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Centre name: 

 
Kilbrew Recuperation and Nursing Care 

 
Centre ID: 

 
0143 
 
Curragha 
 
Ashbourne Centre address: 

 
Co Meath 

 
Telephone number: 

 
01-8358900 

 
Fax number: 

 
01-8358903 

 
Email address: 

 
info@kilbrew.eu 

 
Type of centre: 

 
 Private           Voluntary           Public 

 
Registered providers: 

 
Kilbrew Recuperation and Nursing Care Ltd 

 
Person in charge: 

 
Helena Moore 

 
Date of inspection: 

 
5 and 7 June 2012 

 
Time inspection took place: 

 
Day-1 Start: 11:30 hrs  Completion: 17:15 hrs
Day-2 Start: 12:30 hrs  Completion: 19:40 hrs

 
Lead inspector: 

 
Leone Ewings 

 
Support inspector: 

 
None 

Type of inspection:  Announced                  Unannounced 

Purpose of this inspection 
visit: 

 Application to vary registration conditions 
 Notification of a significant incident or event 
 Notification of a change in circumstance  
 Information received in relation to a 
complaint or concern 
 Regulatory Monitoring Visit Report 

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

 to follow up on specific matters arising from a previous inspection to ensure 
that the action required of the provider has been taken 

 following a change in circumstances; for example, following a notification to 
the Health Information and Quality Authority’s Social Services Inspectorate 
that a provider has appointed a new person in charge 

 arising from a number of events including information received in relation to a 
concern/complaint or notification to the SSI of a significant event affecting the 
safety or wellbeing of residents 

 for centres that have not previously been inspected within a specific 
timeframe, a one-day regulatory monitoring visit may be carried out to focus 
on key regulatory requirements. 

 
All inspections can be announced or unannounced, depending on the reason for the 
inspection and may take place at any time of day or night. 
 
All inspection reports produced by the Health Information and Quality Authority will 
be published. However, in cases where legal or enforcement activity may arise from 
the findings of an inspection, the publication of a report will be delayed until that 
activity is resolved. The reason for this is that the publication of a report may 
prejudice any proceedings by putting evidence into the public domain. 
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About the centre 
 

Description of services and premises 

 
Kilbrew Recuperation and Nursing Care is a two storey purpose-built centre on its 
own landscaped grounds. The centre provides continuing care to older persons over 
65 years, some of whom have dementia. A small number of residents under 65 years 
with disabilities are presently accommodated. Short-term respite stays are also 
accommodated. Six residents were noted to be present on respite stays at the time 
of the inspection. 
 
The centre can accommodate up to 74 residents on one ground floor level. Staff 
facilities and administrative offices are located on the first floor, which is accessed by 
a secure stairwell from the reception area. 
 
There are 50 single rooms all with en suite shower and toilet facilities, and 12 twin 
rooms with shared en suite toilet and sink facilities, all laid out on the ground floor.  
 
Part of the living accommodation is laid out around a large paved courtyard known 
as Cloister Garden with accommodation for 20 residents, all in single rooms. A 
further 40 residents are accommodated in part of the centre known as Woodlands 
with 16 single and 12 twin rooms. A recent extension to the premises has created 
additional rooms, bathrooms and day space. The new extension was inspected on 8 
December 2011 following completion of building, and further to an application from 
the provider to vary registration to include 14 new single en suite bedrooms, day 
space and two assisted bathrooms and nurse’s station. 
 
Additional facilities at the centre include a recreation room, two dining rooms and a 
small snoezelem room. The main kitchen is located on a service corridor, connecting 
the two dining rooms. There are additional toilets, five of which are wheelchair 
accessible. There is also a hairdressing room, a library, and a large oratory on the 
ground floor.  
 
There is ample parking near reception and an easily accessible level garden, with 
level walks laid out around the building. Two secure internal courtyard gardens are 
level and have appropriate seating.  
 

