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Centre name: 

 
Bramleigh Lodge 

 
Centre ID: 

 
0204 
 
Cashel Road 
 
Cahir 

 
Centre address: 
 

 
Co Tipperary 

 
Telephone number: 

 
052-7442129 

 
Fax number: 

 
052-7442129 

 
Email address: 

 
selma.kelly@sacrecoeur.ie 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Bramleigh Lodge Nursing Home Ltd 

 
Person in charge: 

 
Theresa Guilfoyle 

 
Date of inspection: 

 
25 July 2012 and 26 July 2012 

 
Time inspection took place: 

 
Day 1 Start: 10:15hrs  Completion: 19:15hrs 
Day 2 Start: 09:45hrs  Completion: 17:15 hrs 

 
Lead inspector: 

 
Mary Moore 

 
Support inspector: 

 
John Greaney 

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 

 
Bramleigh Lodge is a single-storey building that first opened as a nursing home in 
1994. Twenty six residents can be accommodated and the centre was registered by 
the Authority in January 2011 to provide accommodation primarily to dependent 
persons aged 65 years and over, and respite or convalescent care to persons under 
the age of 65 years to a maximum of four residents at any one time. The present 
provider, Bramleigh Lodge Nursing Home Ltd, was in the process of purchasing the 
centre at the time of the registration inspection in July 2010; they are the owners 
and registered provider since March 2011. 
 
On the day of inspection there were 25 residents living in the centre all of whom 
were in receipt of long-term care. Twenty of the 25 residents were greater than 80 
years of age. 
 
The main entrance leads to a lobby that contains the nurse’s office, administration 
office and a communal room for residents. A visitors’ room, accessed through this 
communal room has been provided since the registration inspection. A second 
spacious conservatory type communal room and a separate dining area are also 
provided for residents. Resident accommodation is provided in seven single and six 
twin-bedded rooms all of which are without en suite, and a further seven single 
bedrooms each of which are en suite with assisted shower, toilet and wash-hand 
basin. These latter seven bedrooms were constructed in 2010. There are a further 
three assisted bathrooms with shower or bath, wash-hand basin and toilet and an 
additional single toilet provided for residents’ use.  
 
The premises also accommodates catering and laundry facilities, separate staff 
facilities for catering and clinical staff, designated storage and a sluice room. 
 
There is a compact enclosed attractively refurbished secure garden area available to 
and easily accessed by residents. There is small car park to the front of the building 
from which one directly exits on to the busy main Cashel road. 
 

Location 

 
Bramleigh Lodge is located on the Cashel road on the outskirts of Cahir town. It is 
within reasonable walking distance of the local shops, churches and other amenities. 
 

 
Date centre was first established: 

 
1994 

 
Number of residents on the date of inspection: 

 
25 

 
Number of vacancies on the date of inspection: 

 
1 
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Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
8 

 
6 

 
8 

 
3 

 
Management structure 
 
Bramleigh Lodge Nursing Home is owned and managed by Bramleigh Lodge Nursing 
Home Ltd. The nominated Registered Provider is Selma Kelly, one of two directors of 
the company. The Person in Charge is Theresa Guilfoyle who was appointed to her 
post in February 2012. The Key Senior Manager is Laura Myers, the second director 
of Bramleigh Lodge Nursing Home Ltd, and she supports and deputises for the 
Person in Charge. The operations manager John Kelly attends to the operational 
management of the centre and a team of nursing staff, care assistants, catering and 
household staff attend to the needs of the residents on a daily basis. All staff report 
on a daily basis to the person in charge. 
 
Staff 
designation 

Person 
in 
Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on 
duty on day 
of 
inspection 

1 1 3 2 1 1* 2** 

 
* The operations manager 
** The nominated registered provider and the key senior manager were present in 
the centre for both days of inspection 
 

Background  
 
This report set out the findings of an announced inspection, the third inspection of 
the centre by the Authority. The inspection took place over two days, followed up on 
the findings of the last inspection and the progress made by the provider in the 
implementation of the required improvements as set out for them in the action plan.  
The provider had also made an application to vary/remove conditions of registration 
and a new person in charge had been appointed in February 2012; both of these 
factors in addition to the follow-up element of the inspection informed and influenced 
the inspection process.   
 
The first inspection took place on 13 July 2010 and was a two-day announced 
registration inspection. At that time the centre was in the process of being purchased 
by the current providers. The inspection findings therefore reflected the established 
practices and governance of the previous provider. The improvements required were 
outlined by the inspectors in eleven actions and one best practice recommendation in 
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an action plan. The prospective provider and the existing provider both agreed and 
committed to the implementation of the required improvements and this was 
reflected in the timeframes and responsibilities agreed with the Authority.  
 
The primary purpose of the second inspection of 27 July 2011 was to establish the 
progress made by the new (current) provider in implementing the required 
improvements identified by the registration inspection in light of the provider’s 
application to vary/remove conditions attached to the registration of the centre 
thereby expanding the range of needs that could be accommodated. The inspector 
found that the provider articulated a sound awareness of the improvements required 
to improve upon the quality and safety of the care and services provided to residents 
and to further 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. 
Work completed demonstrated their commitment and willingness to implement the 
required improvements but given the timeframe of their ownership, approximately 
five months, the progress made on implementing the required improvements was 
poor and significant work was outstanding. Further required improvements in wound 
prevention and management, moving techniques in resident care and evidence to 
support that the person in charge was actively and consistently involved in the 
governance, operational management and administration of the designated centre 
were identified. 
 
