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Centre name: 

 
Gowran Abbey Nursing Home 

 
Centre ID: 

 
0232 
 
Gowran Centre address: 
 
Co Kilkenny 

 
Telephone number:  

 
056-7726500 

 
Email address: 

 
info@gowranabbeynursinghome.ie 

 
Type of centre: 

 
 Private   Voluntary  Public 

 
Registered provider: 

 
Gowran Partners 

 
Person authorised to act on 
behalf of the provider: 

 
 
Dr Finian Gallagher 

 
Person in charge: 

 
Bridget Kirwan 

 
Date of inspection: 

 
4 June 2012 and 5 June 2012 

 
Time inspection took place: 

 
Day 1-Start:10:00hrs Completion:20:30hrs 
Day 2-Start: 09:00hrs Completion:15:30hrs 

 
Lead inspector: 

 
Noelene Dowling 

 
Support inspector: 

 
Day 1 Catherine O’Keeffe   

 
Type of inspection  

 
 announced    unannounced  

 
Date of last inspection:  

 
05 May 2011 and 06 May 2011 

 
 
 
 

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

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

Location of centre and description of services and premises 
 
Gowran Abbey Nursing Home is a purpose-built facility which commenced operations 
in 2007. It accommodates 48 older persons on a long-term, convalescence and 
respite basis. Persons under 65 years old will be considered for admission on an 
individual basis according to their assessed needs. The accommodation comprises 48 
single bedrooms with en suites which contain an assisted shower, toilet and wash-
hand basin. Although there are 49 bedrooms only 48 are utilised for residents’ use. 
Gowran Partners also operate 10 independent semi-supported houses on the 
grounds of the designated centre. 
 
The accommodation comprises a large entrance foyer, with a reception area and 
comfortable seating areas and coffee tables. There is a large dining room, day room, 
oratory and a large multi-purpose room which is used for activities, visits, and 
celebratory occasions for residents and their families. A smoking room, combined 
treatment room and appropriately equipped hairdressing room is provided. Two 
nurses’ stations, administrative offices, kitchen and laundry complete the 
accommodation. 
 
There are four assisted toilets and one assisted bathroom for residents’ use. There 
are two enclosed courtyard gardens with seating which residents can access easily, 
and the grounds and car parking spaces are well maintained. 
 
A retirement village, consisting of 10 independent houses is located adjacent to the 
centre and is also under the management of Gowran Partners. 
 
Gowran Abbey Nursing Home is located in the village of Gowran, 10 miles from 
Kilkenny City and close to all amenities. 

 
 
Date centre was first established:  

 
2007 

 
Date of registration: 

 

8 September 2011 

 
Number of registered places:  

 
48 

 
Number of residents on the date of inspection:  

 
48 

 
Dependency level of current residents 
as provided by the centre: 

Max High Medium Low 

 
Number of residents 

 
20 

 
14 

 
12 

 
2 

 
 
Gender of residents 

Male 
7 

Female 
41 
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Management structure 
 
Dr Finian Gallagher is the Registered Provider on behalf of Gowran Partners. Bridget 
Kirwan is the Person in Charge. Anne Phelan is the Key Senior Manager and supports 
the Person in Charge. All staff report 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 *9 4 3 1 2** 

 
*Nine care assistants until 14:00hrs 
 Six care assistants until 14:30 
 Five care assistant until 18:00 
 Four care assistants until 20:00hrs. 
** Maintenance and activities coordinator 

 

Summary of compliance with Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This report sets out the findings of an unannounced inspection. This inspection took 
place over two days. As part of the inspection, inspectors met with residents, 
relatives and staff members. Inspectors observed practices and reviewed 
documentation such as care plans, medical records, accident logs, policies and 
procedures and staff files. 
 
This was the third inspection undertaken by the Health Information and Quality 
Authority (the Authority) in Gowran Abbey Nursing Home. A regularity monitoring 
inspection was undertaken on 15 September 2010 and the registration inspection 
took place on 4 May 2011 and 5 May 2011.  
 
The registration inspection found that there was evidence of good governance with 
effective management systems in place. Risk management procedures, health, and 
safety procedures were evident and legal requirements such as the statement of 
purpose and insurance were available and adequate. Complaints were found to be 
managed transparently and effectively and the person in charge acted promptly 
when any issues of concern arose.  
 
Good practice was found in healthcare and access to allied health services. There 
was attention paid to the quality of residents’ lives with person-centred practices and 
choice in their daily lives and an opportunity to influence practice. Attention was also 
paid to the needs of residents with communication difficulties. Staffing was adequate 
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and resident focused and detailed training schedules had been implemented. Seven 
actions were issued to the provider following this inspection of improvements 
necessary in order to meet the requirements. These included improvements in the  
systems of ventilation on the premises, recruitment and vetting of staff and 
volunteers, recording of allied health specialist interventions in resident records, 
evidence of review of amendments to the policy on the prevention detection and 
response to abuse, and a system for the transparent management of residents 
monies. 
 
The inspection on which this report is based was a regulatory monitoring inspection 
which encompassed 17 outcomes corresponding with the regulations and which also 
reviewed the actions taken by the provider to address the seven actions required 
following the registration inspection. 
 
Of the seven actions identified for completion by the registration inspection, 
inspectors found that three actions had been satisfactorily addressed and the 
remainder had been partially addressed.  
 