Location 

 
Kilbrew is located three miles from Ashbourne, Co Meath, adjacent to the village of 
Curragha. 
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Date centre was first established: 

 
2004 

 
Number of residents on the date of inspection: 

 
66 Day 1 
65 Day 2 

 
Number of vacancies on the date of inspection: 

 
8 Day 1 
9 Day 2 

 
 

Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents* 

 
16 

 
36 

 
11 

 
0 

 
* 3 respite residents dependency not yet assessed 
 

Management structure 
 
The provider is Kilbrew Recuperation and Nursing Care Ltd, the directors are Francis 
Whelan, Ivan Keeling and Ian Counihan. Francis Whelan is currently the Chief 
Executive Officer of the Board of Directors. The Director of nursing is Helena Moore 
and she acts as the Person in Charge and she reports to the board of directors. A 
General Manager is also in place. The catering and household staff report to the 
General Manager who in turn reports to the Person in Charge. Care assistants report 
to staff nurses who report to senior staff nurses, who then report to the two 
Assistant Directors of Nursing who in turn report to the Person in Charge. A financial 
controller is in place and also reports to the Person in Charge. 
 
 
Staff 
designation 

Person 
in 
Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on 
duty on day 
1 of 
inspection 

1 4 7 4 4 2 2* 

 
* one activities staff member and general manager 
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Summary of findings from this inspection 
 
This follow up inspection was unannounced and was a two day inspection of the 
centre by the Authority.  
 
The focus of this inspection was to monitor compliance with requirements and 
conditions of registration granted to the centre on the 11 August 2011 and the 
Health Act 2007 (Care and Welfare of residents in Designated Centres for Older 
people) Regulations 2009 (as amended). Actions pursuant to the registration 
inspection were found to be fully addressed. 
 
The inspector focused on key aspects of service delivery to assess the extent to 
which the management ensured safe outcomes for residents. The inspection 
methodology included discussions with residents, the person in charge, provider, 
nursing and care staff. The inspector reviewed areas of risk management to include 
the physical environment, staff training and development, aspects of restraint 
practice and examined selected care plans and medical files for review. 
 
Overall, the inspector was satisfied the centre was operating in compliance with its 
conditions of registration. There was evidence of good practice and continued 
commitment by the centre’s management team to meet the requirements of the 
regulations. Resident’s healthcare needs were adequately met. Evidence-based 
nursing care was provided. Residents’ care plans were reviewed at three-monthly 
intervals or sooner should a change in health condition occur. There was evidence 
that residents or their representatives’ were consulted regularly.  
 
However, some aspects of a concern received by the Authority relating to the care 
and welfare of a resident at the centre were found to be substantiated. A full review 
of the residents care plan was not undertaken following reports that the resident was 
non-compliant with the medication prescribed by the general practitioner (GP). A 
verbal complaint made to nursing staff was not followed up in a robust and full 
manner by management and documented in a complete manner in line with the 
complaints policy and legislative requirements. The issues raised relating to 
medication management, household hygiene and fire safety were reviewed as part of 
this monitoring inspection. 
 
The inspector found that some aspects of the service required review following this 
inspection. These included, 

 complaints management 
 implementation of smoking policy at the designated centre 
 maintenance of staff roster and adequate management cover in the temporary 

absence of the assistant director of nursing 
 review of challenging behaviour policy and training for nursing staff in 

documentation in use 
 improvements to documentation and care planning process following incidents 

of challenging behaviour  
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The Action Plan at the end of the report identifies areas where improvements are 
required 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. 
 
Comments by residents and relatives 
 
Residents told the inspector they enjoyed their meals at the centre and how the food 
was cooked. Overall, positive feedback was noted from residents who spoke with the 
inspector about their lives in the centre. 
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Governance 
  
 
Article 5: Statement of Purpose 

 
The inspector found that the statement of purpose dated 7 December 2011 
accurately described the aims, objectives and ethos of the centre. The facilities and 
services were outlined and reflected those available to residents. The bed numbers 
had increased to 74 beds following an application to vary registration, which was 
granted on December 2011. All matters referred to in schedule one were included.  
 