The required improvements were set out in detail in 13 actions in the action plan at 
the end of that report and included: 
 

 adequate and appropriate staffing 
 governance of the service on a regular and consistent basis 
 care planning to support a high standard of evidence based nursing practice 
 manual handling practice 
 completeness of staff files 
 risk management 
 the development and implementation of centre-specific and evidence-based 

policy and procedure. 
 
 
Summary of findings from this inspection  
 
 
Overall, given the findings of the inspection in July 2011, the inspectors were 
satisfied that the provider had made substantial improvements since that inspection. 
While further improvements were required, the inspectors were satisfied that the 
provider had a clear vision for the service and was committed to the provision of 
safe, quality care and services to the residents. Residents appeared well and the 
attention given to their needs by staff was reflected in the nursing, medical and 
social care documentation reviewed by inspectors. Residents spoken with by 
inspectors were content and happy with the care and attention that they received. 
The inspectors found the premises to be bright and welcoming, visibly clean and well 
maintained. Of the 13 actions followed up on by the inspectors six were fully met, 
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three were substantially complete but further improvements were identified on this 
inspection, two were partially met and two were not met. Actions directly relevant to 
the care and wellbeing of residents such as medication management practices, care 
planning, moving techniques in patient care, wound prevention and management 
had all been fully implemented to a good standard. A comprehensive suite of policies 
to guide and support practice and service delivery had been implemented since the 
last inspection. A new person in charge had been appointed and staff had access to 
a solid programme of staff education and training. The inspection identified five core 
interdependent areas for improvement and the provider was reissued with seven 
actions that are outlined in detail in the action plan at the end of this report. These 
core improvements related to: 
  

 procedures for the management and review of complaints 
 the implementation of recommendations of all and any reviews undertaken 

including the provision of specific staff training 
 clarity in relation to the governance of the service to ensure effective 

management and the delivery of safe quality care and services at all times 
 a robust system of review and quality assurance that clearly and consistently 

identifies deficits and required improvements 
 as part of the quality assurance programme a robust system for the 

supervision of all staff including any agency staff employed. 
 
Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Provide all residents with opportunity to participate in person-centred, meaningful 
and purposeful activity and occupation that suits their individual needs, preferences 
and capacity. 
 
A standardised assessment tool is used to assess behaviour that is challenging with 
symptoms objectively documented and qualified. There is documented evidence that 
the behaviour is persistent, preventable causes have been ruled out and 
interventions to manage the behaviour are based on best practice evidence and 
clearly set out in the residents care plan.  
 
The provider will review the policy and practice of restraint and aim towards a 
restraint-free environment for all residents. If restraint is used it should be as a last 
resort. Policy and practice shall adhere to best practice guidelines, national guidelines 
and regulatory requirements. 
 
 
This action was substantially complete. Based on the inspection findings the 
inspectors were satisfied that the provider had made significant improvements since 
the last inspection. However, based on the cumulative evidence in relation to 
residents rights, choice and dignity, more explicit and robust systems were required 
to ensure that each staff member was aware of and at all times ensured that care 
and practice respected each resident’s privacy and dignity and right to meaningful 
self-expression; this is explored further later in this section. 
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The inspectors saw and staff spoken with confirmed that the centre now had its own 
dedicated activities coordinator who was present in the centre daily Monday to 
Friday. The inspectors saw that the activities programme was inclusive of more frail 
and cognitively impaired residents and while the smaller communal room was still 
utilised there was evidence of enhanced staff activity and engagement with residents 
including individual chats, reading aloud of the daily newspaper, music sessions and 
chair-based exercises. Staff spoken with had a sound understanding of the 
therapeutic benefit for residents of meaningful activity and social engagement, had 
completed Further Education and Training Awards Council (FETAC Level 5) in activity 
provision and completed an evidence-based assessment on each resident that 
informed an individualised activity plan. There was evidence of improved signage 
including the use of signage as a reorientation cue for residents. 
 
The inspector was satisfied that restraint practice was in line with the 
recommendations of nationally agreed best practice guidelines on the use of restraint 
in residential care settings. A restraint register was maintained and monitored the 
use of bedrails for seven residents. The use of bedrails was informed and supported 
by an evidence-based assessment tool; there was also evidence of discussion and 
agreement with the resident or responsible family member, and 24-hour monitoring 
and release charts were maintained.    
 
