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Centre name: 

 
Castleturvin House Nursing Home 

 
Centre ID: 

 
0327 

 
Centre address: 
 

 
Athenry 
 
Co Galway 

 
Telephone number: 

 
091 850800 

 
Fax number: 

 
091 850801 

 
Email address: 

 
carmel@castleturvin.com 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Castleturvin Nursing Home Ltd 

 
Person in charge: 

 
Carmel Killeen 

 
Date of inspection: 

 
22 and 23 November 2012  

 
Time inspection took place: 

 
Day-1: Start: 09:30 hrs Completion: 17:30 hrs
Day-2: Start: 07:40 hrs Completion: 14:30 hrs

 
Lead inspector: 

 
Nan Savage 

 
Support inspector: 

 
N/A 

Type of inspection:  Announced                  Unannounced 
 
Number of residents on the 
date of inspection: 

 
 
28 

 
Number of vacancies on the 
date of inspection: 

 
 
12 

 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
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 
well-being of residents. 

 
 
 
 
 
 
 
 
 
 
 



Page 3 of 29 

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 monitoring inspection was unannounced and took place over two days. As part 
of the monitoring inspection the inspector met with residents, relatives, and staff 
members. The inspector observed practices and reviewed documentation such as 
care plans, medical records, accident logs, policies and procedures and staff files. At 
the time of inspection the provider who is also the person in charge was on leave. In 
her absence Erin Killeen was identified as the nominated representative for the 
provider.   
 
The purpose of this inspection was to review the progress on the action plan from 
the previous inspection in May 2012. The inspector also examined the provider’s 
response to the immediate action plan issued following the previous inspection that 
related to staffing levels at night. The inspector found that the provider had taken 
adequate measures to address the risk posed by insufficient staff on night duty. An 
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additional care assistant had been rostered on night duty which meant that one 
nurse and two care assistants were on duty to meet the needs of 28 residents.  
 
On this inspection, the inspector was concerned that adequate controls were not in 
place to manage the risks posed by a resident who smoked in their room and the 
impact of environmental tobacco smoke on other residents. Also the inspector had 
concerns regarding fire safety procedures in the centre as a staff nurse and a care 
assistant on night duty had not received training on fire evacuation practices. 
Because of these risks, the inspector required the provider to take immediate action 
and this was followed up with a written immediate action plan to the provider. The 
provider’s representative responded to the immediate action plan within the required 
timeframe. Information and documentation was submitted in respect of the 
immediate action which demonstrated that appropriate responses had been 
implemented in relation to residents identified at risks.  
 
Limited progress had been made on the action plan from the previous inspection 
with five of of the 39 required actions addressed. The majority of the remaining 
actions had only been partially completed including actions relating to risk 
management, medication management, restraint and behaviour that challenged. The 
provider indicated in the previous action plan response that most of the required 
actions would be addressed before October 2012 but the inspector found that this 
had not happened. One action relating to end of life documentation had not been 
completed. 
 
Actions reviewed on inspection: 
 
Theme: Governance, Leadership and Management 
 
Outcome 1: Statement of purpose and quality management 
 
Action required from previous inspection:  
 
Review the statement of purpose to ensure it consists of all matters listed in 
Schedule 1 of the Regulations. 
 
 
This action was in progress but had not been completed. The provider had indicated 
in the previous action plan response that this action would be completed by 30 July 
2012.  
 
The statement of purpose required revision in order to comply with the Regulations.   
 
The provider had updated the statement of purpose to include the development of a 
secure unit. However, some sections did not include all of the information required 
by Schedule 1 of the Regulations. For example, the specialist nursing care offered 
and the criteria for the supervision of specific therapeutic techniques were omitted. 
Further revision was also required to include the dimensions of communal space. 
Also, the statement of purpose did not reflect the current organisational structure.  
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Outcome 4: Records and documentation to be kept at a designated centre 
 
Action required from previous inspection:  
 
Ensure that the directory of residents includes the information specified in Schedule 3 
of the Regulations. 
 
Put in place all of the written and operational policies relevant to the centre. 
 
 
This action had been partially completed. The provider had indicated in the previous 
action plan that all policies would be reviewed by 30 September 2012 but this had 
not happened. 
 
The directory of residents complied with the majority of the requirements in the 
Regulations. However, some required information was not consistently recorded 
including the cause and time of death, the telephone number of the general 
practitioner (GP) and transfer details.  
 
An action relating to maintaining the directory of residents in compliance with the 
requirements of the Regulations was included in the previous inspection reports. 
 
There was also a required action from the previous inspection with regard to some 
policies not being centre specific and not providing sufficient detail to guide and 
inform staff in the delivery of safe, quality care. The inspector found that some 
policies were still not centre specific and did not provide sufficient detail to guide and 
inform staff practice such as the policy on nutrition and challenging behaviour. Also 
some staff spoken to were not familiar with the policies and one informed an 
inspector that she did not have time to read all the policies. These policies related to 
health care and are detailed under Outcome 11 and 14.  
 
Theme: Safe care and support  
 
Outcome 7: Health and safety and risk management  
 
Action required from previous inspection:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre. 
 