The statement is kept under review by the provider and is made available to 
residents on admission, and following review. However, the current staffing 
complement requires updating to reflect the actual numbers of whole time equivalent 
staff working at the centre. 
 
Article 15: Person in Charge 

 
The post of person in charge was full-time and held by a registered nurse with the 
required experience in the area of nursing of older people. The person in charge 
holds postgraduate qualifications in healthcare management and gerontology.  
 
The person in charge’s knowledge of the Regulations and her statutory 
responsibilities was sufficiently demonstrated to the inspector. The inspector found 
that clinical leadership was adequate. The person in charge had kept her clinical 
knowledge up to date and demonstrated a sufficient knowledge of clinical audit. She 
had established a process for auditing information to identify trends to improve the 
quality of service and safety of residents.  
 
Throughout the inspection process the person in charge demonstrated competence, 
insight and a commitment to delivering good quality care to residents informed by 
ongoing learning and review of practice.  
 
Article 16: Staffing 

 
The inspector found that there were adequate numbers of staff on duty to care for 
residents on both days of the inspection. Call bells were answered promptly and 
residents said they were never left waiting for long periods when they required 
assistance. There was at the time of the inspection, a good skill mix of staff with at 
least four nurses on day duty most days, in addition to the person in charge. The 
staff explained that they attended a morning report and this informed their plan of 
work for the day. Staff spoken to said that there was adequate staff on duty at all 
times. All staff spoken to said they enjoyed their work and had been given 
opportunity for further training and development.  
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The person in charge explained to the inspector that she determined staffing levels 
by assessing the dependency levels of residents and also considered key quality 
indicators, such as the number of incidents and complaints which had occurred in the 
service overall.  
 
Staffing levels have not substantially increased in line with 14 additional beds 
registered in December 2011. The person in charge had not replaced a care assistant 
on unanticipated sick leave on the first day of the inspection. A member of staff on 
work experience was not documented on the staffing roster, or signed into the 
visitor’s book at the designated centre. The assistant director of nursing, as named in 
the statement of purpose, is on long-term leave at present and her duties are not 
formally reassigned. 
  
The inspector reviewed a sample of staff files and found that newly recruited staff 
members had all of the required documentation. Garda Síochána vetting had been 
applied for each staff member. There were up-to-date records of nurses’ registration 
with their professional body. Staff told the inspector that they had a yearly 
performance appraisal where their goals and training needs were identified. 
However, the induction records of one recently recruited staff nurse were not 
available for inspection with relevant details of their medication competency. This 
information was forwarded by the person in charge post inspection on 15 June 2012. 
 
The inspector found that the majority of the care staff employed had completed 
Further Education Training Awards Council (FETAC) Level 5 training which gave them 
skills and knowledge to provide high evidenced based care to residents.  
Staff nurses were noted to be experienced in working with older persons.  
 
The records shown to the inspector indicated that staff received mandatory training 
in manual handling, prevention and detection of elder abuse and fire prevention. The 
inspector found that staff had also received training on issues such as best practice 
in infection control. Dealing with behaviours that challenge was included for all staff 
and delivered in house by the person in charge. There was a list of planned training 
for the remainder of 2012.  
 
Article 23: Directory of Residents 

 
A directory of residents was maintained in the centre. On review, the inspector noted 
that all residents’ details were included and the directory met in full all legislative 
requirements.  
 
Article 31: Risk Management Procedures 

 
The findings of the inspection were that the health and safety of residents, visitors 
and staff was promoted and protected. Management and staff working at the centre 
have implemented the centres’ policies and procedures. A culture of managing any 
identified risk was evident and resident safety was a management priority.  
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An emergency plan was in place to outline clear procedures to follow in the event of 
loss of electric power, flood, gas leak or security concerns. The inspector spoke to 
staff and found they were familiar with the contents of the emergency plan and 
reporting structures in case of an emergency.  
 