Based on their observations, the overall inspection findings and staff spoken with the 
inspectors were satisfied that the provider and the person in charge were committed 
to ensuring that residents were at all times protected and in receipt of safe, high 
quality care. There was evidence to support that systems were in place to protect 
each resident from harm and abuse and appropriate action was taken by the 
provider in response to alleged or suspected abuse. The provider had also 
commissioned an external audit of residents’ rights in March 2012 the findings of 
which both positive and negative were communicated to and discussed with all staff. 
A recommendation had been made, however, that significant improvements were 
required in relation to communicating with and managing residents exhibiting 
challenging behaviours. The findings of the inspection by the Authority in July 2011 
would have identified a problem-based approach to the management of challenging 
behaviours. Antecedent, behaviour and consequence charts (ABC Charts) had been 
introduced into practice but those reviewed by the inspector did not support that 
staff had a sound understanding of their use in establishing possible patterns, 
triggers and appropriate management interventions for challenging behaviours.       
These interdependent findings on resident protection and rights in the context of 
evidence to support some poor lingering attitudes and work practices, were 
discussed at length with the nominated registered provider and the person in charge 
as was the requirement for robust systems of ensuring that staff were aware of and 
at all times implemented best practice based soundly in the principles of person-
centred care. The provider committed to securing further education and training for 
staff so as to provide them with the required knowledge and skills to provide 
consistent supportive communication and care. 
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While staff were seen to erect care in progress signs and utilise bed-screens, the 
provision of screens/blinds on the glass panels of residents’ bedrooms would further 
promote and protect the privacy and dignity of residents.   
 
2. Action required from previous inspection:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre. 
 
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.   
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward 
incidents or adverse events involving residents. 
 
Ensure that the risk management policy covers the precautions in place to control 
the following specified risks: the unexplained absence of a resident; assault; 
accidental injury to residents or staff; aggression and violence; and self-harm.  
 
 
This action was substantially completed. The improvements implemented by the 
provider since the last inspection indicated that they were committed to promoting 
and protecting the health and safety of staff, residents and visitors to the centre; 
however, some further improvements were required to ensure that adequate 
controls were in place to manage risks and maximise safety.  
 
The premises was unobtrusively secure, visibly clean, bright and welcoming and free 
from significant hazards. Circulation areas were free of obstructions and entry to high 
risk areas such as the sluice room, cleaners’ room, catering areas and staff quarters 
was restricted. 
 
An external facilitator had overseen the formulation and implementation of a centre-
specific health and safety statement in May 2012 including the facilitation of staff 
workshops. The health and safety statement was supported by a centre-specific risk 
management policy and a comprehensive range of both centre-specific risk 
assessments and assessment of the risks as outlined in Article 31 of the Health Act 
2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended).   
 
Further improvements to enhance the progress made by the provider were identified 
by the inspection process as follows; not all window openings were restricted and 
posed a risk of attempted egress and injury to more vulnerable residents. 
 
Risk management controls to reduce the risk of fire, burns and injury had been 
identified and formally documented in relation to residents who smoked; controls 
were seen by the inspectors to be implemented by staff. Improvement was required, 
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however, in relation to staff supervision of resident smoking, as while it was 
documented as required it was not explicitly quantified or recorded.  
 
There was evidence of good fire safety practices. Fire detection and fire fighting 
equipment was serviced and maintained in line with legislative requirements; 
emergency escape routes and exits were checked twice daily. Staff had attended 
training on fire safety and the safe evacuation of residents in January 2012 and July 
2012 and staff spoken with by inspectors had good knowledge of the systems and 
procedures in place and actions to be taken in the event of fire. However, while 
personal emergency evacuation plans (PEEP’s) were in place for each resident the 
inspectors saw and staff spoken with confirmed that assistive evacuation devices 
such as ski-sheets or ski-pads were not available to staff.    
       
Improvements were required in the systems for reviewing accidents and incidents 
and adverse events and these are dealt with in action 10; systems for reviewing and 
improving the quality and safety of care and services provided to residents.     
  
3. Action required from previous inspection:  
 
Put in place appropriate and suitable practices and written operational policies in 
accordance with current regulations, guidelines and legislation relating to the 
ordering, prescribing, storing and administration of medicines to residents including 
PRN medications. Ensure that staff are familiar with and have access to such policies 
and procedures. 
 
Put in place suitable arrangements and appropriate procedures and written policies in 
accordance with current regulations, guidelines and legislation for the handling and 
disposal of unused or out-of-date medicines and ensure staff are familiar with such 
procedures and policies. 
 
 
This action was met. Based on their observations, documentation reviewed and staff 
spoken with, the inspectors were satisfied that nursing staff implemented good, safe 
medication management practices that were in line with their regulatory body 
medication management guidelines. Practice was guided by and in line with a 
comprehensive medication management policy implemented in February 2012. Policy 
and procedures were now in place for the management and disposal of unused or 
unwanted medications; the maximum dosage of PRN medications (medication that is 
not scheduled or required on a regular basis) was clearly stated on medication 
prescription records reviewed by the inspector. Nursing staff confirmed as stated in 
the revised medication management policy that they no longer transcribed 
medications on a regular and routine basis; transcribing was permissible only in an 
emergency situation. 
 
Medication management practices were subject to audit by the person in charge and 
there was evidence to support that improvements required were actioned. However, 
while documentation reviewed indicated that medication errors were monitored, 
recorded and dealt with, with measures taken to prevent a reoccurrence, there was 
some lack of clarity noted by inspectors in the records reviewed. This is dealt with in 
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action 10; systems for reviewing and improving the quality and safety of care and 
services provided to residents.     
 
