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Centre name: 

 
Killure Bridge Nursing Home 

 
Centre ID: 

 
0242 

 
Centre address: 
 

 
Airport Road 

 
Waterford 

 
Telephone number: 

 
051-870055 

 
Fax number: 

 
051-870037 

 
Email address: 

 
info@killurebridge.com 

 
Type of centre:   Private       Voluntary          Public 

 
Registered provider: 

 
Killure Bridge Nursing Home Ltd 

 
Person in charge: 

 
Mary Burke 

 
Date of inspection: 

 
10 December 2012 

 
Time inspection took place: 

 
Start: 10:45 hrs             Completion: 17:00hrs 

 
Lead inspector: 

 
Caroline Connelly 

 
Support inspector: 

 
Noel Sheehan 

Type of inspection:  Announced                  Unannounced 

Number of residents on the 
date of inspection: 

79 

Number of vacancies on the 
date of inspection: 

0 

 

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

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

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

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

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

the Health Information and Quality Authority’s Regulation Directorate that a 
provider has appointed a new person in charge 

 arising from a number of events including information affecting the safety or 
wellbeing of residents. 
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Summary of compliance with Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 

 
This inspection report sets out the findings of a monitoring inspection to: 
 

 follow up matters arising from a previous inspection to ensure that actions 
required of the provider have been taken 
 address a specific issue based on information received. 

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

Outcome 1: Statement of Purpose    

Outcome 2: Contract for the Provision of Services  

Outcome 3: Suitable Person in Charge  

Outcome 4: Records and documentation to be kept at a designated centres  

Outcome 5: Absence of the person in charge   

Outcome 6: Safeguarding and Safety  

Outcome 7: Health and Safety and Risk Management  

Outcome 8: Medication Management  

Outcome 9: Notification of Incidents  

Outcome 10: Reviewing and improving the quality and safety of care  

Outcome 11: Health and Social Care Needs  

Outcome 12: Safe and Suitable Premises  

Outcome 13: Complaints procedures                  

Outcome 14: End of Life Care  

Outcome 15: Food and Nutrition  

Outcome 16: Residents’ Rights, Dignity and Consultation    

Outcome 17: Residents’ clothing and personal property and possessions  

Outcome 18: Suitable Staffing  

 
This follow-up monitoring inspection was unannounced and took place over one day. 
As part of the inspection, inspectors met with residents, relatives, person in charge 
deputy person in charge, the providers and staff members. Inspectors observed 
practices and reviewed documentation such as care plans, medical records, accident 
logs and training records.  
 

This was Killure Bridge Nursing Home’s seventh inspection by the Authority and was 
a follow-up to a monitoring inspection that took place on the 10 July 2012 and 11 
July 2012. The Authority had also received a concern in relation to care practices in 
the centre. A provider led inquiry was sent out to the provider and a detailed 
response was received by the Authority. The inspectors looked into the issues 
identified during the inspection and were satisfied by changes made to practice in 
the centre particularly in relation to night care and administration of morning 
medications. Training on person-centred care has been planned and is to be 
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provided to all staff early 2013. Residents and relatives spoken to during the 
inspection were very complimentary of the care they received in the centre. 
 
At the last inspection a number of improvements were required to comply 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. The provider was required to 
complete an action plan to address the following areas: 
 

 timely access to healthcare services 
 improved privacy and dignity 
 changes to mealtimes 
 correct water temperatures. 

 
On this inspection it was noted that all the actions from the previous report had been 
completed. However, there were further actions identified in relation to the 
cleanliness of the centre, health and safety, the administration of medications and 
residents’ dignity. The provider was required to complete a further action plan to 
address these issues which is included at the end of the report.  
 
The providers have applied for a change from a partnership to an incorporated 
company (body Corporate) called Killure Bridge Nursing Home Limited. The partners 
are now becoming directors of the company. There are six directors: Kenneth Walsh, 
Ann Marie Walsh, Flor McCarthy, Patricia McCarthy, David Hyland and Yvonne 
McCarthy. This process requires a full registration renewal. 
 

Outcomes covered on inspection 

 

Theme: Safe care and support  
Safe care and support recognises that the safety of service users is paramount. A 
service focused on safe care and support is continually looking for ways to be more 
reliable and to improve the quality and safety of the service it delivers.  
 
In a safe service, a focus on quality and safety improvement becomes part of a 
service-wide culture and is embedded in the service’s daily practices and processes 
rather than being viewed or undertaken as a separate activity. 
 