There was a visitor’s log in place to monitor the movement of persons in and out of 
the building to ensure the safety and security of residents. There was a missing 
person policy that included clear procedures to guide staff should a resident be 
reported as missing. Internal and external gardens and grounds were safe and 
secure. 
 
An up-to-date health and safety policy and written safety statement was in place. 
The risk policy outlined how to undertake a risk assessment and the general 
manager told the inspector she had received guidance and training in 
implementation of risk assessments at the centre. A risk management/health and 
safety committee meet to consider risk and related issues on a monthly basis. Falls 
prevention and management was found to be adequate.  
 
Article 39: Complaints Procedures 

 
The local complaints procedure was written in a user-friendly manner and 
prominently displayed in leaflet format throughout the centre. It was also described 
in the Residents’ Guide and statement of purpose. The person in charge was 
identified as the complaints officer. She described her role and the appeals process in 
detail to the inspector. 
 
A group advocacy service was accessible to residents’. The inspector saw records 
that showed the advocate chairs the residents committee meeting on behalf of the 
residents, provides the management with feedback and requests any action required. 
Details of the advocacy service are available on resident notice boards, in the 
Residents’ Guide and statement of purpose. Residents’ knew the advocate by name 
and were aware of the service available to them. 
 
The inspector reviewed records of all complaints made since the last inspection - the 
issues had been addressed in line with the documented complaints process. These 
included all relevant details, including how the issue was managed, the outcome of 
the issue and the complainants’ level of satisfaction with the outcome. However, 
following a review of a resident’s nursing notes a verbal complaint had been made to 
nursing staff relating to the care and welfare of a resident which had not been 
addressed in a full and robust manner. The person in charge undertook to review the 
issues highlighted to her by the inspector following review of the resident’s records. 
 
Article 36: Notification of Incidents 

 
The person in charge and key senior manager were clear on their reporting 
requirements with regard to notifications to the Authority.  
 
 
 

Page 9 of 22 



 
Resident Care 
 
 
Article 9: Health Care 

 
The arrangements to meet residents’ assessed needs were set out in individual care 
plans. The assessment tools used to evaluate resident’s progress and to assess levels 
of risk for deterioration were in relation to vulnerability to falls, moving and handling, 
dependency, nutrition and continence risk assessment. The inspector reviewed three 
residents’ care plans in detail and certain aspects within other plans of care. The 
inspector found that all files reviewed were comprehensively completed from a 
healthcare perspective. There was a record of the resident’s health condition and 
treatment given completed twice daily. In the sample of care plans reviewed there 
was evidence care plans were updated in response to a change in a resident’s health 
condition. Risk assessments were regularly revised and the plan of care updated 
accordingly. There was evidence the residents’ representative was updated on their 
health status or of any change in their condition. However, one resident with 
complex needs had not had their care plan reviewed in a full and complete manner 
by the nursing staff, with evidence of resident involvement. The person in charge 
agreed to address this issue when this was evidenced to her. 
 
Records demonstrated that there was timely access to medical care and resident’s 
healthcare needs were regularly reviewed and no less frequently than at three 
monthly intervals. There was evidence in care plans of good links with community 
mental health services. 
 
The inspector reviewed the medication prescription sheets. All medication was found 
to be clearly prescribed for administration. Medication was reviewed regularly by the 
visiting GP to ensure optimum health and well being.  
 
Personal wishes in relation to end-of-life care were detailed in the sample of resident 
records reviewed. The end-of-life plans included discussions in relation to life 
sustaining treatments, and resident’s wishes related to end-of-life care. The person 
in charge told the inspector a multidisciplinary approach was undertaken to include 
the resident, their representative and medical practitioner. However, improvements 
were required with regard to the documentation of the outcome of the consultation 
process, to improve clarity and meet best practice in this area. 
 