4. Action required from previous inspection:  
 
Ensure that the numbers and skill-mix of staff are at all times appropriate to the 
assessed needs of residents, and the size and layout of the designated centre. 
 
 
This action was partially complete. The provider reported that staffing levels had 
been increased further to the findings of the inspection in July 2011. A one month  
planned and actual roster was in place and based on their observations and a review 
of the roster, the inspector was satisfied that staffing levels had been increased, 
were relatively consistent and appropriate to the number and assessed needs of the 
residents. The inspector saw and staff spoken with confirmed that extra staff were 
on duty at times of increased demands. The inspector observed and heard staff use 
a “walkie-talkie” system to communicate with and seek assistance from each other 
while supervising and assisting residents. 
 
However, further improvements in relation to staffing but also linked to staff 
supervision and the overall governance of the service were identified on inspection.  
The inspector noted and the provider and person in charge confirmed that they had 
recently been required to utilise agency nursing staff to maintain adequate staffing 
levels. An explicit contract between the staffing agency and the provider was in place 
and the inspector saw that the provider had taken further measures to establish the 
suitability of staff engaged. However, based on documentation reviewed and 
information given by the provider and the person in charge, the inspector was not 
satisfied that adequate and robust arrangements were in place to ensure that agency 
staff were appropriately and adequately inducted, supervised and supported to 
ensure that they were competent and had sufficient knowledge of the residents and 
the service. The role of other staff and their responsibility and accountability for 
agency staff was also not clear.  
 
Based on documentation reviewed by the inspectors there was evidence to indicate 
that structured systems were required to ensure that staff were appropriately 
deployed and allocated specific responsibility at peak activity times such as 
mealtimes. 
 
The person in charge confirmed that there was a misleading and unaccounted for 
discrepancy in the staff roster. Systems are required to ensure that there is 
transparency, traceability, accountability and responsibility for any alterations made 
to the roster.     
 
5. Action required from previous inspection:  
 
Ensure that each resident has a care plan that clearly identifies the resident’s needs, 
problems and goals and delivers evidence based, best practice nursing care that is 
suitable and sufficient to meeting the needs of the individual resident.    
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Keep each resident’s care plan under formal review as required by the resident’s 
changing needs or circumstances, and no less frequent than at three-monthly 
intervals. 
 
Revise each resident’s care plan, after consultation with him/her. 
 
 
This action was met. Based on a sample of care plans reviewed the inspector noted a 
significant improvement in the standard of care planning. Care plans accurately 
reflected the assessed and evolving needs of the resident, planned nursing 
interventions were personalised and specific to the requirements of each resident. 
The planning of care was supported by a suite of validated risk assessment tools that 
were accurately completed and reviewed at a minimum of two to three monthly. 
Care plans were reviewed and amended in line with the residents changing needs. 
 
Nursing staff had attended education on care planning in October 2011 and overall 
the care plans reviewed demonstrated that staff had a good understanding of the 
process. The nursing assessment of needs, planning and evaluation of care as 
reviewed by the inspector in the care plans demonstrated a sound evidence-based 
approach to care such as in the management of nutrition and weight loss, the 
prevention of falls and the use of restraint. There were no deviations noted by the 
inspector between planned and actual care. 
 
A system for the pre-admission assessment of residents was in place as were 
systems for the exchange and receipt of relevant information when residents were 
transferred to or returned from another healthcare setting. Medical records reviewed 
indicated that residents had access to equitable and timely medical review and other 
health care services such as occupational therapy, physiotherapy, dietetic services, 
speech and language therapy and mental health services. The inspector saw that 
following such reviews recommended care and treatments were prescribed and 
integrated into the nursing plan of care. 
 
6. Action required from previous inspection:  
 
Provide centre-specific written operational policies and procedures relating to the 
making, handling and investigation of complaints from any person about any aspects 
of service, care and treatment provided in, or on behalf of a designated centre.  
 
Ensure the complaints procedure contains an independent appeals process, the 
operation of which is clear to the complainant and is included in the designated 
centre’s policies and procedures.  
 
Display the complaints procedure in a prominent position in the designated centre 
and it is clear from the procedure who is the nominated person in the designated 
centre to deal with all complaints. 
 
 
This action was not met. A centre-specific policy for the management of complaints 
dated January 2012 was in place, and a synopsis of the complaints procedure was 
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displayed; however, staff were not familiar with the policy and it was not 
implemented in practice. The policy identified the person in charge as the nominated 
complaints officer but she was unaware of this, the appeals person was the 
operations manager but he also investigated complaints and there was no complaints 
register in place. Complaints were logged as incidents and filed in an indiscriminate 
manner in the accident and incident folder making their retrieval and analysis 
difficult. While the records reviewed by the inspector indicated that complaints were 
listened to and acted upon and residents felt comfortable in approaching 
management with their concerns, actions required for learning or to prevent a re-
occurrence or complainant satisfaction were not at all times identified or established.  
Complaints were reviewed only as part of the overall blanket review of incidents 
which established their incidence but not whether complaints had been appropriately 
recorded, responded to, investigated and resolved, lessons learned or improvements 
required.    
 
