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Centre name: 

 
Fairlawns Private Nursing Home 

 
Centre ID: 

 
0136                        

Centre address: 

 
Cavan Road 
 
Bailieborough
 
Co. Cavan

 
Telephone number:  

 
042-9665930

 
Email address: 

 
fairlawnsnursinghome@gmail.com 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
Fairlawns Nursing Home Ltd. 

 
Person authorised to act on 
behalf of the provider: 

 
 
Susan O Reilly

 
Person in charge: 

 
Marian Smith

 
Date of inspection: 

 
23 October 2012 

 
Time inspection took place: 

 
Day 1 Start: 15:30 hrs Completion:18:15 hrs 
Day 2 Start: 09:15 hrs Completion:16:35 hrs

 
Lead inspector: 

 
Nuala Rafferty 

 
Type of inspection  

  
announced              unannounced          

 
Number of residents on the 
date of inspection: 

 
37         

 
Number of vacancies on the 
date of inspection: 

 
0 

 

   
Health Information and Quality Authority 
Social Services Inspectorate 
 
Compliance Monitoring Inspection Report
Designated Centres under Health Act 
2007 
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About monitoring of compliance  
 
The purpose of regulation in relation to designated centres is to safeguard vulnerable 
people of any age who are receiving residential care services. Regulation provides 
assurance to the public that people living in a designated centre are receiving a 
service that meets the requirements of quality standards which are underpinned by 
regulations. This process also seeks to ensure that the health, wellbeing and quality 
of life of people in residential care is promoted and protected. Regulation also has an 
important role in driving continuous improvement so that residents have better, safer 
lives. 
 
The Health Information and Quality Authority has, among its functions under law, 
responsibility to regulate the quality of service provided in designated centres for 
children, dependent people and people with disabilities.  
 
Regulation has two aspects: 

 Registration: under section 46(1) of the Health Act 2007 any person carrying 
on the business of a designated centre can only do so if the centre is 
registered under this Act and the person is its registered provider.   

 Monitoring of compliance: the purpose of monitoring is to gather evidence on 
which to make judgments about the ongoing fitness of the registered 
provider and the provider’s compliance with the requirements and conditions 
of their registration. 

 
Monitoring inspections take place to assess continuing compliance with the 
regulations and standards.  They can be announced or unannounced, at any time of 
day or night, and take place: 

 to monitor compliance with regulations and standards 
 following a change in circumstances; for example, following a notification to 

the Health Information and Quality Authority’s Social Services Inspectorate 
that a provider has appointed a new person in charge 

 arising from a number of events including information affecting the safety or 
well-being of residents 

 
The findings of all monitoring inspections are set out under a maximum of 18 
outcome statements. The outcomes inspected against are dependent on the 
purpose of the inspection. Where a monitoring inspection is to inform a decision to 
register or to renew the registration of a designated centre, all 18 outcomes are 
inspected.  
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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 inspection report sets out the findings of a monitoring inspection, in which 
twelve of the 18 outcomes were inspected against. The purpose of the inspection 
was: 

 to inform a registration decision 
 to inform a registration renewal decision 
 to monitor ongoing compliance with regulations and standards  
 following an application to vary registration conditions 
 following a notification of a significant incident or event  
 following a notification of a change in person in charge 
 following information received in relation to a concern/complaint  

 
The table below sets out the outcomes that were inspected against on this 
inspection.   
 

Outcome 1: Statement of Purpose   
Outcome 2: Contract for the Provision of Services 
Outcome 3: Suitable Person in Charge
Outcome 4: Records and documentation to be kept at a designated centres  
Outcome 5: Absence of the person in charge  
Outcome 6: Safeguarding and Safety 
Outcome 7: Health and Safety and Risk Management
Outcome 8: Medication Management
Outcome 9: Notification of Incidents 
Outcome 10: Reviewing and improving the quality and safety of care 
Outcome 11: Health and Social Care Needs 
Outcome 12: Safe and Suitable Premises
Outcome 13: Complaints procedures                 
Outcome 14: End of Life Care 
Outcome 15: Food and Nutrition 
Outcome 16: Residents’ Rights, Dignity and Consultation
Outcome 17: Residents’ clothing and personal property and possessions 
Outcome 18: Suitable Staffing 
 
This monitoring inspection was unannounced and took place over two days. 
The inspector met with residents, nominated person on behalf of the provider, 
person in charge and staff members. The inspector observed practices and reviewed 
documentation such as care plans, medical records, health and safety records, some 
policies and procedures and staff files. A general inspection of the nursing home 
environment was also undertaken. 
 