This inspection found that the provider and person in charge had maintained a 
commitment to residents’ care and complying with the regulations and standards. 
 
There was a commitment to good practice in the management of residents’ health 
care, very timely access to general practitioners (GPs), and implementation of 
appropriate clinical care interventions. Recreational activities were varied and took 
consideration of the diverse needs and abilities of the residents. There was evidence 
of a commitment to staff training, supervision and retention. 
 
Improvements were found to be required in fire safety documentation and records, 
in the organisation and content of residents’ records, the use of assessment tools 
and in medication management documentation. In view of the number of residents 
accommodated in the centre there was also an identified need for additional support 
for the person in charge to carry out the duties. 
 
 

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

Outcome 1 
There is a written statement of purpose that accurately describes the service that is 
provided in the centre. The services and facilities outlined in the statement of 
purpose, and the manner in which care is provided, reflect the diverse needs of 
residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
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Inspection findings 
 
The statement of purpose was found to contain all of the required information. 
Practices in the centre reflected the statement. Inspectors found that there was an 
effective pre-admission procedure in place which supported good decision making 
and admission. This was congruent with the statement of purpose. The statement 
was available to residents and relatives along with the Resident’s Guide and was 
provided to potential admissions. 

 
Outcome 2 
The quality of care and experience of the residents are monitored and developed on 
an ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 

 
Inspection findings 
 
A number of mechanisms were utilised in practice to monitor the quality and safety 
of care. These included relevant audits of care practices, medication management, 
and usage of care planning documentation and GP review of residents and their 
medication. Incidents were responded to appropriately and practices were evidence 
to prevent accidents or incidents to residents.  
 
Inspectors noted that the records of management meetings did not include any 
reference to these auditing systems or outcomes in order for the providers to make 
themselves aware of practices in the centre and maintain an overview of the safety 
and quality of care. 
 
No futher residents’ surveys have been undertaken, although two resident forum 
meetings have taken place. Informal methods of consultation with residents were 
also utilised on a day-to-day basis. Residents express their satisfaction with the care 
provided and observation by inspectors indicated that staff are attentive to residents’ 
needs and supportive of them. 

 
Outcome 3 
The complaints of each resident, his/her family, advocate or representative, and 
visitors are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
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Inspection findings 
 
A copy of the complaint procedure was available to residents or relatives and the 
policy remains satisfactory. There were no formal complaints evident; however, 
inspectors viewed the complaint register which contained records of two complaints 
made and found that they were managed transparently and effectively and in a 
timely manner by the person in charge at a local level. Appropriate remedial actions 
were taken to ensure these issues were not repeated. Residents and relatives 
informed inspectors that they have easy access to the person in charge and that 
both she and the staff are approachable in the event of any concerns they might 
wish to raise. 
 
2. Safeguarding and safety 
 

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

 
Inspection findings 
 
Action 5 of the registration inspection report required the provider to review the 
content of the policy on the prevention, detection and reporting of abuse. 
 
This inspection found that the policy had been amended as requested although the 
primary focus of the management strategy remained focused on staff and did not 
clearly identity the actions to be taken in the event of an allegation against a 
member of the governance team or other person. It did not detail the providers’ 
responsibility to report to and liaise with statutory agencies in such an event. No 
issues of concern were reported by the provider to the Authority. 
 
Action 8 of the registration inspection found that arrangements to provide regular 
accounts to residents of monies held for safe keeping on their behalf were not robust 
or transparent. This inspection found that this issue was resolved satisfactorily. 
Detailed records were maintained of any monies held on behalf of residents which 
were signed by the administrator and the residents or next of kin. Inspectors also 
examined records of payments made by or on behalf of residents and found that 
these records were comprehensive and transparent. 
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Outcome 5 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems 
 

 
Inspection findings 
 
Overall inspectors found that the health and safety of residents was prioritised and 
promoted. A detailed and centre-specific emergency plan was available, which 
included a generator in the event of loss of power and relevant contact numbers for 
support personnel, temporary alternative accommodation for residents, and a 
detailed plan in the event of a resident going missing from the centre. The health 
and safety statement was centre-specific although it required to be updated for 
2012. 
 
There was a risk management policy and inspectors saw evidence of identification 
and control measures put in place following assessment of risk or incidents. For 
example, following an incident with the medication trolley a revision of the practice 
was undertaken. A risk assessment and appropriate control measures were 
implemented when a resident wished to have a kettle to make tea in her own 
bedroom. 
 
In the main, inspectors found that there was consideration given to balancing risks 
with the rights of residents. For example, the person in charge had taken the view 
that due to increased confusion and infections a resident’s mobility should be 
curtailed by the use of wandering alarm to prevent a resident exiting the building in 
an unsafe manner. Following a review of this and consultation with the resident and 
relatives, coupled with an overall improvement in the resident’s condition, this 
restrictive devise was removed and within reason the resident’s freedom is not 
restricted.  
 
Staff were familiar with the resident’s patterns and were able to articulate the plan to 
be implemented in the event of the resident being absent outside of the agreed 
timeframes. Although this was appropriate practice, the risk assessment had not 
been reviewed since 2011. Inspectors would caution that the resident’s ability to 
make decisions and act safely may fluctuate at times and this should be monitored 
and reviewed by the person in charge regardless of the consent given by relatives. 
 
