possessions. An external lock 
Company has been contacted by Registered Provider regarding 
this. 
 
 
Lockable storage will be provided to each resident. A key for this 
storage will be available for all residents. Those residents who 
due to their level of understanding cannot or are unable to use 
this facility will be provided with an alternative choice for 
safeguarding of their personal property. Their nominated family 
member will be informed of this and will have access to lockable 
storage. 
 

 
 
31 October 2012 
 
 
To be completed 
by 06 July 2012 
 
 
 
 
Will be checked 
quarterly 
All residents will 
have lockable 
space by 17 
August 2012. 
 
By 17 August 
2012. 
 

 
7. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
All staff did not have up to date mandatory fire training completed. 
 
Action required:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
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Reference:  
Health Act, 2007 
Regulation 17: Training and Staff Development 
Standard 24: Training and Supervision 
 

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

Timescale: 
 

Provider’s response: 
 
Staff will have access to education and training which will enable 
them to provide care in accordance with contemporary  
Evidence-based practice. 
 
Fire training is currently underway for all staff. This was a priority 
for all staff. Following fire training completion for staff on 04 July 
2012. Moving and Handling training will commence for staff. This 
was booked on  and the first group training will commence on 
week commencing 2 July 2012 
 
All mandatory training will be provided within date. Director of 
care will establish a matrix for this to ensure that mandatory 
training is planned before expiration of current certificates. 
 

 
 
30 September 
2012 
 
 
Fire training will 
be completed on 
4 July 2012 
 
 
31 August 2012 
 

 
8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
New staff had been employed to work in the centre on a fulltime basis prior to full 
and satisfactory information and documents specified in Schedule 2 been obtained in 
respect of each person. 
 
New staff were been employed to work as carers without evidence of their 
qualifications. 
 
Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory 
information and documents specified in Schedule 2 have been obtained in respect of 
each person. 
 
Action required:  
 
Put in place recruitment procedures to ensure that no staff members are employed in 
the designated centre unless they have qualifications suitable to the work that they 
are to perform. 
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Reference:  
Health Act, 2007 
Regulation 18: Recruitment 
Standards 22: Recruitment  
 

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

Timescale: 
 

Provider’s response: 
 
Recruitment procedures will be implemented to ensure that no 
person is employed as a staff member unless they are fit to work 
at the designated centre and unless full and satisfactory 
information and documents specified in Schedule 2 have been 
obtained in respect of each candidate. 
     
Recruitment procedures will be implemented to ensure that no 
person is employed in the centre unless they have qualifications 
suitable to the work they are to perform. 
 
Recruitment policy and procedure will be amended to reflect the 
need for all candidates to submit a declaration regarding their 
fitness to practice and good character while awaiting the return 
of Garda Síochana vetting forms. All Garda Síochána vetting 
application forms will be photocopied and held on file until return 
of Clearance to evidence date of being sent. 
 
Clontarf Private Nursing Home will endeavour to employ care 
assistants with the full health care qualification. Present 
employees will be encouraged to secure this training. 
Internal assessment of competencies in practice will take place 
for employees who have been working in the centre for more 
than two years to establish their level of standard. these 
assessments will be held on file.   
 

 
 
31 August 2012 
 
 
 
 
 
31 August 2012 
 
 
 
From immediate 
effect 
Completion date 
is August 31 
2012 
 
 
Commencing 1 
August 2012. 
 

 
9. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The toilets in the centre were not found to be clean. The paintwork in bedrooms 
required up grading. The signage was not adequate to orientate residents around the 
centre. 
 
There was no hot water available in two toilets. 
 
Commodes in use were not in a good state of repair. 
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Action required: 
 
Keep all parts of the designated centre clean and suitably decorated. For example, 
toilets, resident bedrooms and signage. 
 
Action required:  
 
Provide sufficient numbers of toilets and wash-basins which incorporate thermostatic 
control valves or other suitable anti-scalding protection, at appropriate places in the 
premises.  
 
Action required:  
 
Maintain the equipment for use by residents or people who work at the designated 
centre in good working order. For example, commodes in use. 
 
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: 
 
All parts of the centre will be kept clean and suitably decorated.   
Sufficient numbers of toilets and wash-basins are provided at 
appropriate places in the premises. All wash-basins have 
thermostatic control valves fitted. The two taps found to be 
defective on the day of inspection were replaced on 13June 2012.
All equipment for use by residents or people who work in the 
centre is maintained in good working order and service records 
are available.  
 
All commodes have been inspected following Inspection and 
refurbished during the week beginning 7 May 2012 
The standard for cleaning of all bathrooms was discussed in a 
meeting with the cleaning supervisor on 8 May 2012 
To ensure standard is present and maintained in this area the 
following control measures have been implemented: 

 daily spot check of all bathrooms by cleaning supervisor. 
Second staff member will be nominated for days when 
supervisor is not working 

 schedule for "deep cleaning” of bathrooms has been 
itemised and will be dated and signed by staff nominated 
for this 

 all ancillary staff have been informed of required 
improvements. 

 
 
29 July 2012 
Ongoing 
 
 
Completed 
13 June 2012. 
 
 
 
07 May 2012 
 
08 May 2012 
 
Commenced 08 
June 2012 
Daily 
 
Commenced 
Friday 22 June 
2012. 
Deep cleaning 
will continue 
weekly in rota. 
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10. The person in charge has failed to comply with a regulatory 
requirement in the following respect: 
 
The directory of residents did not include the cause of death of two of the ten 
residents who had died to date in 2012. 
 