Activities forming part of the weekly program included art classes, crafts, exercises, 
prayers, and crosswords to ensure meaningful engagement for each resident. The 
activity schedule provided for both cognitive and physical stimulation. Residents were 
facilitated to practice their religious belief and mass and prayers were said regularly. 
The inspector interviewed the activities coordinator who also worked as a care 
assistant before commencing her daily activity duties with residents. She confirmed 
that she was involved with organising trips to Dublin for shows and arranging for 
residents to visit local amenities for tea and events. 
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She also confirmed that important events during the year were celebrated at the 
centre inclusive of birthdays and other significant family events. 
 
Article 33: Ordering, Prescribing, Storing and Administration of Medicines 

 
Medication audit took place regularly and practices were found to be good in the 
audit findings. The audit tool was centre-specific to the medication management 
systems and policy in place at the designated centre. Improvements in the 
medication administration sheet in use were noted. Overall, staff demonstrated their 
competency with regard to the storage and administration of medication at the 
centre. One staff nurse did not have written evidence of her medication competency 
available for inspection. The inspector recommends that dates that medication was 
initiated and initials of transcribing nurses are also included on this document to 
meet best practice requirements of An Bord Altranais. The person in charge agreed 
to address this as soon as possible. 
 
Article 6: General Welfare and Protection 

 
Measures were in place to protect residents from being harmed or suffering abuse. 
There is a policy in place that addresses the responding to reports of elder abuse. 
This policy also defined the various types of abuse. Improvements had been made to 
the policy following the last inspection. The policy was centre specific and contained 
detailed provision of guidance to staff on the assessment, reporting and investigation 
of all allegations of abuse.  
 
Garda Síochána vetting was in place for staff employed by the provider. This was 
evidenced by a review of staff files. Staff recruited for the centre had received 
training on elder abuse and when this area was discussed, displayed knowledge of 
the different forms of abuse and the correct reporting procedures. 
 
Article 20: Food and Nutrition 

 
The food served to residents was of very good quality, and presented well. The staff 
spoken with were knowledgeable about which residents required special or modified 
diets. Residents confirmed they enjoyed the food provided, and made suggestions 
for inclusion on the menu. The inspector reviewed a lunchtime service and the 
planned menus. Napkins and appropriate condiments were provided at lunch and the 
mealtime was a leisurely social occasion. Snacks and hot and cold drinks were 
available throughout the day. 
 
The person in charge had completed a quality survey to review the satisfaction of 
residents with the food and beverages available at the centre. The outcome was very 
positive and the person in charge plans to repeat this periodically to ensure resident 
satisfaction with the food and mealtimes at the centre. 
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Environment 
 
 
Article 19: Premises 

 
The centre was clean and well maintained throughout. The inspector found that 
there was a real sense of homeliness and warmth. The reception area was light and 
welcoming. Access was in place to the secure internal courtyard and to the gardens. 
The building was found to be secure and safe for residents. They were provided with 
comfortable private space that they had decorated with their own pictures, photos 
and personal belongings. Accommodation was all on ground floor level. Corridors 
were found to be wide and spacious. Residents had adequate storage space for their 
personal items both in shared and single rooms. 
 
There were three large comfortable sitting rooms for residents to enjoy. All were well 
decorated to high standard and contained adequate comfortable and varied types of 
seating. Additional day space included a reception room beside the oratory, with 
comfortable seating and table and chairs. Visitors were seen using this area during 
the day. A room known as the library was also available for visitors use. This room 
was well equipped with books and is also used for residents meetings. 
 
Sufficient numbers of toilets/bathrooms were provided for residents’ use, and there 
were toilets discreetly situated off the main sitting room. Hand-washing facilities 
were adequate and disinfectant hand gel was available throughout the centre. 
 
Separate cleaning rooms were provided for cleaning staff in the service corridor. 
Improvements had taken place with the provision of an additional cleaning room and 
sluice when the extension had been completed in December 2011. 
 
There were two enclosed secure outdoor courtyard gardens area with seating 
available for residents. Access to outdoor level walkways in the landscaped grounds 
was available to all residents. 
 
The inspector found there was an adequate amount of equipment such as hoists, 
pressure relieving mattresses and mobility aids available to meet residents’ needs.  
 