On arrival at the centre, the inspector found it was warm and welcoming. The 
majority of residents were up and dressed neatly and appropriately. Many were in 
the communal sitting rooms, watching TV or finishing the activity session which 
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entailed cutting out pumpkins in preparation for the Halloween weekend. Others 
had returned to their bedrooms or were making their way to the dining room 
where the evening tea was to be served. 
 
Residents spoken to expressed high levels of satisfaction with the standard of care 
delivered in the centre and felt staff were respectful and understanding of their 
needs. During the two day inspection the inspector noted mutually respectful and 
warm interactions between staff and residents. 
 
However, the inspector found that improvements were required in some areas.These 
included care plans, maintenance of medication records and ensuring the centre’s 
policy for medication management is centre-specific  
 
The Action Plan at the end of the report identifies the areas where improvements 
must be made to comply with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centre’s for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care Settings for Older People in Ireland.  
 

Section 41(1)(c) of the Health Act 2007  
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.   
 

Theme: Governance, Leadership and Management 
Effective governance, leadership and management, in keeping with the size and 
complexity of the service, are fundamental prerequisites for the sustainable delivery of 
safe, effective person-centred care and support. 
 

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 
Action(s) required from previous inspection:  
  
The action(s) required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
A revised statement of purpose was viewed at the feedback session at the conclusion 
of the inspection and was found to contain all of the information as required by the 
legislation. The statement of purpose was signed by the nominated person on behalf 
of the provider, Susan Reilly and dated April 2012. 
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Outcome 3 
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  
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
A person in charge was in place in the centre and was on duty on the day of 
inspection. In conversation with residents all could identify the person in charge on 
sight if not by name. 
 
The person in charge was involved in the day-to-day operational management and 
governance of the centre. Throughout the inspection it was noted that she 
demonstrated key organisational and management capabilities. Examples included 
systems in place to review the quality and safety of care delivered to residents; 
preparation and implementation of staff training plan; development and 
implementation of ongoing staff induction and appraisal systems. 
 
The person in charge was observed during interactions with staff and residents and 
was found to have in depth knowledge of residents’ needs and preferences on both a 
personal and clinical level. Residents responded warmly to her and in conversation 
with relatives, the inspector was told they were kept fully informed on any changes 
to residents’ condition and could bring any issues they may have to her attention. 
Staff said they were supported in their role and guidance was provided on an 
ongoing basis. 
 

Outcome 4 
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:   
Regulations 21-25: 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 
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Inspection findings: 
*Where “Improvements required” is indicated, full details of actions required are in the 
Action Plan at the end of the report.   
 
Resident’s Guide  
 
Substantial compliance                                  Improvements required*       
 
Not reviewed on this inspection 
 
Records in relation to residents (Schedule 3)  
 
Substantial compliance                                  Improvements required*                 
 
Not reviewed on this inspection 
 
General Records (Schedule 4) 
 
Substantial compliance                                  Improvements required*                 
 
Not reviewed on this inspection 
 
Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                                 Improvements required*           
Not all reviewed on this inspection     
 
Directory of Residents 
 
Substantial compliance                                  Improvements required*                
 
Not reviewed on this inspection 
 
Staffing Records 
 
Substantial compliance                                  Improvements required*                 
 
Medical Records 
 
Substantial compliance                                  Improvements required*                 
 
Medical records were found to be maintained in the centre. However, of those 
reviewed it was found they did not all contain full details of investigations made, 
diagnoses or treatment given signed and dated by the medical practitioner.  Further 
detail can be found under Outcome 11 in this report. 
 