Ensure that the risk management policy covers the precautions in place to control 
the following specified risks: the unexplained absence of a resident; assault; 
accidental injury to residents or staff; aggression and violence; and self-harm.  
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward 
incidents or adverse events involving residents. 
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This action had been partially completed but on this inspection additional significant 
risks were noted in relation to fire safety.  
 
While a risk assessment had been carried out for a resident who smoked in his/her 
bedroom adequate controls were not in place to manage the risks. Some practices 
observed by the inspector posed a serious risk of harm to this resident and other 
residents living in the centre. The inspector also found that an assessment on the 
impact of environmental tobacco smoke emanating from two residents’ bedrooms 
had not been undertaken to establish the effect of the smoke on the residents in 
adjoining rooms. The provider was required to take immediate action in relation to 
this risk and responded appropriately to the immediate action plan. 
 
The staff nurse and a care assistant on night duty had not received training on fire 
evacuation practices. The provider’s representative informed the inspector that this 
nurse would receive training prior to commencement of her next night shift. The 
provider was required to take immediate action and correspondence was received 
that the night nurse and care assistant had since received training on fire evacuation. 
 
The inspector was also concerned that during the morning of day one of the 
inspection the majority of residents’ bedroom doors were wedged open. This was 
brought to the immediate attention of the provider’s representative and addressed 
during the inspection.   
 
The following areas were reviewed in response to the previous action plan.  
 
The risk management policy did not comply with the Regulations as identified at 
previous inspections. In response to the most recent action plan the provider had 
given a timescale for completion by 30 September 2012. The policy still did not 
adequately guide and inform staff in relation to the specific risks identified in the 
Regulations such as assault of residents in the centre and accidental injury to 
residents or staff.  
 
Since the last inspection the inspector was informed that the provider had fitted 
window restrictors to all windows. The inspector spot-checked some residents’ 
bedroom windows on the first floor and noted that these restrictors were in place.  
However, the risk register had not been updated to include this safety measure. 
 
The person in charge had reviewed the process for recording incidents and accidents 
since the previous inspection. While some improvements were noted there was still 
insufficient guidance in the policy for the identification, recording, investigation and 
learning from serious incidents. Staff spoken with continued to relay a positive 
attitude towards reporting. Incidents and accidents were recorded on the 
computerised system and from the information available there had been 29 falls in 
the centre since the previous inspection in May 2012. Three residents had accounted 
for over 50% of the falls. Most of these falls occurred at night or during early 
morning. The inspector found that some incident reports did not clearly document if 
the fall had been witnessed or un-witnessed and whether the next of kin had been 
informed. It was also not clear from some reports whether the resident’s GP had 
been contacted and if the resident had been reviewed by the GP. The inspector 
viewed a sample of incident and accidents reports and found that residents who had 
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an un-witnessed fall were not consistently assessed for possible head injury such as 
carrying out neurological observations. Also, the inspector noted that on day one of 
the inspection the nurse on duty did not have access to the necessary equipment to 
carry out neurological observations. This equipment was available on day two of the 
inspection.  
 
The person in charge had taken some measures in response to the high incidence of 
falls by some residents. Some residents had been referred for tests to investigate 
why these falls were happening. Some residents’ medications had been reviewed by 
the GP and in some incidences by psychiatry of later life. One resident who had fallen 
on six occasions since the previous inspection now wore hip protectors. However, a 
comprehensive falls audit had not been carried out and falls prevention measures 
such as low-low beds or sensory/tactile mats had not been considered. There was no 
evidence available during the inspection that staff had received training on falls 
management. Issues were also noted in the assessment and care planning of some 
residents that had experienced a fall and this is detailed in Outcome 11. 
 
The provider’s representative was unable to demonstrate that all staff had 
mandatory training in moving and handling but she confirmed verbally to the 
inspector that all staff had up-to-date training in this area. However, the inspector 
noted that training certificates were not available for some staff. The inspector found 
that staff assisting residents to mobilise used appropriate techniques.  
 
Assistive and other equipment was inappropriately stored in the resident’s bathroom 
and in the vicinity of the lift. This posed a risk to residents’ safety and was brought to 
the attention of staff during the inspection but had not been addressed by the end of 
the inspection.  
 
Outcome 8: Medication management 
  
Action required from previous inspection:  
 
Maintain, in a safe and accessible place, a medical record in respect of each resident 
with details of investigations made, diagnoses and treatment given, and a record of 
all drugs and medicines prescribed, signed and dated by a medical practitioner.  
 
 
Limited progress had been made in the completion of this required action.  
 
The centre’s medication management policy had not been fully implemented and the 
following issues had not been addressed, as required from the previous inspection: 

 transcribed medications were not counter-signed by a second nurse even 
though the policy on transcribing stated that this was a requirement  

 the policy on transcribing also required transcribed medications to be signed 
by the GP within 72 hours of a telephone order but the inspector found that 
this was not consistently happening in practice. For example, a medication 
that had been started on 8 November 2012 in response to a telephone order 
had not been signed for by the resident’s GP  
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 some PRN (as required) medications had been transcribed by nursing staff but 
had not been signed by the GP  

 some medications that were discontinued did not have a discontinuation date 
or a signature of the GP  

 some reviewed prescriptions did not include maximum doses for PRN 
medication. 