Bedrooms were spacious and well designed with facilities such as electronic call bell 
system, lockable cupboard space, and televisions. The inspector visited some 
bedrooms with residents’ permission and found that residents were encouraged to 
bring in their personal possessions and there was adequate storage for their 
belongings with a locked cupboard for valuables. Each room was numbered and 
signage had been put in place for communal areas including toilets and bathrooms.  
 
There is a well-equipped clinical room. The nursing stations were open and low, 
making the staff working there accessible visually to wheelchair users. 
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The inspector found that waste was well managed and clinical waste and soiled 
laundry were placed in separate bins for safety and hygiene purposes. There were 
hand gels, gloves and aprons available to staff to use for infection control purposes. 
The inspector met with a household manager who explained the procedures she 
followed to ensure that a high standard of cleanliness was maintained. There were 
separate changing rooms and toilets for catering and clinical staff to prevent the risk 
of cross contamination.  
 
The inspector found that the laundry was clean, well ventilated, well organised and 
had industrial sized machines. Additional laundry took place off site with a private 
contractor. There was adequate room for storage and segregation of soiled clothing. 
The inspector spoke with a staff member who works full time in the laundry and she 
explained the procedures she follows to ensure that clothing is laundered 
appropriately and returned to residents. A system was also in place for laundry 
requirements of respite or temporary residents. 
 
The flooring in place was adequate and well maintained. However, the inspector 
noted that significant fading of the carpet on the corridors had taken place and small 
burns to the carpet near the door to the smoking area on Cloister were evident. The 
general manager told the inspector they were reviewing the need to replace the 
carpeting in this area. 
 
Article 32: Fire Precautions and Records 

 
The provider had adequate fire precautions and documented service records in place 
at the designated centre. There was an emergency plan in the centre. This gave 
clear direction to staff on what to do if the in the event of any emergency where 
residents’ needed to be evacuated from the centre.  
 
Fire safety and evacuation training took place frequently. All staff spoken to by the 
inspector had attended this training. The inspector was informed that fire drills were 
held on a six-monthly basis and records of these fire drills were maintained. The 
general manager had been trained as a fire safety warden in case of fire or 
evacuation. 
 
The inspector conducted a review of fire records showed that all fire safety 
equipment, including the fire alarm and emergency lighting had been serviced at 
appropriate intervals. The Authority, following application for variation of registration 
in December 2011, received written confirmation from the provider that all the 
requirements of the statutory fire authority had been complied with. 
 
A small smoulder fire related to tobacco use had been reported as part of the 
quarterly notifications made to the Authority and further information had been 
requested from the provider. The inspector was satisfied with the information 
received and the contents of the response were verified at the time of the inspection. 
The person in charge confirmed no further reports of fire had taken place. However, 
the inspector noted that on two occasions, a resident was seen smoking at the exit 
to the Cloister garden and numerous small burn marks were present on the carpet 
near the exit door to the outside smoking area.  
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The smoking policy was reviewed and not found to be fully implemented by the 
management of the centre relating to maintaining all residents safety. The person in 
charge told the inspector this would be addressed immediately. 
 
 
Closing the visit 
 
At the close of the inspection visit a feedback meeting was held with person in 
charge and the assistant director of nursing to report on the inspector’ findings, 
which highlighted both good practice and where improvements were needed.  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 

 
 

Provider’s response to inspection report∗ 
 
 
Centre: 

 
Kilbrew Recuperation and Nursing Care  

 
Centre ID: 

 
0143 

 
Date of inspection: 

 
5 and 7 June 2012 

 
Date of response: 

 
14 July 2012 

 
Requirements 
 
These requirements set out what the registered provider must do to meet the Health 
Act, 2007, the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 (as amended) and the National Quality Standards 
for Residential Care Settings for Older People in Ireland. 
 
1. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The assistant director of nursing, as outlined in the statement of purpose is on long 
term leave and no formal allocation of their duties has taken place. 
 