Insurance Cover 
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Substantial compliance                                  Improvements required*                 
 
Not reviewed on this inspection 

 
Theme: Safe care and support  
Safe care and support recognises that the safety of service users is paramount. A 
service focused on safe care and support is continually looking for ways to be more 
reliable and to improve the quality and safety of the service it delivers.  
In a safe service, a focus on quality and safety improvement becomes part of a 
service-wide culture and is embedded in the service’s daily practices and processes 
rather than being viewed or undertaken as a separate activity. 
To achieve a culture of quality and safety everyone in the service has a responsibility 
to identify and manage risk and use evidence-based decision-making to maximise the 
safety outcomes for service users. 
 

Outcome 6 
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
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The centre was found to be safe and secure. The entrance and exit doors were 
secure yet accessible to residents. Close circuit television was in use in the external 
grounds and internally in communal areas. 
 
The inspector reviewed staff training and found that an update on prevention of 
elder abuse training was delivered in August this year and was attended by a total of 
25 staff of all grades in the centre.  Staff had previously received training in this area 
and a policy, directing staff on their responsibilities to protect residents from abuse 
was in place. 
 
In conversation with some members of staff it was found they were aware of their 
responsibilities in relation to reporting allegations or suspected instances of abuse 
and were knowledgeable of the signs of potential abuse. Residents spoken too all 
expressed feeling safe in the centre and could tell the inspector who they would go 
to if they had any complaints or concerns.  
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Outcome 7 
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  
Action(s) required from previous inspection:  
 
The action(s) required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
A range of risk management and health and safety measures were in place in the 
centre. There was a safety statement in place which included a hazard identification 
audit of the general environment and the inspector found that staff endeavoured to 
implement the risk management processes and health and safety systems into daily 
practice.  
 
A designated health and safety officer had been identified and was responsible for 
assessing, monitoring and analysing potential risks with a view to minimising these. 
This approach also considered individual risks to residents such as accidents and 
general risks associated with the premises and equipment used such as footrests on 
wheelchairs. 
 
The overall environment was maintained to a high standard. The centre was free of 
clutter and all corridors, communal areas, fire exits and escape routes were clear and 
where necessary, clearly signed. Aides such as grab rails, hand rails and safe flooring 
to assist resident’s safe mobility and movement in the centre were in place. 
 
The inspector found that staff were aware of the procedures to follow in the event of 
fire and said they attended regular fire drills. There were records to indicate that all 
of the staff had attended training on fire prevention and procedures in the event of 
fire. Records were maintained regarding the servicing of fire equipment, the fire 
alarm system and fire officer’s visits. 
 
An emergency plan was in place and staff spoken with were familiar with it and knew 
who to contact and what to do in the event of an emergency. 
 
Staff had received training in infection control and could explain the procedures in 
place to control infection and management of blood spillage. A member of the 
housekeeping staff was able to describe the cleaning systems in place and how these 
worked in practice.  
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Outcome 8 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Medication management was reviewed during the inspection. The inspector observed 
a nurse administering medication to residents in the early evening and found it 
complied with best practice. The prescription and administration records were 
updated to record the most recent prescription and administration of medication. 
The centre procedure for updating the prescription sheet was explained and involved 
the person in charge transcribing the medication onto the medication administration 
sheet using a computerised system. The original prescription is retained by the 
pharmacist and the typed prescription retained in the centre is signed by the general 
practitioner. It was explained that with the exception of an emergency prescription 
being required for a resident where a nurse is required to enter a telephone order in 
the medication sheet, only the person in charge or her deputy perform transcribing.  
 
A policy to manage all aspects of medication from ordering, prescribing, storing and 
administering was available and reflective of the practices in the centre. However, on 
review it was found that the policy was not sufficiently specific in relation to the 
centre practice for transcribing. This was brought to the attention of the person in 
charge during feedback and the policy was amended and a copy provided to the 
Authority on the day following the inspection and therefore an action is not included 
in this report. 
 