A number of audits have also taken place in 2012 including medication management, 
use of sedative medication, clinical documentation including general practitioner 
review of residents’ medication and falls. Overall the audits were comprehensive and 
in the main were found to inform decision making and practice with remedial actions 
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evident as a result to safeguard residents. These actions included a number of 
strategies for residents including the use of hip protectors, non slip mats, appropriate 
seating, call-bells and bed alarms. However, as stated previously, the audit on the 
use of sedative medication showed an increase in psychotropic medication since 
2011 but did not attempt to provide a rationale for this which could have provided 
useful insight into the management of residents with cognitive impairment. 
 
Inspectors observed that the smoking room did not contain any means by which 
residents could be observed for safety and one resident was smoking in a bedroom. 
While this has been agreed and risk assessed the guidelines issued by the Chief 
Inspector for the management of smoking in designated centre had not been 
implemented although they were included in the risk management policy.  
 
Inspectors found good practice in relation to infection control, with appropriate 
equipment such as hand sanitizers and personal protective equipment available and 
utilised. Staff were observed taking the necessary precautions and were 
knowledgeable on best practice in this area. The laundry room was well equipped 
and linen is appropriately segregated. Although storage space for equipment is 
currently at a minimum the planned extension will improve this and there was no 
evidence that this lack of storage was impacting on residents’ safety. 
 
Records of the servicing of all equipment used for residents’ safety and comfort 
including hoists, wheelchairs and profiling beds and call-bells were examined and 
were up to date with the last service undertaken in May 2012. Although inspectors 
found that some items noted as requiring attention on this service record could not 
be demonstrated as having been completed and maintenance staff could not clarify 
this. 
 
The inspector examined records in relation to the servicing of all fire safety 
equipment and found that improvements were required in the documentation of fire 
safety procedures. A fire safety register for 2012 had been implemented. While there 
was evidence that the fire alarm was serviced quarterly and the fire fighting 
equipment was serviced annually, the record for the servicing of the emergency 
lighting was not adequate and the three-monthly test of the lighting and alarm 
system was not dated accurately and therefore compliance could not be 
demonstrated. For example, the tests of January and March were entered as 
undertaken but as October was also entered on the same record as completed this 
record was obviously pertaining to 2011.There was no evidence of daily checks of 
the exit doors or fire alarm panel. Overall these records were poorly documented and 
maintained. 
 
Fire safety diagrams were evident in the hallways but not in the communal areas. 
Records show that 53 staff attended fire training including evacuation procedures for 
residents on 27 October 2011 and 4 November 2011. Unannounced fire drills were 
held at various times of the day on a six-monthly basis, one in December 2011 and 
another in June 2012. Staff were able to demonstrate a knowledge of what actions 
to take in the event of a fire and how to utilise the fire compartments. Ski pads were 
provided on each bed and staff had been shown how to use them, if required. A fire 
box was stored in the front reception office which contained a large flash lamp, 
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emergency numbers, visibility jacket and a loudspeaker for use in an emergency. 
Staff were aware of its location. 

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

 
Inspection findings 
 
The policy on the management of medication was adequate and in line with an Bord 
Atranais guidelines and had been reviewed by the person in charge in January 2012 
and April 2012. Some improvements were required in the management of the 
documentation and prescriptions. It was not evident that GPs were reviewing 
medication which was an issue identified in the registration inspection of 2011. They 
were also not dating their signatures when counter-signing to confirm the accuracy 
of the transcribed prescription record. Not all staff were indicating the time of the 
administration of medication on the administration record. These findings had been 
noted in the medication audit undertaken in May 2012 by the person in charge.  
 
The maximum allowed dosage of pro re nata (PRN) medication was not indicated on 
the prescription card and the signature of the GP confirming that crushing of 
medication for administration was required was not consistently evident. However, 
residents’ individual records demonstrated that as their needs or heath status altered 
their medication was reviewed in a timely manner. 
 
3. Health and social care needs 
 

Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied healthcare. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set 
out in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
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Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
 

 
Inspectors examined seven residents’ medical and care records and found that the 
healthcare needs of residents were well supported and monitored. A total of four GPs 
attend the residents in the centre. Out-of-hours service is provided. Records 
confirmed that residents are seen by GPs very frequently, with one exception, and 
overall there was regular medical review being undertaken. This supported 
consistency of care, and non-dependence on out-of-hours services or unnecessary 
admission to acute care services. Inspectors again found that the key senior 
manager, nursing and care assistant staff had comprehensive and up-to-date 
knowledge of the residents’ health and that this was monitored closely. 
 
Inspectors found that residents’ healthcare needs and capacities were assessed on 
admission and regularly reassessed using recognised assessment tools for risk of 
falls, nutrition, pressure areas and dependency. These assessments were reviewed 
monthly. Weights were monitored monthly and appropriate clinical advice and 
support accessed as this was deemed necessary by the outcome of the assessment. 
Nursing records and re-evaluations of care plans were very detailed and 
demonstrated comprehensive review and observation of residents. Care assistant 
staff maintained detailed records of fluid intake and the primary care of residents and 
these were seen to inform the nursing staff interventions. 
 