7. Action required from previous inspection:  
 
Review and implement all the written operational policies and procedures of the 
designated centre.  
 
Implement evidence-based policy and procedures in line with the assessed and 
presenting needs of the residents to guide and inform a high standard of evidence-
based nursing practice. Ensure that all staff are familiar with and implement such 
policy. 
 
 
This action was met. While deficits were noted in complaints management, overall 
the inspection findings indicated that significant progress had been made in the 
implementation of centre-specific policies and procedures. Areas of practice 
reviewed, including the management of elder abuse, staff recruitment, risk 
management, medication management, the use of physical restraint and wound 
management, indicated that policy and practice were congruent and that policies 
supported a strong evidence base to care and practice. The inspectors also saw that 
staff signed as having read and understood each newly implemented policy. The staff 
training and development programme supported the introduction and 
implementation of the policies. A planned staff training programme was in place and 
the inspector saw that since the last inspection in July 2011 staff had attended 
education and training on a broad range of relevant topics such as nutrition, falls 
prevention, care planning, elder abuse, medication management, wound care, 
infection prevention and control, end-of-life care and basic life support.   
 
8. Action required from previous inspection:  
 
The person in charge shall ensure that all staff are supervised on an appropriate 
basis pertinent to their role. Adequate and appropriate supervision identifies and 
addresses limitations in care and practice.  
 
The person in charge shall ensure that the staff supervision or appraisal system 
identifies and assesses staff strengths, competencies and skills, identifies gaps and 
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determines the need for further training. Staff are provided with the opportunity to 
develop their strengths and capabilities so as to meet the changing needs of 
residents to the required standard. 
 
 
This action was not met. The inspector was not satisfied that robust systems for the 
supervision and appraisal of staff were in place as outlined in the providers response 
to the action plan given salient findings and improvements required as discussed 
earlier in the report in relation to ensuring that: 
 

 staff were aware of and at all times implemented best practice based 
soundly in the principles of person-centred care when communicating with 
and providing direct care to residents 

 adequate and robust arrangements to ensure that agency staff were 
appropriately and adequately inducted, supervised and supported  

 staff were appropriately deployed and allocated specific responsibility at 
peak activity times such as mealtimes. 

 
The person in charge when spoken with was clear as to her role and responsibilities 
in the supervision of staff and monitoring the standard of care and practice delivered 
to residents. The provider when spoken with was clear as to the required and 
expected standard of care and services delivered to residents while living in the 
centre. However, the inspector saw in addition to the deficits outlined above that 
staff appraisals had not been completed on all staff and had ceased in late 2011, 
early 2012; nursing staff had completed a self assessment of their competencies but 
only approximately 33% of non-nursing staff had been appraised. There was some 
evidence that deficiencies/improvements identified were reflected in the staff training 
programme but no definitive action plan or a re-evaluation of skills and competencies 
as a follow through on the appraisal system was in place.  
 
9. Action required from previous inspection:  
 
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. 
 
Put in place recruitment procedures to ensure the authenticity of the staff references 
referred to in Schedule 2. 
 
 
This action was met. A sample of staff files reviewed by the inspector were 
substantially complete and supported the provider’s knowledge of legislative 
requirements. Systems were in place for verification of the authenticity of staff 
references. 
 
Eight nursing staff were employed and evidence of their current registration with An 
Bord Altranais was available for inspection.  
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10. Action required from previous inspection: 
 
Make a report in respect of any review conducted by the registered provider for the 
purposes of Regulation 35 (1), and make a copy of the report available to residents 
and, if requested, to the Chief Inspector. 
 
Consult with residents and their representatives in relation to the system for 
reviewing and improving the quality and safety of care, and the quality of life of 
residents. 
 
 
This action was partially implemented. There was evidence of a system for reviewing 
and continuously improving upon the care and services provided to residents. 
However, the robustness and consistency of the system was not clear and it did not 
at all times demonstrate how it identified deficits and improvements or learning 
required to prevent a reoccurrence and thereby enhance clinical, safety and quality 
of life outcomes for residents. This was particularly evident in the systems for 
reviewing incidents. The review system evidenced by the inspectors was generic 
whereas the recording system for incidents included a combination of complaints, 
slips, trips and falls or other accidents to residents and incidents such as medication 
errors. Consequently the result of the review was primarily a measurement of 
incidence and did not demonstrate a sound understanding of the purpose of review 
as part of a quality assurance programme. The inspector also noted that incidence 
reports were not at all times fully and accurately completed, preventative actions 
were not at all times identified, did not support the robust investigation of incidents 
and actions identified were not at all times appropriate or sufficient to reduce the risk 
of re-occurrence. Linked to this action were the findings in Action 8, in relation to the 
requirement of a robust system of staff appraisal and the implementation of any 
recommendations made further to any other service reviews including the 
requirement for further staff training.  
 
There was evidence that residents were consulted as to the quality of care and 
services provided to them and that the provider took action in response to issues or 
queries raised by the residents individually or as part of the structured residents 
meetings.  
    