Action required:  
 
Put in place adequate cover for the absent assistant director of nursing to ensure the 
management duties and responsibilities are covered. 
 
Reference:  

Health Act, 2007 
Regulation 15: Person in Charge 
Standard 23: Staffing Levels and Qualifications 

 
 
 
 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We review our management structure on a regular basis to 
ensure we maintain our strong leadership and management 
structure.  
 
At Kilbrew we have had two Assistant Directors of Nursing in 
place as part of our long-term plan for future expansion. The 
position of Assistant Director of Nursing is always maintained to 
support the Person in Charge and overall team.  
 
The attached organisational chart reflects the current situation 
that is, one Assistant Nursing Director. 
 

 
 
Ongoing 
 

 
2. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
The staff roster did not contain the name, availability and working hours of the 
person in charge.  
 
The working hours of the staff nurses are not stated on the actual roster and only 
annotated as ‘ON’ duty. 
 
Staffing levels have not substantially increased in line with 14 additional beds 
registered in December 2011. 
 
The person in charge did not replace a care assistant on unanticipated sick leave on 
the first day of the inspection. 
 
A member of staff on work experience was not documented on the staffing roster or 
signed into the visitor’s book at the designated centre. 
 
Action required:  
 
Review staff roster and ensure the working hours of the staff nurses are clearly 
annotated on the actual and planned roster. 
 
Submit details of up-to-date, whole time equivalent of staff working at the 
designated centre and update the statement of purpose to reflect any changes. 
 
Undertake and submit a review of staffing using a validated tool inclusive of 
dependency of residents and layout of designated centre to ensure that adequate 
staffing is in place at all times and to cater for fluctuating numbers of residents.  
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Submit details of how unanticipated leave is management with clear guidance for 
staff on duty of how this leave can be covered at short notice. 
 
Review policy and procedure related to the work experience staff working at the 
designated centre, and ensure that all staff working at the designated centre was 
clearly documented on the actual and planned staffing roster. 
 
Reference:  

Health Act, 2007 
Regulation 16: Staffing 
Standard 23: Staffing Levels and Qualifications 

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

Timescale: 
 

Provider’s response: 
 
The staff roster now shows the working hours of the nurses. 
 
We have reviewed the dependencies of our residents and have 
adjusted the care hours to meet the requirements of the review. 
Please find the review attached. 
 
We have amended the statement of purpose and function to 
indicate the changes in the staffing levels of whole time 
equivalents employees, to reflect the proposed increase to 74 
residents. Please find attached.  
 
As part of our planned increase in staffing levels to reflect our 
proposed increase to 74 residents, three new staff nurses had 
been recruited and are now participating in their orientation 
programme. One new care assistant has been employed and a 
further care assistant will commence her employment in 
September 2012.  
 
We have reactivated our "Availability Bank" within the current 
employment complement. This allows the staff to indicate their 
availability to work in the event of one of their fellow employees 
being unable to attend work. We also have an established 
relationship with an employment agency who can provide staff 
when require where notice of non attendance to work is received 
in advance.   
 
We have recorded the planned attendance of the work 
experience students on our weekly roster. We have also 
emphasised to them the need to adhere to out signing in policy 
as they attend for the practice. These work experience students 
are in a supernumerary role and do not included part of the daily 
employee work roster. 

 
 
Completed 
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3. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The policy on challenging behaviour policy requires review to reflect the procedure in 
place for nursing staff to document incidents of challenging behaviour. 
 
Action required:  
 
Review the policy on challenging behaviour to ensure it reflects the documentation 
used for recording incidents of challenging behaviour and a documented 
multidisciplinary review takes place on a regularly basis. 
 
Reference:  

Health Act, 2007 
Regulation 27: Operating Policies and Procedures 
Standard 21: Responding to Behaviour that is Challenging 

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

Timescale: 
 

Provider’s response: 
 
We have reviewed the policy on Behaviours that Challenge and 
have implemented a more robust method of recording any 
episode of behaviours that challenge. The nursing staff have had 
further training on the implementation of the policy and on the 
application of the assessment, recording and monitoring tools.  
 