Residents at risk of developing pressure wounds were monitored and skin care 
regimes implemented. Supportive and preventative aids such as pressure relieving 
mattresses, cushions, dietary supports were seen to be provided. There were no 
residents with pressure wounds in the centre at the time of this inspection.  
 
Inspectors observed residents being offered and assisted to take fluids during the 
day and evening and where required this intake was monitored and accumulated. 
Chiropody is available weekly or as required and additional physiotherapy is provided 
weekly on a group basis by the provider.  
 
Access to allied health services is restricted by the continued moratorium on staff in 
the HSE. For this reason, some residents have had to access individual physiotherapy 
on a private basis. Dietician services are also limited but the person in charge had 
attempted to minimise the impact of this by accessing the services of recognised 
nutritional supplement companies. Action three of the registration inspection report 
required amendments to residents’ medical files to detail evidence of interventions 
provided by allied health professionals. The records demonstrated an improvement in 
the documentation of treatment plans and intervention of allied clinicians attending 
to residents overall. 
 
Referral and access to appropriate consultants including psychiatry of old age, 
mental health services and geriatrician services was regular and there was evidence 
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of good communication and support between clinicians and centre staff. The 
inspectors observed one resident’s care plan which attempted to identify triggers for 
challenging behaviours which could be used to support assessment and intervention 
by the specialist. Residents and relatives were consistently positive in their comments 
to inspectors in regard to the attention paid to residents’ health care, the timely 
response of staff and the sharing of information and consultation which took place. 
However, improvements were required in the documentation of decisions, in some of 
the assessment tools utilised and in the management of the documentation 
generally. For example, there were two different assessment tools being utilised to 
assess the residents’ suitability for use of methods of restraint such as bed-rails. 
 
One of these was an appendix document from a policy on the use of restraint which 
was a guideline as opposed to an accurate assessment tool. One of the assessments 
outlined the use of bed-rails in a manner in which they were not in fact used for the 
resident in practice but this had not been revised. 
 
A falls risk assessment was carried out on a resident and despite the high risk score 
the appropriate remedial and preventative actions were not identified on the 
assessment tool. This information was only available from the nursing notes and the 
decision to use a bed-censor alarm for a resident could not be located in any 
documents. A swallow care plan for one resident had not been replaced with the 
most recent plan available for kitchen staff. The management of assessment tools 
and documentation was identified in the registration inspection in 2011. Some of the 
care plans did not accurately reflect the outcome of the assessment and while they 
were effectively re-evaluated monthly the care plan intervention was not always 
updated to reflect the change in status. This minimised their intrinsic value as a 
working tool. The documentation was unwieldy and staff acknowledged that they 
found it difficult to use. While the staff were very knowledgeable in regard to their 
actual practice, errors such as this in documentation may increase the risk of 
accidents to residents or non compliance with the care plan interventions. Care plans 
and restraint documentation showed no evidence of consultation although such 
consultation was confirmed by residents and relatives. 
 
Residents’ social care needs were well supported and it was evident from observation 
and speaking with residents and relatives that routines were flexible and offered 
choice and independence to residents. Several residents liked to return to bed in the 
afternoon for a rest and staff supported this. Open visiting times and privacy for 
visits helped to maintain familial connections and residents were encouraged to 
continue going out to family events. Communication between staff and residents was 
respectful and there was consistent interaction and attention to residents observed 
by inspectors. 
 
A range of activities continued to be implemented without additional charges to 
residents. The activities coordinator has trained in Sonas and also in activities in care 
and is available four days per week. Residents informed inspectors that they enjoy 
the programme as it provides recreation and diversion during the day. Inspectors 
observed two activities and found that residents who could not directly participate 
were included sensitively. Question and answer sessions, relevant to the resident 
population are also held along with music, karaoke and crafts and one-to-one hand 



 

Page 14 of 32 

massage with some residents. Some residents with cognitive impairment liked to 
walk regularly and the premises lends itself to this safely and without undue 
restrictions. Staff were observed being mindful of these residents and gently 
redirecting them where this was required.  
 
While care plans showed that some life story work had commenced this had not 
been progressed and therefore was not a factor in informing the residents’ day-to 
day life. 

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

 
There was a policy on end-of-life care which is appropriate to the setting and 
outlines the decision making process, symptom support and comfort. Inspectors 
reviewed the medical and care records of one resident who required such care. This 
demonstrated that staff had been supportive, observant and had prioritised the 
resident’s comfort in the preceding period and leading up to the event. Records were 
written respectfully. 
 
Inspectors observed some reference in care plans to advanced care planning in the 
event of a sudden incident. Some files held “do not resuscitate” notes and some 
outlined the residents’ wishes for resuscitation. These records were very informal in 
style however, and do not clearly demonstrate evidence of decision making, clinical 
evaluation, capacity and review of the decision made where a residents’ status may 
alter. 

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

 
Inspection findings 
 
The food was observed to be freshly cooked, nutritious and took account of the 
resident population, their likes, dislikes and their dietary requirements. Meals were 
observed to be well presented and maintained at an appropriate temperature until 
residents were ready to partake. Food served to residents in their bedrooms was also 
kept warm and only plated when a staff member was ready to take it to the resident. 