To achieve a culture of quality and safety everyone in the service has a responsibility 
to identify and manage risk and use evidence-based decision-making to maximise the 
safety outcomes for service users. 
 
Outcome 7: Health and Safety and Risk Management 
 
It was observed by the inspectors that many of the residents were sat in the corridor 
area around the entrance to the centre. The inspectors spoke to a number of the 
residents on the last inspection who described how they liked to sit there to watch 
the world go by. On this inspection the number of residents sitting in the corridors 
had increased and the area around the reception was very busy and overcrowded. 
The inspectors observed staff members after lunch trying to move a number of 
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residents in large chairs down the corridor to their bedrooms. Their journey was 
impeded by a number of residents sat in the corridor, the residents had to pull their 
legs right in to prevent injury. From a health and safety point of view this is not a 
safe practice for residents or for staff and could lead to serious injury. The seats 
were removed from that part of the corridor before the end of the inspection and the 
corridor was to remain clear to allow easy access for all. 
 
It was also observed throughout the inspection that a very large supply of 
incontinence wear had been delivered over the weekend and numerous boxes of 
products were left on the corridor stacked up. They were blocking the corridor and a 
means of exit from the building and were also a risk of falling on a resident if they 
went near them.   
 

Theme: Effective care and support 
The fundamental principle of effective care and support is that it consistently delivers 
the best achievable outcomes for people using a service within the context of that 
service and resources available to it. This is achieved by using best available national 
and international evidence and ongoing evaluation of service-user outcomes to 
determine the effectiveness of the design and delivery of care and support. How this 
care and support is designed and delivered should meet service users’ assessed needs 
in a timely manner, while balancing the needs of other service users. 
 
Outcome 8: Medication Management. 
 
There were three nurses administering medication in the main entrance area around 
lunchtime in a very busy and noisy environment. The inspector accompanied one 
staff nurse to observe medication practice and storage. The practice of checking, 
dispensing, and recording of the drugs administered seen by the inspector was not in 
line with current best practice guidelines. The nurse had touched the tablets during 
administration, had signed to say she had given although she then was unable to 
find the resident to give them to and was then proceeding to put the tablets back 
into the box. This practice was unsafe and could lead to errors.    
 
Outcome 12: Safe and Suitable Premises 
 
Despite the centre being kept in a good state of décor and repair, the inspectors 
noted strong odours in various areas. It was noted that the centre was not clean and 
did not smell fresh despite it being late morning and early afternoon following 
cleaning of that area. 
 
There were four cleaners employed to work in the morning until 13:00hrs and there 
was no cleaning staff on again until the next day.  
 
The Authority had previously received a concern in relation to cleanliness of the 
centre and this was discussed at the last inspection but the odours were not noted to 
be present on that inspection and the concern was not founded. However the whole 
area of cleaning requires immediate review. 
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Theme: Person-centred care and support 
Person-centred care and support has service users at the centre of all that the service 
does. It does this by advocating for the needs of service users, protecting their rights, 
respecting their values, preferences and diversity and actively involving them in the 
provision of care. Person-centred care and support promotes kindness, consideration 
and respect for service users’ dignity, privacy and autonomy.  
 
Outcome 16: Residents’ Rights, Dignity and Consultation   
 
The inspectors observed a number of personal notices up in residents’ bedrooms in 
relation to falls risks and other personal care issues. This did not promote a person-
centred approach to care or protect the privacy or dignity of the residents.  
 

Theme: Workforce 
The workforce providing a health and social care and support service consists of all the 
people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality, person-centred and safe service. Service providers must be 
able to assure the public, service users and their workforce that everyone working in 
the service is contributing to a high quality safe service. 
 
Outcome 18: Suitable Staffing 
 
The inspectors met the provider during the inspection. Staffing levels and skill mix at 
night time was discussed by the provider who wishes to replace the third nurse at 
night time with a nurse until 00:00hrs and then a care staff replacing the nurse 
leaving two nurses until 07.30hrs with four care staff to care for the 79 residents. 
The inspectors examined a study that was carried out by the provider and person in 
charge at night time which included a tracking system to ensure that effective care 
could be given to the residents after 00:00hrs with the proposed compliment of staff. 
They felt when all medications had been administrated and all residents were in bed 
the need to have a third nurse was not required. 
 