 
Since the last inspection the medication prescription sheet and administration sheet 
had been combined into one medication kardex. The inspector found that the nurse 
on the medication round referred to the prescription section of this kardex when 
administering the medication. This had been an issue at the last inspection.  
 
While some nursing staff spoken with confirmed that they had completed medication 
management training, this was not recorded and nurses were not applying the 
training in practice. For example, the inspector noted that the nurse administering 
medications had signed the kardex to indicate that she had administered the 
medications prior to actually doing so. This was not in compliance with an Bord 
Altranais agus Cnáimhseachais na hÉireann (Nursing and Midwifery Board of Ireland) 
guidelines. The inspector also found that there was no resident photographic 
identification on the medication kardex which again was not in accordance with an 
Bord Altranais agus Cnáimhseachais na hÉireann guidelines and could increase the 
risk of medication error.   
 
Outcome 9: Notification of incidents 
 
Action required from previous inspection:  
 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of any serious injury to a resident. 
 
 
This action had been completed.  
 
A notification that had not been received by the Authority at the previous inspection 
within the three day timescale was subsequently received by the Authority on 2 July 
2012.  
 
On this inspection, the inspector found that the person in charge had submitted 
notifications to the Chief Inspector, as required by the Regulations.  
 
Theme: Effective care and support 
 
Outcome 10: Reviewing and improving the quality and safety of care  
 
Action required from previous inspection:  
 
Establish and maintain a system for reviewing and improving the quality and safety 
of care provided to, and the quality of life of residents at appropriate intervals. 
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This action had been partially completed.  
 
While some audits had been completed in the area of medication management there 
was insufficient evidence that a system had been established to formally review the 
quality and safety of all aspects of care provided to residents. The inspector found 
that no other areas had been audited since the previous inspection.  
 
Since the previous inspection a staff nurse had completed two medication audits. 
One of these audits had been in response to a medication error and identified areas 
for improvements which were communicated to staff and had improved practice.  
 
In response to the previous inspection findings this nurse had also revised the audit 
template for medication management which now included a review of medication 
prescriptions and administration practices. A medication audit using this template 
was completed in October 2012. The nurse who completed the audit had identified a 
number of issues that were noted by the inspector during this inspection. Some 
follow up had been completed in response to the audit findings but a number of the 
issues identified had not yet been addressed.  
 
Outcome 11: Health and social care needs 
 
Action required from previous inspection:  
 
Facilitate all appropriate health care and support each resident on an individual basis 
to achieve and enjoy the best possible health. 
 
Facilitate each resident’s access to physiotherapy and any other services as required 
by each resident. 
 
Maintain records of all health care referrals and follow-up appointments. 
 
 
This action had been partially completed.  
 
From the sample of residents’ files reviewed the inspector noted that a record of the 
residents’ health condition and treatment given continued to be completed daily and 
the nurses’ entries were now timed.  
 
There was evidence that residents had good access to general practitioner (GP) 
services. The inspector reviewed a sample of residents’ medical files and found that 
there was documentary evidence that residents were frequently seen by the GP.  
 
Staff confirmed that there was still limited access to physiotherapy and speech and 
language therapy (SALT) services. Since the previous inspection some residents that 
required seating assessments had now been assessed by the occupational therapist 
(OT). However, the inspector found that some OT recommendations had not been 
linked to a residents associated care plans in order to guide staff practice.  
Records were available on residents’ files of health care referrals, assessments and 
follow up appointments. 



Page 10 of 29 

Action required from previous inspection:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Revise each resident’s care plan, after consultation with him/her. 
 
Notify each resident or their representative of any review of his/her care plan. 
 
 
This action had been partially completed and some additional areas for improvement 
were noted on this inspection. 
 
The inspector found that there was still insufficient evidence that residents or their 
representatives were involved in the development and review of the care plan. 
 
The inspector noted that the care planning documentation required improvement to 
ensure continuity of care and that all residents needs were been met. The inspector 
reviewed a sample of residents’ files and found that residents had a range of nursing 
assessments, clinical risk assessments and care plans in place for most identified 
needs. Recognised assessment tools were used and were generally linked to the 
associated care plans.  
 
However, some assessments had not been completed accurately which could impact 
on their needs being met. For example, one resident was incorrectly assessed as 
high dependency. Nursing staff spoken with and the relevant file reviewed indicated 
that this resident was maximum dependency. Also the use of two dependency 
assessments tools gave different dependency level results for another resident. This 
resident had been assessed as both medium and high dependency. In addition, 
another resident was documented as medium risk of falls but the actual assessment 
score categorised this resident as being at high risk of falling.  
 
Some residents’ care plan interventions were generic and not individualised to the 
resident. For example, one referred to the use of appropriate aids when mobilising 
but staff informed the inspector that this resident did not use assistive aids when 
walking.  
 