Action required:  
 
Ensure that the directory of residents includes the information specified in Schedule 3 
paragraph (3) 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 23: Directory of Residents 
Standard 32: Register and Residents’ Records 
 

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

Timescale: 
 

Provider’s response: 
 
The nursing home did request the cause of death in relation to 
the two deceased residents in question. Unfortunately the 
information was not supplied to us by the GP's. 
 
Both surgeries were contacted by Registered Provider on 18 June 
2012 to request this information. 
 
This finding will be discussed at senior management meeting on 
28 June 2012 and control measures will be implemented to 
ensure that there is no repetition of this. For future practice 
cause of death will be established as per schedule 3. 
 

 
 
31 August 2012 
 
 
 
18 June 2012 
 
 
28 June 2012 
From 22 June 
2012 onward 
 

 
11. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The operational policies and procedures of the designated centre had not been 
updated since the last inspection, did not reflect the legislative requirements and 
were not reflective of current practices in the centre. 
 
Action required:  
 
Review all the written operational policies and procedures of the designated centre 
on the recommendation of the Chief Inspector and at least every three years.  
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Reference:  
Health Act, 2007 
Regulation 27: Operating Policies and Procedures 
Standard 29: Management Systems 
 

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

Timescale: 
 

Provider’s response: 
 
All of the written operational policies will be reviewed on the 
recommendation of the Chief Inspector and at least every three 
years.  
 
Following Inspection, We will prioritise all policies and procedures 
noted in Schedule 5. These policies will be implemented monthly 
with support training for all staff for each policy. Three policies 
will be implemented each month. 
 
We will endeavour to have all policies listed in schedule 5 
implemented into practice by 30 December 2012. 
As already noted within this action plan the policies on 
prevention, detection and response to abuse will be the first one 
to be reviewed, amended and implemented into practice. This will 
be completed by 30 July 2012. 
Following this the other policies which are priority within 
Schedule 5 will be implemented in the following order: 
 

 the ordering, prescribing, storing and administration of 
medicines to residents 

 the handling and investigation of complaints 
 the Handling and Disposal of unused or out of date 

medicines 
 resident's personal property and possessions 
 recruitment, selection and vetting of staff 
 risk management 

 
The outstanding 11 policies and procedures to be maintained in 
designated centres as outlined and listed in Schedule 5 of The 
Health Act will be implemented by 31 of December 2012. 
 

 
 
30 December 
2012 
 
 
From July 2012 
 
 
 
 
Schedule 5 
Policies will be 
implemented and 
in place by  
 
 
30 July 2012 
 
 
Will be in place 
by 30 August 
2012 
 
30 August 2012 
 
30 August 2012 
 
 
Will be in place 
by December 30 
2012 
 

 
12. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
A record was not been kept of any occasion on which restraint was used, the nature 
of the restraint and its duration, in respect of each resident.  
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Action required:  
 
Maintain, in a safe and accessible place, a record of any occasion on which restraint 
is used, the nature of the restraint and its duration, in respect of each resident.  
 
Reference:  

Health Act, 2007 
Regulation 25: Medical Records 
Standard 13: Healthcare  
Standard 14: Medication Management  
Standard 15: Medication Monitoring and Review  
 

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

Timescale: 
 

Provider’s response: 
 
Records will be kept detailing any occasion of which restraint is 
used for any resident.  
 
Records will note the nature of the restraint and its duration in 
respect of each resident. 
 
Director of care has met to discuss types of restraints with certain 
residents who have agreed to have bed rails taken down. 
 
All restraints will be reviewed by key nurse with informed consent 
of residents noted on all restraint forms following review and 
discussion with resident and/or named next of Kin. 
 
All chemical forms of restraint will be audited and reviewed by 
Director of Care by 30 August 2012 
 
This audit will be updated quarterly. 
 

 
 
will be completed 
by  
30 September 
2012 
 
 
By 30 September 
2012 
 
By 30 of August 
2012 
 
 
Completion date 
30 August 2012. 
 
 

 
13. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The emergency lighting in the centre had not been tested by professional personnel 
since October 2010. 
 
Action required:  
 
Make adequate arrangements for reviewing fire precautions, and testing fire 
equipment, including emergency lighting at suitable intervals and submit evidence of 
maintenance of this 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: 
 
Our fire detection system including fire alarm panel, smoke 
detectors, heat detectors and break glass alarms are checked and 
serviced by the supplier every three months. 
 
Our fire extinguishers are checked and serviced annually by the 
supplier and are in date. 
 
we have arranged to have our emergency lighting system tested 
by a professional person. 
 

 
 
3 monthly and 
ongoing 
 
 
Ongoing 
 
 
31 August 2012 
 

 
14. The person in charge has failed to comply with a regulatory 
requirement in the following respect: 
 
The Authority were not informed of an allegation of misconduct by a person who 
works in the designated centre. 
 
Action required:  
 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of any allegation of misconduct by the registered provider or any person who 
works in the designated centre. 
 
Reference:  
                    Health Act, 2007 

Regulation 36: Notification of Incidents 
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 

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

Timescale: 
 

Provider’s response: 
 
The inspector was informed in writing of alleged misconduct of 
Senior staff nurse on NF07 form which was faxed to the Health 
Information and Quality Authority (the Authority) on 03 May 2012
 

 
 
Completed 
 
 
  



Page 33 of 33 

The Chief Inspector will be informed of any future allegation of 
misconduct by a person in the centre. 
 
The Director of care and senior management team have reviewed 
regulations and Standards and will do so monthly to ensure that 
all important incidents will be communicated in writing to the 
Authority as per Standards and within the time scales noted. 
 

Ongoing 
 

 
 
Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
I would like to thank the Inspectors for their report. 
 
Clontarf Private Nursing Home will continue to strive for improvements in all areas. 
 
 
 
 
Provider’s name: Harry Mc Elhinney  
Date: 25 June 2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