The inspectors informed the provider it was their responsibility under the legislation 
to ensure the staffing levels and skill mix of staff met the needs of the residents 
taking into account the size and layout of the centre. The provider and person in 
charge assured the inspectors they were happy with the proposed staffing levels and 
would keep them under review and would increase them again if required.  
 

Actions reviewed on inspection: 
 
Outcome 7: Health and safety and risk management  
Action required from previous inspection:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 

 

 



 

Page 7 of 13 

On the previous inspection the temperature of the water in the sinks in the residents’ 
bedrooms and the visitor’s toilet area were found to exceed safe levels, the inspector 
was unable to hold her hand under the water as too hot and this could present as a 
risk of burning to residents. The person in charge said that immediately following the 
inspection the temperature was adjusted and valves were applied to the water 
system to regulate the water temperature to ensure it does not go higher than 43 
degrees Celsius. Water temperature checks are maintained twice a week and records 
maintained of these checks were seen.  
 
On the day of the inspection the plumber was working on the water as this time the 
water was too cold, this was rectified before the end of the inspection. 
 
Outcome 11: Health and social care needs 
Action required from previous inspection: 
 
Ensure that all residents are provided with suitable and sufficient care to maintain 
their welfare and wellbeing, having regard to the nature and extent of the resident’s 
dependency and needs. 
 
Ensure that each resident has access to healthcare services including primary care, 
secondary care, specialist services and allied health professionals, irrespective of 
geographical location or place of residence. 
  

 
On the previous inspection the inspectors noted throughout the two days of 
inspection that a number of residents were sat in wheelchairs for the day or in 
specialist chairs where they did not have foot rests or support for their legs.  
There were indicators as evidenced on inspection that residents did not have timely 
access to healthcare services. 
 
On this inspection improvements were seen with the majority of residents that 
required foot rests or supports have been identified and were provided with the 
appropriate equipment. Foot rests were available for staff to use for residents.  
The person in charge told the inspectors that Fit for Life Ltd had provided a 
workshop on 9 August 2012 for staff training with regard to transferring patients and 
correct seating posture for residents. 
 
The person in charge informed the inspectors as they were unable to access the 
services of Health Services Executive (HSE) occupational therapist they had secured 
the services of a private company to undertake seating assessments and a number 
of new chairs had been purchased as a result.  
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Outcome 15: Food and nutrition  
Action required from previous inspection:  
 
Change the times of meals to ensure that residents have a reasonable choice around 
mealtimes.  
 

 
On the previous inspection inspectors observed that lunchtime meals were very early 
with first lunch served at 12:15hrs. If a resident had a lie-in then breakfast and lunch 
would be served very close together. On this inspection it was noted that meal times 
had been pushed back in the library dining room to 12:30hrs and with two sittings in 
the main dining room and second meals there did not take place until after 13:00hrs. 
 
The inspectors observed the main dining room to be very full with residents waiting 
outside for the second sitting many seen to be chatting and socialising. A number of 
residents did have their meals in their rooms by choice but the inspectors 
recommended the dining experience be looked at to ensure every resident had 
access to the dining room and were enabled to enjoy their meals in an unhurried 
relaxed manner. 
 
Outcome 16: Residents’ rights, dignity and consultation 
Action required from previous inspection:  
 
Provide privacy to residents to the extent that the resident is able to undertake 
personal activities in private. 
 

 
On the previous inspection it was noted that there was not appropriate screening 
around each bed in a shared bedroom to protect residents’ privacy and dignity. 
Following the inspection new curtains rails and curtains were put up and these were 
seen in place by the inspectors on this inspection. 
 
 
 
 
 
 
 
 
 
Report compiled by: 
 
Caroline Connelly 
Inspector of Social Services 
Regulation Directorate 
Health Information and Quality Authority 
 
17 December 2013 
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Provider’s response to inspection report  
 

 
Centre Name: 

 
Killure Bridge Nursing Home 

 
Centre ID:  

 
0242 

 
Date of inspection: 

 
10 December 2012 

 
Date of response: 

 
28 December 2012 

 

Requirements 

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

Theme: Governance, Leadership and Management 

 
Outcome 7: Health and safety and risk management  
 The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The inspectors observed a large number of residents sat in the corridors and staff 
members after lunch trying to move a number of residents in large chairs down the 
corridor to their bedrooms. Their journey was impeded by the residents sat in the 
corridor, the residents had to pull their legs right in to prevent injury.  
 