 

Page 15 of 32 

There was sufficient staff to support residents in an unhurried manner and this was 
undertaken supportively and respectfully. Assistive enabling implements were 
provided discreetly for residents who required them to support their continued 
independence. A menu was available and residents confirmed that choices in regard 
to food were respected and it was evident to inspectors that staff were very familiar 
with residents’ preferences. 

 
4. Respecting and involving residents 
 

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

 
Inspection findings 
 
The resident’s records held signed contracts of care. However, these had not been 
updated. Two contracts seen by inspectors contained only the details of the sum of 
money paid on behalf of the resident by the national treatment purchase fund but 
not the full fees agreed with the resident for the care to be provided.  

 
Outcome 11 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. 
He/she is facilitated to communicate and enabled to exercise choice and control over 
his/her life and to maximise his/her independence.  
 
References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
Standard 5: Civil, Political, Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts 
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Inspection findings 
 
Routines in the centre are flexible and not institutional, and this was observed and 
confirmed by inspectors. There was evidence that residents are normally consulted 
regarding their preferences and wishes and that these are respected. Records 
demonstrated that two residents’ forum meetings have taken place since the 
registration inspection in May 2011, one in September 2011 and one in March 2012. 
These were facilitated by the activities coordinator and attended by the person in 
charge. No further residents surveys have been carried out since prior to the 
registration inspection. These had provided useful information for the provider to 
monitor the quality of care of residents. 
  

Outcome 12 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
 

 
Inspection findings 
 
There was ample storage space for residents’ personal possessions and clothing and 
rooms were observed to contain many personal items and mementoes. The 
bedrooms are designed to maximise privacy and staff were observed knocking before 
entering. Staff were also observed carrying out personal care in a discreet manner. A 
system of recording residents’ personal property was in place. However, it was not 
implemented as required. A duplicate record was compiled but no copy was given to 
residents or placed in residents’ records and some were not signed as agreed by 
either the resident or next of kin. Inspectors also noted a disclaimer in residents’ files 
absolving the provider from any responsibility for residents’ possessions but without 
adequately detaining the arrangements by which this disclaimer would be 
invalidated.  
 
5. Suitable staffing 
 

Outcome 13 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management 
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Inspection findings 
 
Inspectors found good governance systems remained in place. The person in charge 
is suitably qualified and experienced, and the roster demonstrated attendance in the 
centre. There is a suitably qualified nurse who undertakes the duties of management 
in the absence of the person charge. The person in charge was on leave at the time 
of this inspection but inspectors found that the centre was well managed and 
organised with no disruption or lack of continuity of care for residents. Staff were 
clear on the reporting structure. There was evidence of effective management 
overview and monitoring of practice generally. Inspectors noted, however, that the 
key senior manager is allocated no time outside periods of leave of the person in 
charge to undertake governance or clinical monitoring duties. 
 
The findings of this inspection in relation to care planning, assessments, fire safety 
records and implementation of actions identified by the audits undertaken would 
support the view that the number of residents in the centre and their identified 
needs requires additional management support for the person in charge. 

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

 
Inspection findings 
 
Inspectors found that the numbers and skill-mix of staff was appropriate to the 
assessed needs of the residents and there was consistency of care supported by a 
low staff turnover. There are two nurses on duty at all times, including weekends, 
and between nine and four care assistants on duty until 20:30hrs. Overnight this is 
reduced to two nurses and one care assistant. Staff informed inspectors this is 
sufficient as an additional care assistant is rostered until 22:00hrs. This allows time 
for medication and residents’ care. Night records indicated that staff are attentive to 
residents and undertake turning or monitoring as required. 
 
Inspectors examined the training matrix maintained and found that a mandatory 
training schedule had been maintained for all grades of staff. Training in manual 
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handling took place for 50 staff on dates between 1 February 2012 and 29 March 
2012. 
 
Training in elder abuse had taken place for 11 staff in 2012 and was scheduled for 
review in September 2012. Both elder abuse and manual handling training are 
undertaken in-house as the person in charge and key senior manager are trainers. 
Staff were consistent in their knowledge of fire safety procedures and reporting of 
any abusive situation and good manual handling procedures were observed. Five 
care assistant staff were attending training in Further Education and Training Awards 
Council level 5 (FETAC) supported by the provider and six have already completed 
this. 
 
Other training relevant to the needs of the resident population included 
administration of subcutaneous fluids for six nursing staff, 15 staff attended 
dysphasia training in April 2012, a workshop in care of the dying took place in April 
2012, vene-puncture procedure training for two nurses was held and two staff and 
the person in charge attended a three day training module in dementia care in 2011. 
This commitment to training supports a comprehensive clinical and psychosocial care 
programme. 
 
Action one and two of the registration inspection required that the provider 
implement adequate recruitment procedures for staff. Examination of the personnel 
files demonstrated that the person in charge had continued to implement the yearly 
staff appraisal system and this was seen to be effective in maintaining staff and 
developing skills and competencies. Two senior care assistant posts had been 
created which increased the supervision level of staff and supports the nursing staff 
on a day-to-day basis. Inspectors attended the morning handover and found that all 
staff involved in residents’ care participated and information shared was 
comprehensive. 
 
The review of personnel files indicated that improvements had been made and there 
was evidence that the person in charge verified information received and tried to 
ensure that staff were not employed prior to satisfactory information being procured. 
Evidence of current registration with An Bord Altranais was available for relevant 
staff. However, of the four files examined one did not have the required three 
references and not all had evidence of physical and mental fitness to carry out the 
role. 
 