 
11. Action required from previous inspection: 
 
Put in place appropriate and suitable practices and current evidence based policy, 
procedure and guidelines on wound prevention and management. Ensure that all 
staff are familiar with and implement such policy.    
 
 
This action was met. The inspector saw that wound care prevention, classification 
and management was guided by nationally agreed best practice guidelines. Staff had 
attended wound care education in March 2012 and further training was planned for 
November 2012. The inspector noted a significant improvement in the standard of 
nursing wound care documentation including clear plans for the assessment and 
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management of wounds; assessment was supported by the use of dated 
photographs for which consent was sought. Residents were seen to be provided with 
the appropriate pressure relieving equipment relative to their objective level of risk; 
where a deviation was noted by the inspector, staff offered a clear clinical rationale. 
 
 
12. Action required from previous inspection: 
 
Provide refresher moving and handling training for all staff. Training is evidence-
based and provided by a suitably qualified, accredited and competent external 
facilitator.  
 
Review the manual handling assessments and care plans of residents in line with 
current best practice in manual handling. 
 
Ensure that sufficient contemporary, evidence-based assistive devices are available 
to staff in line with the assessed needs of residents.  
 
 
This action was met. The inspector saw certificates confirming that 24 staff had 
attended education and training in moving techniques in resident care (manual 
handling) in August 2011 facilitated by an external consultant. A further nine staff 
attended training facilitated by an occupational therapist in January 2012. The 
inspector saw and staff confirmed that staff had available to them the appropriate 
assistive devices such as hoists and flat sheet sliding systems. A sit-to-stand hoist 
had been provided in November 2011, staff had received training in its use and 
documentation reviewed by the inspector confirmed that the resident was assessed 
by the occupational therapist to establish the suitability and safety of the hoist for 
the resident. The inspector saw that residents had current manual handling plans in 
place and that the occupational therapist also had input as required into the manual 
handling plan. The inspectors did not observe staff to employ any unsafe or outdated 
manual handling practices.   
 
 
13. Action required from previous inspection: 
 
The provider will ensure that the person in charge is regularly and consistently 
engaged in the operational management and administration of the centre on a 
regular and consistent basis. 
 
The provider shall ensure that management systems are effective and promote and 
support the delivery of safe, quality care services. 
 
The person in charge shall ensure that there is a planned and actual staff rota that 
clearly demonstrates the duty roster of all persons employed in the centre and 
whether the roster actually worked. 
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This action was substantially completed. At the time of the previous two inspections 
the post of person in charge was shared between two centres owned and managed 
by the provider; therefore one person in charge was responsible and accountable for 
both centres. Given the findings of the last inspection and the outstanding work 
required to advance compliance with best practice and 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, the inspector was not satisfied with these arrangements and 
the provider was requested to review the arrangements for the person in charge of 
both centres. 
 
The provider had actioned this and each centre now had a dedicated person in 
charge. The person in charge of Bramleigh Lodge was appointed in February 2012. 
The Authority received the required notification and a fit-person interview was 
undertaken with the person in charge during the course of this inspection. The 
person in charge demonstrated sufficient knowledge of the legislation, her regulatory 
and professional responsibilities and had good knowledge of the residents and their 
care requirements. The person in charge worked fulltime Monday to Friday, was 
suitably qualified and experienced and had undertaken relevant ongoing professional 
development. 
 
The roster demonstrated and staff spoken with confirmed that an on-call system was 
in place at weekends and either the person in charge or the nominated registered 
provider was available to staff. 
 
However, there was evidence to support that the current governance arrangements 
required further clarity in relation to roles and responsibilities and to ensure that 
adequate arrangements are in place to ensure effective management and the 
delivery of safe, quality care and services at all times. The requirement for clarity 
was specifically evidenced in relation to the management of complaints, staffing, the 
management of the staff roster and procedures to ensure that there were adequate 
arrangements in place for the management of the centre during the routine or 
unexpected absence of the person in charge. This was discussed at length by the 
inspectors with all the relevant stakeholders and the inspector is satisfied that the 
provider plans to address this issue through the appointment of key senior managers 
specific to Bramleigh Lodge. 
 
Report compiled by: 
 
Mary Moore 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
1 August 2012  
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Chronology of previous HIQA inspections 

Date of previous inspection: Type of inspection: 
 

 
13 July 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
21 July 2011 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
25 July 2012 
 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Provider’s response to inspection report ∗ 
 

 
Centre: 

 
Bramleigh Lodge 

 
Centre ID: 

 
0204 

 
Date of inspection: 

 
25 July 2012 and 26 July 2012 

 
Date of response: 

 
28 August 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 and person in charge have failed to comply with a 
regulatory requirement in the following respect: 
 
Improvements were required in relation to communicating with and managing 
residents exhibiting challenging behaviours. 
 
Action required:  
 
The person in charge will ensure that staff members are provided with access to 
education and training to enable them to communicate and provide care in 
accordance with contemporary evidence-based practice with specific reference to the 
management of challenging behaviours. 
  
Action required:  
 
The person in charge will ensure that a standardised assessment tool is used to 
assess behaviour that is challenging with symptoms objectively documented 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 



 

Page 19 of 26 

qualified. Staff are knowledgeable as to its completion and use. There is documented 
evidence that the behaviour is persistent, preventable causes have been ruled out 
and interventions to manage the behaviour are based on best practice evidence and 
clearly set out in the residents care plan.  
 