Since the previous inspection a resident with a history of behaviour that challenged 
had been admitted to the centre. The inspector noted that there was no pre-
admission assessment carried out to ensure that this resident’s needs could be met. 
This was contrary to the centre’s policy on admissions which required the person in 
charge to complete an assessment before admitting a resident.  
 
A computerised care planning system was in place. Some staff spoken with had not 
received sufficient training on the use of the computerised care planning system.  As 
mentioned earlier in this outcome some assessments had not been completed 
correctly and some care plan interventions were not individualised to the resident’s 
needs. When spoken with, some staff mentioned that they would benefit from 
further training.  
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Action required from previous inspection:  
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
 
Provide a high standard of evidence-based nursing practice. 
 
 
This action had been partially completed even though the provider had indicated in 
the previous action plan response that issues relating to restraint management and 
behaviour that challenged would be completed by 30 September 2012. Additional 
clinical issues were also noted in nutritional management and falls management.  
 
The following areas were reviewed in response to the previous action plan.  
 
The provider had reduced the number of bedrails that were attached to residents’ 
beds. The inspector was informed that one resident’s bed had metal bedrails 
attached and the inspector found that the bedrail was loose and unsafe. This was 
brought to the attention of nursing staff during the inspection and addressed. 
However, the inspector noted that regular checks of the safe application and 
positioning of this bedrail had not been documented. Risk assessments on the use of 
bedrails had been carried out but improvements were still required in the completion 
of the assessment. There was limited evidence that the risks of using bedrails were 
considered or that less restrictive alternatives had being tried prior to the use of 
restraint. The policy on restraint did not sufficiently guide and inform staff to ensure 
the safety of the residents and staff had still not received training on restraint 
management. Restraint was identified as an area for improvement at the previous 
two inspections.  
 
While some improvements were noted in the management of behaviour that 
challenged the centre’s policy still did not provide sufficient information to guide and 
inform staff on practices including the use of behaviour logs. As a result the inspector 
noted that staff used different documentation when assessing and recording 
incidents of challenging behaviour. Also behaviour monitoring logs were not 
consistently completed for all incidents of behaviour that challenged. The inspector 
found that a recognised assessment tool had been used for assessing one resident’s 
behaviour but had not been used for other residents identified by staff as having 
challenging behaviour. The inspector noted that a care plan for a resident with 
behaviours that challenged was maintained in the risk management folder and not 
readily available to staff. Hence some staff were not familiar with the interventions 
detailed in this care plan. Also this resident’s care plan did not provide details of the 
type of behaviour displayed. Other care plans were not reviewed regularly and some 
contained interventions that did not reflect the residents’ current needs. During the 
inspection staff approached residents with behaviour that challenged in a sensitive 
and appropriate manner and the residents responded positively to the techniques 
used by staff. However, the lack of consistent assessing and recording could give rise 
to inconsistent approaches being adopted by staff.  
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The person in charge had put in place systems to monitor pain relief but some 
further improvement was required. Pain assessments and associated care plans had 
now been completed for residents that had a requirement for analgesia and were 
prescribed and administered analgesia. However, the inspector noted that one 
resident experiencing pain did not have a pain assessment completed and was 
unable to take prescribed pain medication. The inspector found that the nurse on 
duty had promptly contacted the resident’s GP and this resident was reviewed by the 
GP during the inspection.  
 
Additional issues were identified in nutritional management and the management of 
falls.   
 
Sufficient interventions had not been taken to manage one resident’s nutritional 
needs. The inspector found that the weight records for one resident showed that the 
resident had a weight loss of approximately 5.5 kgs from 15 October to 13 November 
2012. Despite this weight lost the resident’s Malnutrition Universal Screening Tool 
(MUST) assessment had not been updated since September 2012 and there was no 
nutritional care plan in place. While the resident had been recently seen by the GP 
regarding other health related issues there was no evidence that the GP had been 
informed about the resident’s weight loss. The gaps in the nutritional management of 
this resident’s needs were brought to the immediate attention of the nurse on duty. 
During the inspection the nurse on duty contacted the resident’s GP regarding the 
resident’s weight loss and staff commenced a fluid intake chart. The inspector 
viewed the nutritional policy and found that the policy had not fully informed staff 
practice. For example, the policy stated that if a resident’s circumstances changed 
their weight should be monitored more frequently than monthly.  
 
Improvements were required in the management of falls. The inspector found that 
fall assessments and associated care plans had not been updated after some 
residents had experienced a fall. The inspector also noted that a night nurse had 
requested a specific action to be taken in response to a resident’s fall that occurred 
during the night. The nurse required that the breaks on this resident’s bed be 
checked to ensure they were maintained in working order but this did not happen in 
a timely manner. The inspector noted that the bed was replaced on day two of the 
inspection.  
 
Theme: Person-centred care and support                                                             
 
Outcome 14: End of life care 
 
Action required from previous inspection:  
 
Put in place written operational policies and protocols for end-of-life care. 
 
Provide appropriate care and comfort to each resident approaching end of life to 
address his/her physical, emotional, psychological and spiritual needs. 
 
 



Page 13 of 29 

This action had not been completed. In the previous action plan response the 
provider had stated that end-of-life care plans would be put in place for all residents 
by 30 August 2012. The provider also indicated that the policy on end-of-life care 
would be reviewed by 30 September 2012. 
 