As requested the provider had undertaken a vetting process for five staff employed 
by a resident’s family to provide one-to-one care although one of these files was still 
outstanding a third reference and overseas police vetting.  

 
6. Safe and suitable premises 
 

Outcome 15 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
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References: 
Regulation 19: Premises 
Standard 25: Physical Environment 
 

 
Inspection findings 
 
Action seven of the registration inspection report required the provider to review the 
ventilation systems. The person in charge confirmed the ventilation system had been 
adjusted and examined by an engineer to ensure they were operating correctly. 
Inspectors did not find any malodours evident on this inspection.  
 
The premises were found to be in good order, well maintained, cleaned to a good 
standard and suitable for purpose. Furnishings and fittings were of a good standard 
and items and fittings had been replaced as required. The design of the premises 
supports residents’ freedom of choice and movement and residents were observed 
seated in various parts of the building moving freely about and with adequate space 
for visitors and privacy. 
 
There was adequate communal space, including the large dining room and day room, 
activities room, oratory and smoking room. All bedrooms had televisions and 
telephone points and ample storage space for residents’ personal belongings with 
lockable storage space for valuables. All en suites contained assisted showers, wash-
hand basins, toilets, grab-rails and call-bells. 
 
The secure entrance door and the design of the premises mean that residents are 
free to walk and wander in safety. Two enclosed courtyard gardens with seating 
were easily accessible to residents and some were observed using them during the 
inspection. There were adequately equipped sluice rooms, and a combined treatment 
and hairdressing room and adequate and separate changing facilities for kitchen and 
other staff. 
 
All of the beds used were profiling, and pressure-relieving mattresses are used, as 
necessary. Inspectors found good practice in relation to infection control, and 
observed staff taking the necessary precautions. Staff were knowledgeable on best 
practice in this area. Hand sanitizers and personal protective equipment available 
were utilised. The laundry room was well equipped and linen was appropriately 
segregated. The catering staff have completed the required Hazard Analysis Critical 
Control Points (HACCP) training and good food management systems were observed 
and articulated. 
 
7. Records and documentation to kept at a designated centre 

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

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

 
Inspection findings 
 
Inspectors found that there was substantial compliance with the requirements to 
maintain records. Evidence of current insurance was available and operational 
policies and procedures were present, the directory of residents was correct and 
updated. Some improvements were required in the contents of the documentation 
records on fire safety, care plans and assessments in order to ensure clarity and 
completeness of information. 

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

 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 
 
Inspection findings 
 
Inspectors found that there was a record maintained of all incidents occurring at the 
centre and the person in charge had complied with the requirement to notify the 
Chief Inspector of all incidents which took place. However, the incidents are recorded 
on a triplicate record and inspectors found that this was not legible in some 
instances. In addition, no records of incidents are maintained on residents’ care files. 

 
Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designed centre and the arrangements in place for the management of the 
designated centre during his/her absence.  

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

 
Inspection findings 

 
On the occasion in 2011 when this notification was required the provider complied 
fully with the requirement to notify the Chief Inspector of the absence and return of 
the person in charge and suitable arrangements are in place for such an event. 
 
 

Closing the visit  
 

At the close of the inspection visit a feedback meeting was held with the key senior 
manager to report on the inspectors’ findings, which highlighted both good practice 
and where improvements were needed.  
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Provider’s response to inspection report∗ 
 

 
Centre: 

 
Gowran Abbey Nursing Home  

 
Centre ID: 

 
0232 

 
Date of inspection: 

 
4 June 2012 and 5 June 2012   

 
Date of response: 

 
1 August 2012 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care settings for Older People in Ireland. 
 
Outcome 4: Safeguarding and safety 

1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The policy on the detection, prevention, responding to and reporting abuse requires 
amendment. 
 
Action required: 
 
Review the policy on detection, prevention, responding to and reporting abuse to 
include adequate procedures for investigating such events and reporting to statutory 
agencies. 
 
Reference: 

Health Act 2007 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 

 

                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The policy on the detection, prevention, responding to and 
reporting abuse has been revised to include clear procedure to 
follow in responding to and reporting an allegation of abuse 
against the provider or any other person to the senior case worker 
in the elder abuse office for the HSE Carlow Kilkenny area. 
 

 
 
Completed 
 

 
Outcome 5: Health and safety and risk management  

2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 

 some risk assessments had not been reviewed  
 the fire safety register did not clearly demonstrate adherence to best practice 

and monitoring of equipment exits and alarm system  
 arrangements for residents who smoke did not take account of safety 

measures required by risk alerts issued. 
 
Action required:  
 
Ensure that risk assessments for residents are reviewed regularly and that they are 
monitored for changes which may impact on their safety and a revised assessment is 
undertaken. 
 
Action required:  
 
Maintain a fire safety register which clearly and accurately demonstrates that the 
required practices are in place to monitor the equipment, exits and safety systems as 
required. 
 
Reference: 

Health Act 2007 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Standard 26: Health and Safety 

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

Timescale: 
 

Provider’s response: 
 
The designated smoking room is currently used by one resident 
only of the nursing home, who has been risk assessed regularly to 
ensure their safety and that of fellow residents, staff, visitors and 
the nursing home.  