Controlled drugs were stored safely in a double locked cupboard and stock levels 
were recorded at the end of each shift in a register in keeping with the Misuse of 
Drugs (Safe Custody) Regulations, 1982. A list of the names and a copy of the 
signatures of all nurses involved in administration of medication was maintained.  
 
Medication audits were carried out and good arrangements were in place with the 
pharmacist in support of medication management. 
 
Theme: Effective care and support 
The fundamental principle of effective care and support is that it consistently delivers 
the best achievable outcomes for people using a service within the context of that 
service and resources available to it. This is achieved by using best available national 
and international evidence and ongoing evaluation of service-user outcomes to 
determine the effectiveness of the design and delivery of care and support. How this 
care and support is designed and delivered should meet service users’ assessed needs 
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in a timely manner, while balancing the needs of other service users. 
 
 
Outcome 10 
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  
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Systems to support and promote the delivery of quality care to residents as required 
under regulation 35 and standard 30 were found to be established. These included 
collation of data for quality monitoring and continuous improvement. Audits of 
clinical practice such as falls, medication errors and infection prevention and control 
were ongoing to assist in the evaluation of the standard of care currently delivered to 
residents in the centre. 
 
Qualitative audits were also conducted and included a review of the exercise 
programme initiated in May 2012. The review focused on the level of participation 
together with benefits in terms of social interaction fun and improved flexibility for 
residents. It concluded that there was a very high level of participation and identified 
areas of improvement to include seated posture and upper limb flexibility. 
 
A second audit reviewed the reasons for residents returning to bed early. 
This identified the times residents preferred to go to bed and indicated the main 
reasons. The audit found that just over half of all residents return to bed between 
16:00 hrs and 19:00 hrs each evening with reasons for this varying from frailty, age 
and family visits. A further fifth of the total number return between 19:00 hrs and 
21:00 hrs and the bedtime of the remainder was found to vary.  
 
Outcome 11 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied health care. 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 
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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 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection finding 
 
Residents’ general health and well being was found to be maintained to a good 
standard. The inspector was informed that although the current residents profile 
reflect over half being in the 80-100 year old age group, currently none of the 
residents have pressure ulcers wounds or indwelling catheters. Neither have any 
residents recently have significant events such as falls resulting in injury requiring 
attendance at acute accident and emergency departments. 
 
The inspector reviewed a sample number of residents nursing and medical 
documentation. Of those viewed, it was noted that care plans were recently 
reviewed. 
 
Each staff nurse was given responsibility for updating care plans for a group of 
residents. Each resident had been allocated a nurse who took responsibility for the 
management of their care. 
 
Residents’ had assessments such as mobility nutrition skin integrity and continence 
completed on admission and these assessments were updated every three months 
thereafter. 
 
A care plan was then devised for each assessed need identified. However, the care 
plans were not sufficiently specific in all cases to manage the need effectively and in 
some instances where further needs arose intermittently a care plan was not in 
place. For example - the MUST screening tool was used to assess residents’ 
nutritional status. The indicators used included weight, body mass index and 
underlying acute disease processes. The screening tool assessment scores the 
residents as being 0, 1 and 2 in terms of risk of malnutrition. 0= not at risk 
1=medium risk and 2= high risk. This score is then used to inform the residents care 
plan for nutrition. In conversation with staff and the person in charge, the inspector 
was told that currently none of the residents were having their intake and output 
recorded. The person in charge clarified that the centre policy on nutrition was to 
commence recording if the residents scores a MUST of 2. 
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However, although one resident was noted to have a score of 2 from their most 
recent reviews, the care plan for nutrition did not reference the indicators for 
monitoring intake or when this should commence/discontinue. Although the staff 
were aware of the limited intake recording was not in place. 
 