Action required:  
 
Ensure that the organisation and delivery of care provides each resident with the 
freedom to exercise choice to the extent that such freedom does not infringe on the 
rights of other residents.  
 
Action required:  
 
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private with reference to their own private accommodation. 
 
Reference:  

Health Act, 2007 
Regulation 10: Residents’ Rights, Dignity and Consultation  
Regulation 17: Training and Staff Development 
Standard 24: Training and Supervision 
Standard 2: Consultation and Participation 
 

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

Timescale: 
 

Provider’s response: 
 
Training for staff in responding to and the management of 
challenging behaviours is scheduled to take place in the centre on 
5 September 2012. This training will be centre-specific to the 
nursing home and will be delivered by external professional 
facilitators. The training will also specifically cover the completion 
and use of standardised assessment tools used to assess 
challenging behaviour. The person in charge will ensure that 
through such training and on-going supervision of staff, the 
organisation and delivery of care will provide each resident with 
the freedom to exercise choice to the extent that such freedom 
does not infringe on the rights of other residents.   
 
Screening will be provided on the glass panels in the bedroom 
doors to further promote and protect the privacy and dignity of 
residents.   
 

 
 
5 September 
2012 
 
 
 
 
 
 
 
 
 
 
30 September 
2012 
 

 
2. The provider  has failed to comply with a regulatory requirement in the 
following respect: 
 
The risk management policy did not cover the identification and assessment of all 
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risks throughout the designated centre and the precautions in place to control the 
risks identified.   
 
Action required:  
 
Review all window openings and ensure that they are adequately restricted so as not 
to pose a risk to vulnerable residents. 
 
Action required: 
 
Ensure that adequate arrangements are in place for the safe and efficient evacuation 
of residents in the event of fire including the provision of appropriate assistive 
devices in line with the resident’s level of dependency and available staffing levels. 
Ensure that staff are familiar with the use of such assistive devices.   
 
Action required:  
 
Where consumption of tobacco by residents is facilitated the provider shall ensure 
that all the required controls including the level of staff supervision required and staff 
responsibilities in relation to such supervision are explicitly stated and recorded. 
 
Reference:  

Health Act, 2007 
                   Regulation 31: Risk Management Procedures  
                   Regulation 32: Fire precautions and records 
                   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: 
 
All window openings are currently being reviewed to ensure that 
they are adequately restricted for the protection of vulnerable 
residents. 
 
We are also currently undertaking a review of resident personal 
emergency egress plans to ensure that same are up-to-date in 
line with residents’ level of dependency and available staffing 
levels. As required, appropriate assistive devices such as ski-
sheets or ski-pads will be provided and staff will be trained in the 
use of such devices. 
 
Consumption of tobacco within the nursing home building is no 
longer facilitated by the provider. However, the provider may 
facilitate the consumption of tobacco by a resident on the nursing 
home premises. In such situations, all the required controls 
including the level of staff supervision required and staff 

 
 
7 September 
2012 
 
 
30 September 
2012 
 
 
 
 
 
Completed 
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responsibilities in relation to such supervision will be explicitly 
stated and recorded in the individual resident's care plan.      
 
 
3. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
Staffing arrangements did not ensure that the centre was at all times managed by a 
suitably experienced nurse. 
 
Action required:  
 
Ensure that an appropriately qualified and experienced registered nurse is on duty 
and in charge of the designated centre at all times, and maintain a record to this 
effect. 
 
Action required:  
 
Ensure that agency staff are employed only for unforeseen contingencies. Where 
there is a requirement to use agency staff ensure that there are explicit procedures 
in place in relation to their induction, supervision and support to ensure that the 
needs of the residents, the aims and objectives of the service and its relevant policies 
and procedures are at all times met to the required standard.   
 
Action required:  
 
Ensure that there is a system in place that allows for accountability and responsibility 
for any changes made to the planned roster. The roster shall clearly demonstrate the 
duty roster of all persons employed in the centre and whether the roster was actually 
worked. 
  
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 person in charge will ensure that the registered nurse on 
duty at all times is appropriately qualified and experienced and 
where this nurse is new to the nursing home that he or she is 
inducted to the nursing home prior to being on duty and that 
records to this effect are maintained at all times.  
 
With regard to agency staff, the existing arrangements have been 
reviewed. The nursing home does not currently use agency staff 

 
 
Completed 
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and our policy is such as to only employ agency staff for 
unforeseen circumstances going forward. Where agency staff 
may be required in the future, the person in charge and provider 
will put in place an arrangement with the agency that proposed 
agency staff would be inducted to the nursing home prior to 
working a shift in the nursing home and that such agency nursing 
staff would be appropriately supervised and supported while on 
duty. All changes to the planned roster are now made by the 
director of nursing only. 
 
 
4. The provider  has failed to comply with a regulatory requirement in the 
following respect:  
 
Complaint policy and procedures were not implemented in practice.  
 