 
 
Completed 
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Due to major distress caused to this resident previously on 
interaction with a fellow resident in the smoking room, it was 
deemed safe to allow the resident smoke in the bedroom with 
constant monitoring. This resident had a half hourly recorded 
checking system implemented initially but following regular 
reassessment was deemed safe and checking system discontinued. 
  
All furniture and fittings in the nursing home are certified fire 
retardant. The smoking room is fitted with nurse call-bell and fire 
retardant ashtray. An enclosed ashtray has been supplied to the 
resident’s bedroom.  
 
In the event of any change in the resident’s status, and/or on risk 
assessment that it is indicated that smoking is a risk, appropriate 
interventions will be put in place to ensure safety for all.  
 
The fire safety register has been reorganised to clearly 
demonstrate that the required inspection schedule of fire exits, 
equipment, and safety systems are clearly documented by the 
nominated person and will be monitored by the person in charge 
for compliance 
   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Outcome 6: Medication management 

3. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Practices in the recording and prescribing of medication were not fully compliant with 
legislation and best practice. 
 
Action required:  
 
Ensure that the practice of recording the timing of medication is in accordance with 
best practice and guidelines.  
 
Action required: 
 
Put in place a system to ensure that GPs adequately date and sign transcriptions and 
prescription records. 
 
Action required:  
 
Ensure that there is evidence of three-monthly review of residents’ medication by 
general practitioners. 
 
Reference: 

Health Act 2007 
Regulation 33: Ordering Prescribing , Storing and Administration of 
Medication 
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Standard 14: Medication Management  
Standard 15: Medication Monitoring and Review 

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

Timescale: 
 

Provider’s response: 
 
Five nurses completed medication management training on 14 
June 2012 and further training is scheduled for September 2012 to 
ensure nurses adhere to best practice in the prescribing, 
administering and recording of medications as per An Bord 
Altranais Guidelines for Medication Management 2007 for Nurses 
and Midwives. 
 
A monthly audit will be implemented to ensure compliance by 
nursing staff and GPs with the prescription and transcribing policy. 
 
A three-monthly audit of the residents’ medical notes will be 
implemented to demonstrate clear evidence that the residents’ 
three-monthly medication reviews by their GPs are documented 
clearly.   
 

 
 
Ongoing 
 
 
 
 
 
 
31 August 2012 
Ongoing 
 
31 August 2012 
Ongoing 
 

 
Outcome 7: Health and social care needs 

4. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 

 all of the assessment tools utilised were not evidenced based  
 some assessment tools did not clearly demonstrate an appropriate intervention 
 review the style of the care plans for suitability 
 there was no evidence that care plans were implemented and reviewed 

following consultation with residents and relatives.  
 
Action required: 
 
Review the assessment tool in relation to the use of restraint, ensure it is adequate 
and outlines the actions to be taken pertinent to the assessment. 
 
Action required:  
 
Ensure that assessments, where risk is identified, result in a clearly documented 
intervention to manage the identified risk. 
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Action required: 
 
Ensure that the care plans include assessments of, and interventions to support  
residents’ psychological needs with particular reference to those residents who have 
cognitive impairment or challenging behaviours. 
 
Action required:  
 
Provide evidence to demonstrate that care plans and decisions are undertaken 
following consultation with either residents’ or relatives. 
 
Reference: 

Health Act 2007 
Regulation 8: Assessment and Care Plan 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 

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

Timescale: 
 

Provider’s response: 
 
The restraint risk assessment tool and guideline document 
currently in use is under review using the HSE policy on restraint, 
working towards a restraint free environment. Where 
restraints/enablers (such as bed-rails, seat belts on wheelchairs) 
are used it will be based on the individual resident’s assessment 
and consent, the rationale for use will be documented clearly. 
 
Documentation of identified risks will be reviewed to ensure that 
interventions identified and implemented are more specific and 
person-centered. 
 
Residents with challenging behaviours and cognitive impairment 
will have their documentation reviewed to reflect their needs 
including their psychological needs. 
 
Residents’ assessments, care plans and their implementation are 
discussed with the resident or their representative but the 
documentation does not demonstrate this. As part of a complete 
review of documentation this process will be facilitated.  
 

 
 
31 August 2012 
 
 
 
 
 
Ongoing 
 
 
 
 
30 September 
2012 
 
 
 
31 January 2013
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Outcome 8: End of life care 

5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Decision making and review of decisions regarding end-of-life care or advanced 
planning were not adequately documented. 
 
Action required:  
 
Put a procedure in place to ensure that the process of decision making is documented 
and transparent and that decisions made are reviewed as a resident’s status changes. 
 
Reference: 

Health Act 2007 
Regulation 14: End of Life Care 
Standard 16: End of Life Care 

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

Timescale: 
 

Provider’s response: 
 
A complete review and reorganisation of our documentation is 
planned following this inspection to include assessments, care 
planning, inplementation and reviews which will include end-of-life 
care wishes of individual residents, advance planning and changes 
in resident status and communication with residents and/or 
representatives. 
 

 
 
31 January 2013
 

 
Outcome 10: Contract for the provision of services 

6. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The contract does not adequately detail the fees to be paid by or on behalf of a 
resident. 
 