There were no residents receiving end-of-life care on the day of inspection. However, 
two residents had received end-of-life care since the previous inspection but end of 
life care plans had not been put in place for these residents. This was also contrary 
to the centre’s policy on end-of-life care.  
 
On the previous inspection it was identified that the end-of-life policy did not provide 
sufficient guidelines to inform staff practice. The inspector found that this policy had 
not been revised.  
 
Outcome 16: Residents’ rights, dignity and consultation 
 
Action required from previous inspection:  
 
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private. 
 
 
The specific action required from the previous inspection had been completed but on 
this inspection some additional improvements were required.  
 
In response to the previous action plan the provider had removed closed-circuit 
television (CCTV) from the dining room. The provider stated in her response that the 
CCTV system now covered corridors, reception areas and the perimeter. However, 
the inspector noted that CCTV was in operation in the day room and there was no 
arrangement in place for its use in this room. Also the provider had not updated the 
centre’s policy on privacy which stated that CCTV cameras be restricted for use in the 
entrance and corridors.  
 
The inspector found on this inspection that some staff did not promote the dignity of 
a resident during personal care. The inspector noted that two staff were attending to 
a resident’s personal needs in the resident’s bedroom but had not closed the 
bedroom door to protect this resident’s privacy and dignity.  
 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
 
Action required from previous inspection:  
 
Ensure that the numbers and skill-mix of staff are appropriate to the assessed needs 
of residents, and the size and layout of the designated centre. 
 
Maintain a planned and actual staff rota, showing staff on duty at any time during 
the day and night. 
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Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
 
This action had been completed.  
 
The inspector found that staffing levels at night had improved since the previous 
inspection. From 21 May 2012 the person in charge had rostered an extra care 
assistant at night which meant that on the days of inspection there was one nurse 
and two care assistants on night duty to meet the needs of 28 residents. The extra 
staff member was based in the dementia-specific unit called the Waldron unit.  
 
While there was no specific laundry staff the inspector was informed by staff that the 
majority of laundry was completed by the care assistant located on the Waldron unit. 
The inspector noted that the laundry room was located in this unit adjacent to 
residents’ bedrooms. The inspector met the night care assistant who confirmed that 
she managed laundry during the night but stated that the residents’ care was 
prioritised.  
 
Action required from previous inspection:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
 
This action had been partially completed. An action in the previous two action plans 
required the provider to ensure adequate records were available to confirm staff had 
received education and training. 
 
The provider had stated on the previous inspection that she was going to complete a 
training matrix for all staff on mandatory training. A training matrix was not available 
and the inspector was unable to confirm staff attendance on some courses including 
mandatory training in moving and handling of residents. Also sufficient evidence was 
not available that staff had attended other training including dementia care and 
challenging behaviour.  
 
As mentioned earlier in the report, staff spoken with had not received training on 
clinical areas including restraint management and falls management.  
 
Action required from previous inspection:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory 
information and documents specified in Schedule 2 of the Regulations have been 
obtained in respect of each person. 
 
Put in place recruitment procedures to ensure that no staff members are employed in 
the designated centre unless they are physically and mentally fit for the purposes of 
the work which they are to perform. 
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This action had been partially completed. Staff recruitment had been identified as an 
area for improvement in previous inspection reports. 
 
A sample of staff files were reviewed and found to contain the majority of required 
information. However, some information required by the Regulations had not been 
obtained for all staff. For example, some staff files had insufficient evidence to 
confirm that the staff members were mentally and physically fit for the purposes of 
their work in the centre while one of the files reviewed did not have three written 
references and had no employment history. Also two staff members did not have An 
Garda Síochána vetting but there was a note on these files that the application had 
been processed.  
 
 
Report compiled by: 
 
Nan Savage 
Inspector of Social Services 
Regulation Directorate 
Health Information and Quality Authority 
 
28 November 2012 
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Provider’s response to inspection report ∗ 
 
 
Centre Name: 

 
Castleturvin House Nursing Home 

 
Centre ID:  

 
0327 

 
Date of inspection: 

 
22 and 23 November 2012  

 
Date of response: 

 
14 January 2013 

 
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 1: Statement of purpose and quality management 
The provider is failing to comply with a regulatory requirement in the 
following respect: 
 
The statement of purpose did not consist of all matters listed in Schedule 1 of the 
Regulations.  
 
Action required: 
 
Review the statement of purpose to ensure it consists of all matters listed in Schedule 
1 of the Regulations. 
 
Reference: 
                 Health Act, 2007 
                 Regulation 5: Statement of Purpose 
                 Standard 28: Purpose and Function 
 

                                                 
∗ 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 statement of purpose is being revised to include 
dimensions of prayer room and update the organisational 
structure to reflect the fact of one of staff is on maternity 
leave. 
 

 
 
31/01/2013 
 

 
Outcome 4: Records and documentation to be kept at a designated centre 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The written and operational policies available to staff and those listed in Schedule 5 of 
the Regulations were not all centre specific and some did not adequately guide staff 
practice.  
 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5 of the 
Regulations. 
 