On review of another residents nursing documentation, it was noted that the care 
plan for mobility was last updated in March 2012 and stated that the residents’ legs 
were not to be stretched over the footrests of the wheelchair. However, the 
inspector had observed that this resident who used the wheelchair for limited 
movements around the centre did not have any footrests on the chair but rather held 
her feet up from the ground whilst travelling from one area to another. 
It was explained that a risk assessment was carried out and the footrests were 
removed to prevent risk of skin tear to the residents legs due to the fragility of the 
skin during transport but neither the risk assessment nor reason for the removal of 
the footrests were included in the care plans. 
 
 It was also noted that where residents developed upper respiratory tract infections 
or urinary tract infections corresponding care plans were not in place. All residents 
had care plans specific to medication but they were general in outline and did not 
reference the specific interventions or observations required to manage aspects of 
care in relation to for example, contraindications, overmedication, allergic reaction or 
review of effectiveness.  
 
The participation of residents or family members in care planning and review was 
clearly documented. Nurses wrote an evaluation of care given twice per day. 
However, it was not always linked to the care plan in place which did not make it 
possible to gain insight into residents’ progress. 
 
Of the medical records that were reviewed, it was found that residents had access to 
allied health services such as dental, ophthalmology, physiotherapy and occupational 
therapist services as required. 
 
In general, the medical cover for residents’ was good. However, a review of a sample 
of resident medical documentation did not provide evidence that all were seen by 
their general practitioner at least every three months. For example, two resident’s 
medication notes documented reviews in February and June 2012. Both were 
administered a flu vaccine in September but a review of their general condition was 
not recorded. Another resident who is noted to be frail had one recorded review in 
May 2012 and also received the flu vaccination in September with no documented 
review of general condition. 
 
This was discussed with the provider and person in charge at the end of inspection 
and the requirements of the legislation were re iterated that the registered provider 
must ensure that medical records to include details of investigations made, diagnoses 
and treatment given, must be maintained in the centre. The provider and person in 
charge acknowledged they were aware of this requirement but indicated that there 
was an element of resistance to it and it was difficult to always get this fully 
documented. 
 



 

Page 13 of 21 

 

The use of restraint in the centre was closely monitored by the person in charge. An 
inclusive approach involving the resident and /or their next of kin was used to 
discuss and assess a resident’s need for restraint. There was evidence that 
alternatives were tried prior to restraint being used and that all those involved in the 
decision making process were in agreement with the final decision made. Ongoing 
audit of the use of restraint is conducted by the person in charge. 
 
Outcome 12 
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  
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection 
  
 
Inspection findings 
 
The premises were clean and maintained to a very high 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 communal areas.  
 
The Inspector found that there was a sense of homeliness and warmth in the centre. 
In conversation with a number of residents, all said they were happy and felt well 
cared for by staff. There were two day areas and one dining room, all of which were 
used by residents. One of the day areas had a kitchenette area for residents use. 
Residents had access to a well maintained courtyard. 
 
Management provided equipment in response to the assessed needs of the residents.  
Such equipment included standing and lifting hoists, residents’ call system, profile 
beds, pressure relieving mattresses and cushions, wheelchairs and walking frames. 
Service contracts were in place for servicing of beds, hoist, lift and air mattresses. 
 
Theme: Person-centred care and support 
Person-centred care and support has service users at the centre of all that the service 
does. It does this by advocating for the needs of service users, protecting their rights, 
respecting their values, preferences and diversity and actively involving them in the 
provision of care. Person-centred care and support promotes kindness, consideration 
and respect for service users’ dignity, privacy and autonomy.  
 
Outcome 15 
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 discrete and sensitive manner.  
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References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes  
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
All residents had their meals in the main dining room where the staff provided 
discreet, respectful assistance. The food was freshly cooked, hot and nutritious and 
special diets were available as required. The tables were nicely set in the dining room 
and there was a friendly convivial atmosphere during mealtimes. 
 
