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Centre name: 
 
Glanmire Residential Care Limited 

Centre ID: 
 
301 

Centre address: 

 
Glyntown 
 
Glanmire 
 
Co Cork 

Telephone number:  
 
021 4821500 

Email address: 
 
glanmirehealthcareltd@yahoo.com  

Type of centre: 
  

 Private       Voluntary       Public 

Registered provider: 
 
Glanmire Residential Care Ltd 

Person authorised to act on 
behalf of the provider: 

 
Mary O’Sullivan 

Person in charge: 
 
Anne Marie Roberts 

Date of inspection: 
 
5 September 2012 and 19 September 2012 

Time inspection took place: Day 1- Start: 10:30hrs  Completion: 16:30hrs 
Day 2 - Start: 07:00hrs Completion: 15:00hrs 

Lead inspector: 
 
Margaret O’Regan 

Support inspector(s): 
 
Íde Batan 

Purpose of this inspection visit: 

  to inform a registration/renewal decision 
  to monitor ongoing regulatory compliance  
  following an application to vary conditions 
  following a notification 
  following information received  

Type of inspection  
  

 announced               unannounced           
 
 

   
Health Information and Quality Authority 
Regulation Directorate 
 
Compliance Monitoring  - Inspection report 
Designated Centres under Health Act 2007 
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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. 

 
The findings of all monitoring inspections are set out under a maximum of 18 
outcome statements. The outcomes inspected against are dependent on the purpose 
of the inspection. Where a monitoring inspection is to inform a decision to register or to 
renew the registration of a designated centre, all 18 outcomes are inspected.  
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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, in which 12 of 
the 18 outcomes were inspected against. The purpose of the inspection was: 
 

 to inform a registration decision 
 to inform a registration renewal decision 
 to monitor ongoing compliance with Regulations and Standards  
 following an application to vary registration conditions 
 following a notification of a significant incident or event  
 following a notification of a change in person in charge 
 following information received in relation to a concern/complaint  

 
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 inspection, inspectors met with residents, relatives, and staff members. Inspectors 
observed practices and reviewed documentation.  
 
The governance and management of Glanmire Residential Care Limited has been a 
cause of concern for the Regulation Directorate. The centre has a pattern of making 
improvements only to be followed by relapses to unsafe practices.   
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On this inspection (September 2012) there was improvement in relation to the 
cleanliness of the centre but other matters from the previous report (May 2012) had 
not been addressed satisfactorily. Matters identified in reports prior to May 2012 and 
which had been attended to, were now again areas of non-compliance. Overall, the 
operational management of the centre had regressed and there was minimal regard 
given to embracing report recommendations, displaying commitment to change and to 
taking responsibility for providing safe and quality care. Recurring issues include:  
 
 the staffing levels, in particular the level of nursing cover  
 the accuracy of documentation 
 the care plans 
 the privacy and dignity of residents 
 the practices in place with regard to safety issues 
 the staff recruitment system. 

 
These and other matters are covered in the report.  
 
Section 41(1)(c) of the Health Act 2007  
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.   

 
Theme: Governance, Leadership and Management 
Effective governance, leadership and management, in keeping with the size and 
complexity of the service, are fundamental prerequisites for the sustainable delivery of 
safe, effective person-centred care and support. 
 

 
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 
 
Outstanding action required from previous inspection:  
 
The statement of purpose must contain all of the details listed in Schedule 1 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). 
 
The action was not satisfactorily addressed.  
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Inspection findings 
 
The statement of purpose did not contain all the details as listed in Schedule 1 of the 
Care and Welfare Regulations. Missing from the statement of purpose were:  
 
 the current professional registration, relevant qualifications and experience of 

the registered provider and any person in charge 
 the age-range and sex of the residents for whom it is intended that 

accommodation should be provided 
 the arrangements made for residents to attend religious services of their choice  
 details of any specific therapeutic techniques used in the designated centre and 

arrangements made for their supervision. 
 
The centre was in not in adherence to its statement of purpose. For example, the social 
activities listed as being available to residents were not provided and the statement 
declared there were two nurses on duty daily when this was not the actual practice. 
 
Outcome 3 
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  
 
Outstanding action required from previous inspection:  
 
No actions were required from the previous inspection. 
  

 
Inspection findings 
 
The post of person in charge was full time and the person in the post was a nurse with 
experience in the area of nursing the older person. However, her engagement in the 
governance and operational management of the centre was inadequate. On this 
inspection the deputy person in charge was on leave and the person in charge stated 
she was not aware of this leave until shortly before it took place. This left the person in 
charge as the only nurse on duty for a number of shifts to care for 40 residents, many 
of whom were of high to maximum dependency, and also to attend to her 
management responsibilities. The person in charge lacked the autonomy to ensure that 
a sufficient number of nurses was on duty at all times and this placed the operation of 
the centre in a vulnerable position. Insufficient planning had been given to staffing 
arrangements and in particular holiday staffing arrangements, by the provider, the 
person in charge and the deputy person in charge. It showed a lack of responsibility by 
all three in relation to ensuring safe care of residents was maintained.  
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Outcome 4 
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). 
 
References:   
Regulations 21-25: 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: 
 
*Where “Improvements required” is indicated, full details of actions required are in 
the Action Plan at the end of the report.   
 