Reference: 
                 Health Act, 2007 
                 Regulation 27: Operating Policies and Procedures 
                 Standard 29: Management Systems 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All policies and procedures are currently being reviewed and 
updated as required to ensure that they adequately guide staff 
practice and are centre specific. 
 

 
 
28/02/2013 
 

 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
The directory of residents had not been maintained up to date.  
 
Action required:  
 
Establish and maintain an up-to-date directory of residents in relation to every 
resident in the designated centre in an electronic or manual format and make this 
information available to inspectors as and when requested. 
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Reference: 
Health Act, 2007 

                   Regulation 23: Directory of Residents 
                   Standard 32: Register and Residents’ Records 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The missing GP's phone numbers have been added to the 
directory. The cause of death of the resident and the missing 
transfer details have been added. The directory will be audited 
on a regular basis to ensure there are no omissions. 
 

 
 
Completed 
30/11/2012 
 

 
Theme: Safe care and support  
 
Outcome 7: Health and safety and risk management  

The provider and person in charge has failed to comply with a regulatory 
requirement in the following respect: 
 
While a risk assessment had been carried out for a resident who smoked in his/her 
bedroom adequate controls were not in place to manage the associated risks. Some 
practices observed by the inspector posed a serious risk of harm to this resident and 
other residents living in the centre.  
 
An assessment on the impact of environmental tobacco smoke arising from the 
bedrooms of two residents who smoked in their rooms had not been undertaken, to 
establish the effect of the smoke on other residents. 
 
A written immediate action was issued in relation to these failings.  
 
Action required:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 
Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the identification 
and assessment of risks throughout the designated centre and the precautions in 
place to control the risks identified.   
 
Reference: 
                    Health Act, 2007 
                    Regulation 31: Risk Management Procedures 
                    Standard 26: Health and Safety  
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale 
 

Provider’s response: 
 
A new risk assessment has been completed on the impact of 
environmental smoking on other residents in the vicinity of this 
room. The existing risk assessment on the resident who smokes in 
his/her room due to his/her history of psychiatric illness, has been 
updated and a review date added. To reduce any potential risks 
to any other residents who do not smoke, this resident has been 
relocated to a new room near a fire exit door. As with all the 
rooms downstairs, the resident has direct access to an outside 
courtyard from his/her room via a patio door. The room next to 
this resident's new room, is that of another smoker and both 
rooms are located in their own fire compartment in which fire 
doors separate the smokers from all other non smoking resident's 
rooms. All residents in Castleturvin are checked every half hour. 
In order to ensure heightened awareness of the risks, amongst 
the staff, as well as documentary evidence, a monitoring log is 
now maintained to ensure that residents who are at risk from 
smoking are checked every 15 minutes, that their door is closed 
and that they are using an appropriate ashtray. The ashtray used 
by this resident at the time of the inspection was a deep enclosed 
ashtray, the purpose for this was that previous open ashtrays had 
posed a risk as cigarettes were not extinguished completely. By 
providing a specific ashtray that was deep enough to contain a 
small amount of water, thereby extinguishing cigarettes when 
disposed of, reduced this risk. Unfortunately the resident had 
removed the lid of the ashtray so even though the ashtray itself 
was fire treated, it was being improperly used. This is another 
reason why the 15 minute supervisory checks by staff have been 
put in place, to ensure this does not occur again. A new risk 
assessment has also been carried out on the use of ashtrays. The 
bed table the resident ashtray rested on was also fire treated. 
Smoking cessation support had been discussed with the resident 
and his/her family prior to the inspection and discussed with the 
pharmacist. The resident had agreed to trial an electronic 
nicorette inhaler which would reduce the risk of smoking to this 
resident and other residents. The risk management policy is in the 
process of being updated.  Support documentation being emailed 
along with this action plan is the requested new risk assessment 
and the new 15 minute smoking supervision monitoring log. 
 

 
 
2pm  
29/11/2012  
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The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The staff nurse and a care assistant on night duty had not received training on fire 
evacuation practices.  
 
A written immediate action was issued in relation to this failing.  
 
Action required:  
 
Ensure, by means of fire drills and fire practices at suitable intervals, that the staff 
and, as far as is reasonably practicable, residents, are aware of the procedure to be 
followed in the case of fire, including the procedure for saving life. 
 
Reference:  

Health Act, 2007 
                   Regulation 32: Fire Precautions and Records 
                   Standard 26: Health and Safety  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
As requested by the chief inspector confirmation that the staff 
nurse on night duty had received training on fire evacuation 
practices was emailed on 23 November 2012 at 19:17 hours. 
A record of this email is enclosed. Receipt of this email was 
verbally confirmed with the Authority’s Regional office on 27 
November 2012. A copy of this email has been forwarded on with 
the other requested supporting documentation. The care assistant 
referred to above is scheduled to complete the training on 30 
November 2012.   
 

 
 
2pm  
29/11/2012  

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The risk management policy did not comply with current legislation. The policy did 
not adequately guide and inform staff of measures to take in response to some risk 
situations. For example, there were no formal precautions for assault of residents in 
the centre and accidental injury to residents or staff. Also there were no documented 
arrangements for the identification, recording, investigation and learning from serious 
or untoward incidents or adverse events involving residents. 
   