It was also observed throughout the inspection that a very large supply of 
incontinence wear had been delivered over the weekend and numerous boxes of 
products were left on the corridor stacked up. They were blocking the corridor and a 
means of exit from the building and were also a risk of falling on a resident if they 
went near them.   
 

  

                                                 
 The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 

compliance with legal norms. 

 
Health Information and Quality Authority 
Regulation Directorate 
 
 
Action Plan 
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Action required:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 

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

 

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

Timescale: 
 

Provider’s Response: 
 
Our residents love to sit at the reception area to "people watch". 
It prevents social isolation for some residents to whom visitors 
chat to on their way in to visit other residents. 
 
There are adequate communal areas for residents as we have 
two large sitting rooms, one sun room and a meeting room but 
some residents chose not to utilise the communal areas. 
 
On the day of inspection we moved the seating from reception 
and we are struggling at the moment to balance health and 
safety with resident choice. We will endeavour to keep the 
reception area free of chairs. 
 
We are allocating an extra staff member to pack away the 
incontinence pads on the day they arrive to prevent them 
stacking up in corridors 
 

 
 
10 December 
2012  
 
 
 
 
 
 
 
 
 
 
 
31 December 
2012 
 

 
Outcome 8: Medication management 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
The inspector observed a nurse using unsafe medication administration practice, 
which was contrary to best practice and legislative requirements. 
 

Action required:  
 
Put in place suitable arrangements and appropriate procedures and written policies 
in accordance with current regulations, guidelines and legislation for medication 
management and ensure staff are familiar with such procedures and policies. 
 

Reference:    
Health Act, 2007 
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Regulation 33: Ordering, Prescribing, Storing and Administration of   
Medicines 
Standard 14: Medication Management 

 

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

Timescale: 
 

Provider’s Response: 
 
Medication management training booked for January 2013. 
 
All nurses have been instructed to read and sign the medication 
policy again to refresh themselves. 
 

 
 
31 January 
2013 
31 January 
2013 
 

 
Theme: Effective care and support 

 
Outcome 12: Safe and suitable premises 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspectors noted strong odours at various areas around the centre and in other 
areas it was noted that the centre was not clean and did not smell fresh despite it 
being late morning and early afternoon following cleaning of that area. 
 

Action required: 
 
Keep all parts of the designated centre clean and suitably decorated. 
 

Reference:  
Health Act 2007 
Regulation 19: Premises 
Standard 25: Physical Environment  

 

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

Timescale: 
 

Provider’s Response: 
 
We have two residents who urinate in public areas due to their 
cognitive impairment. Despite numerous cleaning of these rooms 
and corridors the smell was unfortunately lingering on the day of 
inspection. It is worth noting that this issue never came up on the 
previous seven inspections of the nursing home. 
 
We have discussed the care of the two residents with their 
general practitioners (GPs) and are awaiting response. 
 
We have sourced new air fresheners for corridors  

 
 
 
 
 
 
 
 
 
 
 
 



 

Page 12 of 13 

We have introduced an evening cleaning shift from 18:00hrs to 
20:00hrs. 
  
We are sourcing new cleaning products to aid cleaning.  
Individual cleaners who did not clean adequately on the day of 
inspection are being addressed under the nursing home 
disciplinary policy  
 

 
 
 
11 December 
2012 
 

 

Theme: Person-centred care and support                                                                 

 
Outcome 16: Residents’ rights, dignity and consultation 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspectors observed a number of personal notices up in residents’ bedrooms in 
relation to falls risks and other personal care issues. This did not promote a person 
centred approach to care or protect the privacy or dignity of the residents.  
 

Action required:  
 
Provide privacy to residents. 
 

Reference: 
Health Act 2007 
Regulation 10: Residents’ Rights Dignity and Consultation  
Standard 4: Privacy and Dignity 

 

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

Timescale: 
 

Provider’s Response:  
 
There were notices in rooms that some residents request such 
as a list of their medication and what time they are due. 
 
All notices regarding falls risk have been removed and we have 
replaced them with colour stickers that only staff can interpret. 
 

 
 
 
 
 
11 December 2012 
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Any comments the provider may wish to make: 
 

 
Provider’s response: 
 
We would like to thank the inspectors for their courteous manner in which they 
carried out their inspection. We welcome any recommendations as we are 
continuously improving our service to ensure our residents receive quality care. 
 
Provider’s name: Kenneth Walsh on behalf of Killure Bridge Nursing Home Ltd 
Date: 24 December 2012 

 