Residents’ independence was promoted and although staff offered assistance to cut 
up food or add milk and sugar to tea, where residents indicated they preferred to 
help themselves this was respected Appropriate hot options were available both for 
lunch and evening tea and the menu was displayed on the wall and on the 
tableThroughout the day, staff offered residents a variety of snacks and drinks. Jugs 
of fresh water were readily available in communal areas and in residents’ rooms and 
these were refreshed on a regular basis.  
 
Residents were complimentary of the food provided and some residents stated “the 
meals are wonderful”; “I love my food here”. It was noted that the homemade buns, 
apple squares and rhubarb crumble and the homemade wheaten and treacle breads, 
were particularly enjoyed by the residents with few opting for the ‘bought’ options. 
 
Outcome 16 
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    
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
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Inspection findings 
 
Residents, relatives and staff told inspectors that the provider, the person in charge 
and staff were approachable and readily available to them. The inspectors observed 
good interactions between staff, residents and their relatives/visitors. 
 
The residents interviewed indicated that they were satisfied with the level of privacy 
afforded them in all aspects of personal care. The inspectors observed that residents 
were addressed by staff in an appropriate and respectful way. Staff were noted to 
knock before entering bedrooms and waited for permission before entering. In the 
shared bedrooms, curtains were used to ensure that privacy and dignity was 
maintained.  
 
The centre operates an open visiting policy and there are no restrictions on visiting. 
Residents were able to meet with visitors in their bedrooms or in the visitors’ room.  
 
Outcome 17 
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 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Residents were encouraged and supported by staff to personalise their bedrooms 
with photographs, pictures and other belongings including furniture.  
All residents had adequate storage space for clothes and personal possessions, which 
included secure storage. On the first day of inspection a member of the 
housekeeping team was observed carrying out a check of all residents’ wardrobes to 
ensure their clothing was neatly and correctly hung or folded appropriately. 
 
There was a well-equipped laundry system in place and residents and relatives were 
satisfied with laundry provision. The laundry assistant was knowledgeable about 
infection control and the different processes for different categories of laundry. 
Clothing was marked and returned to the residents following laundering. 
 
Theme: Workforce 
The workforce providing a health and social care and support service consists of all the 
people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality, person-centred and safe service. Service providers must be 
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able to assure the public, service users and their workforce that everyone working in 
the service is contributing to a high quality safe service.
 
Outcome 18 
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  
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
The inspector found that at the time of this inspection, the levels and skill mix of 
staff were sufficient to meet the needs of residents. Inspectors checked the staff rota 
and found that it was well maintained with all staff that work in the centre rostered 
and identified. Annual leave and other planned/unplanned staff absences were 
covered from within the existing staffing complement. Residents interviewed were 
complimentary of the staff team and commented on their caring nature. They 
reported that staff were always available to provide the help and assistance they 
needed. Staff were described as “helpful”, “caring”, “good fun’’ and “respectful”. 
 
Staff morale was found to be high. From discussions with staff, the inspectors found 
them to be confident, well informed and knowledgeable of their roles and 
responsibilities regarding care. They confirmed that they were supported to carry out 
their work by the person in charge and highlighted her leadership qualities saying 
she was approachable and supportive. 
 
There was evidence that staffs had access to education and training and were 
appropriately supervised. The person in charge had carried out an audit of staff 
training and a record of all the training participated in by staff had been maintained. 
Training had been provided in relation to the Authority’s standards, moving and 
handling, fire safety and prevention, food hygiene, infection prevention and control, 
personal hygiene, first aid, nutrition, and protection of residents from abuse. 
 
The majority of care staff had completed training accredited at Further Education 
and Training Awards Council (FETAC) level five. Staff told the inspectors that they 
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were also supervised at the commencement of their employment as part of their 
induction. 
 
All members of the team were clear about their areas of responsibility and reporting 
structures and the management structure ensured sufficient monitoring of and 
accountability for practice.  
 
Policies and procedures were available for the recruitment, selection and Garda 
Síochána vetting of staff. A review of the documents to be held in respect of persons 
working at the centre indicated that these were maintained in accordance with the 
relevant legislation. 
 