Action required:  
 
Amend the contract for the provision of services to ensure it includes the actual fees 
to be paid for by or on behalf of a resident. 
 
Reference: 

Health Act 2007 
Regulation 28: Contract for the Provision of Services 
Standard 7: Contract/Statement of Terms and Conditions 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The fees payable by the resident or on their behalf is documented 
on page 12 of the Contract of Care under Schedule 2: Fees.   
 

 
 
Completed 
 

 
Outcome 11: Residents’ rights, dignity and consultation 

7. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Formal systems to ensure residents are consulted regarding their care and day-to-day 
life in the centre were not consistently applied and there was no system for 
representing the view or needs of residents with dementia or cognitive impairment.  
 
Action required:  
 
Implement and maintain a system for inclusion of residents’ views in the day-to-day 
life of the centre and take account of those residents who cannot participate in such 
systems.  
 
Reference: 

Health Act 2007 
Regulation 10: Residents’ Rights, Dignity and Consultation  
Standard 2: Consultation and Participation 

 
 

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

Timescale: 
 

Provider’s response: 
 
The combined residents/relatives meetings are a forum for 
representation of residents’ views along with availability of the 
person in charge to communicate with residents and 
representatives. The representative and staff advocate on behalf of 
residents with cognitive impairment.   
 
The comment survey card has been provided to residents and 
representatives as appropriate to complete stating their views on 
the service provided. 
 

 
 
Ongoing 
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Outcome 12: Residents’ clothing and personal property and possessions 
8. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Inventories of resident personal property were not available to residents or counter-
signed and agreed by residents and next of kin. 
 
Action required:  
 
Implement a policy in relation to residents’ personal property and ensure that 
inventories are counter-signed and made available to the resident or representative. 
 
Reference: 

Health Act 2007 
Regulation 7: Residents’ Personal Property and Possessions  
Standard 9: The Resident’s Finances  

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

Timescale: 
 

Provider’s response: 
 
The record of the resident’s personal property is the responsibility 
of the admitting nurse and all nurses have been made aware of the 
requirement to have the record completed and counter-signed by 
the resident or representative and a copy of the record provided to 
the resident or representative. The key senior manager has 
responsibility to monitor this process. 
 

 
 
31 August 2012 
 

 
Outcome 13: Suitable person in charge  

9. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Taking account of the size and admission capacity of the centre, and the level of 
responsibilities and duties undertaken by the person in charge, there was evidence  
that the management systems required review with a view to adequately supporting 
the person in charge in carrying out the duties assigned. 
 
Action required:  
 
Review the role of the key senior manager to identify how this can best support and 
complement the duties of the person in charge on an ongoing basis.  
 
Reference: 

Health Act 2007 
Regulation 15: Person in Charge 
Standard 27: Operational Management  

                   Standard 29: Management Systems 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The staffing level, rostering and recruitment of nurses will be 
examined and may dictate the allocation of time to the key senior 
manager to support the role of the person in charge on an ongoing 
basis. Consideration will have to be given to the financial impact of 
any additional staffing requirement. 
 

 
 
None given 
 
 

 
Outcome 14: Suitable staffing 

10. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The policy in relation to the safe recruitment of staff was not implemented. 
 
Action required:  
 
Review all personnel files to ensure outstanding documentation is sourced. 
 
Reference: 

Health Act 2007 
Regulation 18: Recruitment 
Standard 22: Recruitment 

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

Timescale: 
 

Provider’s response: 
 
The reference outstanding for the private carer has been requested 
to be on file by 10 August 2012. The overseas police clearance for 
the private carer has also been requested and is awaited. 
 

 
 
In progress 

 
Outcome 16: Records and documentation to be kept at a designated centre 

11. The provider/person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
All records required were not available and some were not maintained in a manner so 
as to ensure completeness. 
 
Action required:  
 
Ensure that all records pertaining to residents’ care are maintained in a manner so as 
to ensure ease of retrieval, access, legibility and completeness. 
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Action required: 
 
Ensure that records pertaining to fire safety systems and equipment servicing are 
maintained adequately and completely. 
 
Reference: 

Health Act 2007 
Regulation 22: Maintenance of Records 
Standard 29: Management Systems 

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

Timescale: 
 

Provider’s response: 
 
A full review of records and documentation is planned to meet the 
requirements of legislation. 
 
Fire safety records and equipment servicing records have been 
reorganised to facilitate clarity. 
 

 
 
Complete 
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
We appreciate the legal requirement for clear, concise and accurate documentation 
pertaining to all aspects of nursing home care and business. However, we feel the 
format and organisation of documentation in relation to resident care, as required by 
the inspector, is changing with each inspection. The integrated care plan in use was 
designed by a recognised body of professionals to meet the standards. We would like 
to request that the Inspectorate give consideration to producing a standardised 
format for nursing homes on how documentation should be presented to meet 
requirements where documentation is not computerised. 
 
We extend thanks to Ms Noelene Dowling and Ms Catherine O’Keeffe for reflecting 
good practice and the positive aspects and quality of the life of the residents at 
Gowran Abbey Nursing Home through the report. We also express our thanks on 
behalf of the management, staff and residents for their consideration during the two 
day inspection. 
 
Provider’s name: Finian Gallagher on behalf of Gowran Partners 
 
Date: 1 August 2012 