Action required:  
 
Ensure that all staff including those with identified responsibilities are familiar with 
and implement the written operational policies and procedures relating to the 
making, handling and investigation of complaints from any person about any aspects 
of service, care and treatment provided in, or on behalf of a designated centre.  
 
Action required:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. Records of complaints are 
maintained in a manner so as to ensure completeness, accuracy and ease of 
retrieval. 
 
Action required:  
 
Ensure that complaints are analysed as part of the system of monitoring, reviewing 
and continuously improving upon the quality and safety of care and services provided 
to residents.  
 
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: 
 
The complaints policy has been reviewed with all persons with 
identified repsonsibilities therein to ensure that all persons named 
in the complaints policy are familiar with the written procedures 

 
 
30 September 
2012 
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regarding complaints and the handling of same. A training 
session will be held with all staff at the September staff meetings 
to ensure that all staff are familiar with the complaints policy and 
procedure in the nursing home. 
 
The system for recording and keeping complaints has been 
reviewed and modified. Complaints are now recorded separately 
to other incidents on a new complaints form. A dedicated 
complaints register is now in place which details the investigation 
and outcome of all complaints and residents feedback on same. 
This register is maintained by the person in charge and will be 
reviewed and analysed by management at the monthly 
management meetings. Complaints will continue to be audited 
regularly as per the existing audit schedule and the results will 
inform the quality and safety of care and services provided going 
forward.   
 

 
 
 
 
 
Completed 
 

 
5. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
Systems in place for the supervision of staff were not adequate. 
 
Action required:  
 
The person in charge shall ensure that all staff are supervised on an appropriate 
basis pertinent to their role. Adequate and appropriate supervision identifies and 
addresses limitations in care and practice.  
 
Action required:  
 
The person in charge shall ensure that the staff supervision or appraisal system 
identifies and assesses staff strengths, competencies and skills, identifies gaps and 
determines the need for further training. Staff are provided with the opportunity to 
develop their strengths and capabilities so as to meet the changing needs of 
residents to the required standard. Ensure there is clear evidence of this. 
 
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: 
 
Systems for the supervision of staff have been reviewed and 
updated in line with the Authority's report findings. Specifically, 

 
 
Completed 
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the person in charge will ensure that there will be enhanced 
supervision by her of the delivery of best practice in person 
centered direct care to residents which will utilise a combination 
of self-assessment and observation techniques. Agency staff 
induction and supervisory arrangements have also been reviewed 
as outlined earlier in this action plan. In relation to the 
deployment of staff at peak activity times, this has aready been 
reviewed and updated by the person in charge to ensure 
optimum deployment of staff.   
 
With regard to staff appraisals, the person in charge is currently 
reviewing exisitng staff appraisals and completing all outstanding 
staff appraisals. The model of appraisal has been updated so that 
it now contains a definitive action place and a review date for re-
evaluation of skills and competencies.     
 
 
6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Systems for the review of the quality of care and services were inconsistent and did 
not at all times demonstrate a sound understanding of the purpose of review as part 
of a quality assurance programme. 
 
Action required:  
 
Establish and maintain a robust 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. Deficits are clearly identified, improvements are clearly 
demonstrated and a corrective action plan where identified is developed and 
implemented. 
 
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: 
 
The system for reviewing the quality and safety of care and 
quality of life for residents has been reviewed and a new policy 
on quality assurance and continuous improvements has been 
introduced to the nursing home which sets out clear procedures 
in relation to the identification of deficits and opportunities for 
improvement. Such deficits and opportunities for improvement 
will be listed, prioritised and assigned a timeframe, responsibility 

 
 
Completed 
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and review date. In addition to the above, the existing incident 
reporting form has been also been reviewed and modified.  
 
 
7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Further clarity was required in the governance of the centre to ensure effective 
management and the delivery of safe, quality care and services at all times. 
 
Action required:  
 
The provider shall ensure that adequate arrangements are in place for the effective 
management and administration of the centre on a daily basis and in the absence of 
the person in charge through the appointment of appropriate key senior managers. 
The provider shall notify the Authority of such appointments. 
 
Action required:  
 
The provider shall ensure that management systems are effective and promote and 
support the delivery of safe, quality care services. 
 
Reference:  

Health Act, 2007 
                   Regulation 15: Person in Charge 
                   Regulation 16: Staffing 
                   Regulation 38: Notification of the procedures and arrangements for 
                                        periods when the person in charge is absent from a  
                                        Designated Centre 
                   Standard 23: Staffing Levels and Qualifications 
                   Standard 27: Operational Management 

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

Timescale: 
 

Provider’s response: 
 
The management systems have been reviewed by the provider 
and person in charge to ensure that governance arrangements 
are clear. This includes clarifying roles and responsibilities with 
regard to the management of complaints, staffing and roster 
management and the arrangements for management during the 
absence of the person in charge. These governance 
arrangements are supported through the appointment of a 
named clinical and non-clinical key senior manager. The 
appointment of the new key senior managers has been notified 
to the Authority.  
 

 
 
Completed 
 



 

Page 26 of 26 

 
 
Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
None given. 
 
Provider’s name: Bramleigh Lodge Nursing Home Limited 
 
Date: 28 August 2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