The role of the multidisciplinary team has been highlighted in the 
policy and the need for a regular participation of the 
multidisciplinary team in the care review mechanism together 
with a proposed agreed time frame for the review process is 
included. 
 

 
 
Complete 
 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
A verbal complaint was not adequately responded to and investigated promptly by 
the person in charge. 
 
Action required:  
 
Review practice relating to recording and response to verbal complaints at the 
designated centre. 
 
Ensure all complaints are appropriately responded to and investigated promptly. 
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A full detailed report of the investigation further to the verbal complaint referenced in 
the inspection report is documented at the designated centre and a copy submitted 
to the Authority for review. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
All staff have received further training on their role in effective 
complaints management. Their role in ensuring that the correct   
recording, management and resolution of any complaint has also 
been highlighted and outlined to them.  
 
A more robust mechanism of recording complaints is now 
implemented to ensure that reporting mechanisms are followed 
which will enable more effective management of any complaints 
received.  
 
Copy of complaint investigation is attached as requested. 
 

 
 
Completed 
 

 
5. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
One residents care plan review was not documented in a full and complete manner 
in conjunction with the resident. 
 
Action required:  
 
Make the residents care plan available to the resident 
 
Kept the residents care plan under formal review as required by the residents 
changing needs or circumstances and no less frequently than at three-monthly 
intervals. 
 
Revise the resident’s care plan, after consultation with them, unless it is 
impracticable to carry out such consultation; and notify the resident of any review. 
 
Put in place training for all staff with regard to review of care plans. 
 
 
 
 

Page 19 of 22 



Reference:  
Health Act, 2007 
Regulation 8: Assessment and Care Plan 
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 full review of our care planning process has commenced. 
 
We in Kilbrew employ a person-centred approach to resident care 
planning. Residents are consulted on their care planning which 
takes place on a regular three-monthly basis and as the resident's 
needs change views taken into account when the care plan is 
being developed. The involvement of the resident's family or 
representative also takes place as identified needs change and at 
intervals of no less frequency that three monthly where the 
resident gives consent for their participation.  
 
Further training in care planning has commenced for the nursing 
staff.    
 

 
 
Ongoing 
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Recommendations 
 
 
These recommendations are taken from the best practice described in the 
National Quality Standards for Residential Care Settings for Older People 
in Ireland and the registered provider should consider them as a way of 
improving the service. 
 
Standard Best practice recommendations 
Standard 29: 
Management 
Systems 
 
 

Policies, procedure and practices are regularly reviewed in light of 
changing legislation, quality monitoring, residents’ views and best 
practice. They are subsequently amended and implemented as 
required. There is clear evidence in this regard. 

Standard 26: 
Health and 
Safety 

The smoking policy is fully implemented to ensure a healthy 
environment is in place for all residents and staff working at the 
designated centre. 
 

Standard 27: 
Operational 
Management 

Where the size of the residential care setting dictates, there is an 
appropriate management structure to support the work of the person 
in charge. 
 

Standard 14: 
Medication 
Management 

A medicines administration chart is maintained for each resident that 
clearly marks the date of medicine initiation. 
 
 

Standard 21: 
Responding 
to Behaviour 
that is 
Challenging 

Where a resident’s behaviour presents a risk to him/herself or others, 
his/her care plan sets out a plan of care that meets his/her individual 
assessed needs. The plan is reviewed regularly to assess its 
effectiveness and reflect the resident’s changing needs. Records of 
review meetings and/or case conferences, including named 
responsibility and timescales for actions and arrangements for 
review, are recorded and distributed to the resident and those in 
attendance at the meeting. 
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
We in Kilbrew Recuperation and Nursing Care continue to strive to provide the 
highest standards of care for our residents. We have addressed a number of the 
issues outlined in the report and will monitor the implementation of the changes 
proposed.    
 
Provider’s name: Francis Whelan 
Date: 12 July 2012 
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