Some equipment was inappropriately stored in the centre and posed a risk to 
resident’s safety.  
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Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre. 
 
Action required:  
 
Ensure that the risk management policy covers the precautions in place to control the 
following specified risks: the unexplained absence of a resident; assault; accidental 
injury to residents or staff; aggression and violence; and self-harm.  
 
Action required:  
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward incidents 
or adverse events involving residents. 
 
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: 
 
The risk management policy referenced the individual policies 
on missing persons, identification, recording, investigation and 
learning from serious or untoward incidents or adverse events 
involving residents and self harm. Copies of the policies are 
being sent to the inspector as they were unavailable on 
inspection day. 
 
The risk management policy is currently in the process of  
being updated to include in more detail the above. 
  
The resident's who insist on having their bedroom doors open 
are being fitted with automatic door closers in the event of a 
fire. 
 
The risk management policy is being revised  to include clear 
guidelines to staff in the event of an assault of residents, and 
accidental injury to residents or staff. 
 
The risk register has been updated to include the fact that 
window restrictors were fitted to all windows. 
 

 
 
 
01/01/2013 
 
 
 
 
 
28/02/2013 
 
 
Ongoing 
 
 
 
31/01/2013 
 
 
 
30/11/2012 
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A new lift was fitted last month. The old lift is being removed 
and the area converted into extra storage space.  
 

31/03/2013 
 

 
Outcome 8: Medication management 
The  provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The medication management policy was not being fully implemented and issues were 
noted in medication management practices. 
 
Medication was not administered in line with an Bord Altranais agus Cnáimhseachais 
na hÉireann guidelines. 
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
Action required: 
 
Maintain, in a safe and accessible place, a medical record in respect of each resident 
with details of investigations made, diagnoses and treatment given, and a record of 
all drugs and medicines prescribed, signed and dated by a medical practitioner.  
 
Reference:  

Health Act, 2007 
Regulation 25: Medical Records 
Standard 13: Healthcare 
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: 
 
Following a recent medication audit each nurse was given her 
own copy of the medication policies and procedures and had 
signed that they had received it. Any new nurses employed will 
get their own copy of policies as part of their induction.  
 
While there was a written medical record available for each 
resident in their file, the nursing notes were on the electronic 
system.  Following discussion with the GP it was decided that 
future medical notes would be entered into electronic system 
thus making a more integrated record. 
 

 
 
31/01/2013 
 
 
 
 
Ongoing 
28/02/2013 
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Theme: Effective care and support 
 
Outcome 10: Reviewing and improving the quality and safety of care  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was insufficient evidence of a formal review of all areas of quality and safety of 
care provided to residents.  
 
Information collated in a recent medication audit had not fully informed learning in 
order to improve the quality of life and safety for residents.  
 
Action required:  
 
Establish and maintain a system for reviewing and improving the quality and safety of 
care provided to, and the quality of life of residents at appropriate intervals. 
 
Reference:   

Health Act, 2007 
                   Regulation 35: Review of Quality and Safety of Care and Quality of Life 
                   Standard 30: Quality Assurance and Continuous Improvement 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
As stated in previous report we employed a nurse who had 
experience in auditing. She was to commence an auditing 
system and educate remaining staff. Unfortunately one of her 
nursing colleagues had to go on extended leave due to a 
pregnancy related illness and we were unable to allocate a day 
to this nurse to do her administrative work. We are currently 
recruiting a new nurse to free this nurse to do formal regular 
auditing and to ensure that the findings are discussed and that 
staff learn from them. 
 

 
 
28/02/2012 
 

 
Outcome 11: Health and social care needs 
The person in charge has failed to comply with a regulatory requirement in 
the following respect:  
 
Residents’ care plans were not consistently individualised to reflect their current 
needs. 
 
There was no evidence that residents or relatives were formally involved in the 
development or the review of the care plans. 
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Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Action required: 
  
Revise each resident’s care plan, after consultation with him/her. 
 
Action required: 
  
Notify each resident or their representative of any review of his/her care plan. 
 
Reference:  
                  Health Act, 2007 
                  Regulation 8: Assessment and Care Plan 
                  Standard 3: Consent  
                  Standard 10: Assessment 
                  Standard 11: The Resident’s Care Plan 
                  Standard 17: Autonomy and Independence 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Each resident's care plan is developed based on their assessed 
needs and they or their family are fully involved in the process. 
 
There is now only one dependency scale in use to ensure 
uniform dependency levels. 
 
Care plans are updated and revised as necessary and the 
changes are discussed with resident or family. 
 
We will review and update our documentary evidence of our 
discussions with resident or their family. 
 

 
 
31/12/2012 
 
 
31/12/2012 
 
 
31/12/2012 
 
 
28/02/2013 
 

 
The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The provider had not ensured the provision of a high standard of evidence-based 
nursing care for all residents in the areas of falls management, behaviour that 
challenges, restraint management and nutritional management.  
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Action required:  
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
 
Action required:  
 
Provide a high standard of evidence-based nursing practice. 
 