Daily ‘handover’ meetings were scheduled so that each staff group were updated 
with regard to residents’ care and condition. 
 
Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider, 
the person in charge, and the nurse on duty 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 Name: 

 
Fairlawns Nursing Home  

 
Centre ID:  

 
0136 

 
Date of inspection: 

 
23 October 2012 

 
Date of response: 

 
19 November 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. 
 
Theme: Governance, Leadership and Management
  

Outcome 4: Records and documentation to be kept at a designated centre 
The provider failing to comply with a regulatory requirement in the 
following respect:  
 
A medical record in respect of each resident complete with details of investigations 
made, diagnoses and treatment given, signed and dated by a medical practitioner 
was not available for each occasion on which the resident was reviewed. 
 
The record did not contain documentation of regular reviews to ensure appropriate 
medical care provision. 
 
Action required:  
 
Maintain, in a safe and accessible place, a medical record in respect of each resident 
with details of investigations made, diagnoses and treatment given, signed and dated 
by a medical practitioner.  
 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

   
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 
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Action required:  
 
Provide appropriate medical care by a medical practitioner of the residents’ choice or 
acceptable to the residents. 
 
Action required:  
 
Facilitate all appropriate health care and support each resident on an individual basis 
to achieve and enjoy the best possible health. 
 
Action required:  
 
Maintain records of all health care referrals and follow-up appointments. 
 
Reference:    

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Regulation 9: Health Care 
Regulation 25: Medical Records 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 

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

Timescale: 
 

Provider’s response: 
 
A. Medical records are maintained in a safe and accessible place 
and since 25/10/2012 following discussions with the GPs staff 
have been instructed on any visits from the medical team to 
ensure they sign and date notes detailing investigations and 
treatment given. 
 
B. On an audit carried out on 25 October 2012 each resident is 
visited by their GP when requested, and at three monthly 
intervals. The PIC will audit this on a weekly basis.   
 
C. All residents requiring individual health care will continue to be 
facilitated working with the wider health care team and this will 
continue to  be audited by the PIC 
 
D.  Since inspection a new system has been devised by the PIC  
and implemented by nursing staff detailing referrals and follow -
up appointments .This has been incorporated  in the  residents 
care plan  and medical notes. 
 

 
 
25 October 2012 
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Theme: Effective care and support 
 
Outcome 11: Health and social care needs 
 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
All care plans in place were not sufficiently specific to manage the needs of the 
residents appropriately particularly care plans in place to manage nutrition and 
medication. 
 
Care plans for every identified need was not in place for all residents for example 
care plans to manage short term needs such as acute infections. 
 
All care plans were not revised as required by residents changing needs. 
 
Care plans and risk assessments were not always linked and were not consistent 
examples included nutritional status and prevention of skin tears. 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
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. 
 
Action required:  
 
Provide a high standard of evidence-based nursing practice. 
 
Reference:   

Health Act, 2007 
                     Regulation 8: Assessment and Care Plan 

  Regulation 6: General Welfare and Protection 
                   Standard 3: Consent  
                   Standard 10: Assessment 
                   Standard 11: The Resident’s Care Plan 

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

Timescale: 
 

Provider’s response: 
 
A. The residents’ needs are set out in an individual care plan. 

This will reviewed daily taking into account acute illness, 

 
 
31 October 2012 
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frailty nutritional status or any risks in conjunction with the 
resident/N.O.K. 

 
 B. A revised care plan system has been implemented since 31 
October 2012 for any resident's changing needs for example any 
acute illness   and all care plans will be reviewed 3 monthly or 
earlier as required. 
 
C. Care plans will be monitored by the assistant PIC and further 
staff training was carried out on the 22 November 2012. 
 
 
 
 
Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
I wish to thank you for the way the inspection was carried out and  be assured that 
any advice given  is appreciated as we are all committed to providing the highest 
standard of care for our residents.  
 
Kind Regards 
 
 
 
 
Provider’s name: Susan O' Reilly   
Date: 19 November 2012 
 