Reference:  

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 13: Healthcare 
Standard 18: Routines and Expectations 

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

Timescale: 
 

Provider’s response: 
 
While we acknowledge the high number of falls, three of our 
resident's account for 50% of falls. None are restrained at any 
time. All suffer from dementia and do not have any insight into 
their problem. All resident's were checked half hourly at night. 
we now have commenced 15 minute monitoring logs for 
resident’s at risk of falls, challenging behaviour and smokers.  
 
It will be clearly documented if falls are witnessed or not, GP 
notification and review and next of kin notification. 
 
Two low-low beds have been purchased. 
 
Restraint, challenging behaviour and nutrition policy are being 
reviewed and updated.  
 
The resident who had the weight loss was acutely ill at the 
time. The resident's condition was been closely monitored by 
his GP and nursing staff. The GP was aware of the weight loss 
and while he had not referred to it in his notes felt that it was 
the inevitable outcome of the resident's ill condition. Despite 
the weight loss this resident had a net gain of weight since 
admission to the time of inspection. This resident has now 
regained most of the weight lost while acutely ill. This resident 
also has challenging behaviour and it is not always possible to 
weigh him on a weekly basis. The resident's MUST score has 
now been updated and a nutritional care plan is now in place 
for this resident.  
 

 
 
01/01/2013 
 
 
 
 
 
 
01/01/2013 
 
 
20/01/2013 
 
 
28/02/2013 
 
31/11/2013 
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The metal bedrail which was in situ at the request of resident 
as she has a strong fear that she may fall out of bed. This bed 
has now been replaced by a bed incorporating integral rails. 
 

15/01/2013 
 
 

 
Theme: Person-centred care and support                                                                 
 
Outcome 14: End of life care 
The person in charge and provider are  failing to comply with a regulatory 
requirement in the following respect:  
 
End-of-life care plans were not completed. 
 
Action required: 
  
Provide appropriate care and comfort to each resident approaching end of life to 
address his/her physical, emotional, psychological and spiritual needs. 
 
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: 
 
While there is nobody requiring an end of life care plan at the 
moment, we will ensure that resident's requiring same will 
have them implemented. 
 

 
 
01/01/2013 
 

 
Outcome 16: Residents’ rights, dignity and consultation 
The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The provider did not ensure that resident’s privacy and dignity were protected at all 
times. Closed circuit television (CCTV) was in use in the day room, however, there 
was no policy on the use of CCTV in this room.  
 
Some staff did not promote the dignity of a resident while attending to a resident’s 
personal needs.  
 
Action required:  
 
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private. 
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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 following the inspection with timescales: 
 

Timescale: 
 

Provider’s response: 
 
There is now a policy and signage in place that CCTV is in 
operation in the dayroom. 
 
Staff have been spoken to about the breach of this resident's 
privacy and we will ensure that this isolated event will not 
happen in future. 
 

 
 
01/01/2013 
 
 
30/11/2012 
 

 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
The person in charge has failed to comply with a regulatory requirement in 
the following respect: 
 
The staff roster had not been maintained up to date for the person in charge. 
 
Action required:  
 
Maintain a planned and actual staff rota, showing staff on duty at any time during the 
day and night. 
 
Reference:   
                 Health Act, 2007 
                 Regulation 16: Staffing 
                 Standard 23: Staffing Levels and Qualifications 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Due to a clerical error the PIC's annual leave was not written 
into that weeks roster. The PIC's duty will be written into the 
roster. 
 

 
 
30/11/2012 
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The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Some staff did not demonstrate sufficient knowledge to allow them provide a high 
standard of contemporary evidence-based nursing care in restraint management and 
falls prevention. 
 
Action required: 
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
Reference:   

Health Act, 2007 
                   Regulation 17: Training and Staff Development  
                   Standard 24: Training and Supervision         
           
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A training needs analysis is being compiled for 2013. Training 
will be prioritised based on this assessment. 
 

 
 
28/02/2013 
 

 
The provider and person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
All required documentation in relation to recruitment of staff employed in the centre 
was not available for inspection. 
 
Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory information 
and documents specified in Schedule 2 of the Regulations have been obtained in 
respect of each person. 
 
Action required:  
 
Put in place recruitment procedures to ensure that no staff members are employed in 
the designated centre unless they are physically and mentally fit for the purposes of 
the work which they are to perform. 
 
Reference: 

Health Act, 2007 
                   Regulation 18: Recruitment  
                   Standards 22: Recruitment         
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A letter has been sent to the staff members who have not 
supplied all their documents. 
 
All staff provide a self declaration that they are physically and 
mentally fit to perform their job. A letter has been sent to 
remaining staff who have not had their forms signed by their 
GP requiring return of forms by 28 February 2013. 
 

 
 
28/02/2012 
 
 
28/02/2013 
 

 
 
 
Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
We wish to thank the inspector Nan Savage for her help and guidance over the years 
and wish her well in the future. We hope to have a similar relationship with her 
successor. 
 
Provider’s name: Carmel Killeen 
Date: 14 January 2013 