Residents’ Guide  
 
Substantial compliance                                             Improvements required*       
 
The previous inspection report requested that the Residents’ Guide include all the 
items as listed in the regulations. This had been complied with.  
 
Records in relation to residents (Schedule 3)  
 
Substantial compliance                                             Improvements required*                      
 
The residents’ care plan was not kept up to date. 
 
A record was not maintained of an incident involving an allegation that tablets were 
found on a corridor in the centre.  
 
An accurate record of restraint used on a resident was not maintained.  
 
General Records (Schedule 4) 
 
Substantial compliance                                             Improvements required*              
         
A completed statement of purpose was not maintained. 
 



Page 7 of 38 

 

The menu sheet displayed had changes made to it by crossing out parts of it and 
writing over it. The result was that it was not possible to establish what was on the 
menu.  
 
Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                                             Improvements required*         
 
Many of the policies in place were not dated, referenced or adhered to. This issue had 
been highlighted in previous reports. 
 
The policy on nutrition was not dated, not signed by staff that it had been read and 
understood, nor was it adhered to.  
  
Risk assessments were not signed, dated or reviewed.           
 
Staffing Records 
 
Substantial compliance                                             Improvements required*                      
 
Appropriate weekly duty rosters covering 24-hour periods were not maintained in a 
safe and accessible manner.  
 
Medical Records 
 
Substantial compliance                                             Improvements required*     
                  
A resident’s care plan was not updated to reflect her changed condition. 
 
The daily flow chart for a number of residents was not completed.  
 
The only section completed on the restraint assessment form was the nurse’s and the 
relative’s signature. There was no information as to how the assessment was 
conducted or if any assessment was conducted. Neither was there detail as to what 
type of restraint was to be used. The form was not signed by the resident nor was 
there any evidence that the use of restraint was discussed with the resident. This was 
the same as was found on the last inspection. The provider responded to the previous 
action plan stating a new policy was implemented in relation to restraint use. 
However, the person in charge confirmed the revised restraint policy had not been 
implemented. 
 

 
As on previous inspections documentation contained the previous company’s name. 
Such discrepancies were confusing, especially for new staff.  
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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 6 
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 
 
Outstanding action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  

 
Inspection findings 
 
The majority of staff were familiar with the centre’s policy on preventing and 
managing abuse. A new staff member unfamiliar with the topic was awaiting training 
in this area.  
 
Residents who spoke with inspectors stated they feel safe and attributed this to the 
attentiveness of staff. A relative with whom the inspector met expressed satisfaction 
with the care provided.  
 
Outcome 7 
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  
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Outstanding action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  

 
Inspection findings 
 
Practices in relation to risk management were deficient. There was a health and 
safety statement available but the guidance provided was generic, and specific 
environmental risks such as smoking in the dining room were not assessed. Risk 
assessments were not signed, dated or reviewed. Other omissions in the risk 
management policy included the precautions in place to control the risk of assault and 
the risk of self-harm. 
 
There was no evidence available to support on-going analysis of adverse events. For 
example, on 5 September 2012 the person in charge was informed that four tablets 
had been sent anonymously to the Authority with the suggestion that these tablets 
were found on the corridor of the nursing home. On a follow-up inspection on 19 
September 2012 there was no evidence to show that this matter had been 
appropriately investigated. The deputy person in charge considered it to be a spurious 
complaint. However, it had not been recorded as a complaint or as a medication 
error.  
 
The management of Glanmire Residential Centre has a pattern which shows a lack of 
self-directed action. The previous report recommended that the training matrix be set 
out in such a manner that a summary of each employee’s training record could be 
readily ascertained. However, on 5 September 2012 the training record remained 
unchanged. On 19 September 2012 a revised version was available but it did not 
include all staff. Care plans which were identified by inspectors on 5 September 2012 
as not being up to date, were updated by 19 September 2012.   
 
Fire safety practices were inadequate. For example on 5 September 2012 records 
showed that the emergency lighting weekly check was last conducted in January 2012 
and the weekly fire alarm test was last carried out on 4 July 2012. A different version 
of the documentation around the weekly emergency lighting check was made 
available to inspectors on 19 September 2012. Aside from the discrepancies in the 
documentation, both versions showed the checks were not conducted on a weekly 
basis. The last recorded fire drill was in April 2012 and eight staff attended. The 
person in charge confirmed that remaining staff had not completed a fire drill in the 
past six months.  
 
Open boxes of latex gloves were left on the handrails on the corridors and posed a 
risk to mobile cognitively impaired residents. Residents could gain unsupervised 
access to an unlocked sluice room and unlocked laundry room. This matter had been 
brought to the attention of the provider on previous inspections.  
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Outcome 8 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 
Outstanding action(s) required from previous inspection:  
 
No actions were required from the previous inspection.  
 

 
Inspection findings 
 
The deputy person in charge conducted medication reviews in conjunction with the 
pharmacist and general practitioner (GP). The detail of these reviews was limited and 
unclear to read. There was an unacceptable time lapse in following through on 
decisions taken on medication reviews. For example, the medication review of 16 
August 2012 stated a resident needed a blood test to ascertain his levels of a certain 
drug. As of 19 September 2012 the result of this blood test had not been received. 
The deputy person in charge informed inspectors that the blood test had been sent to 
the laboratory the previous week, almost four weeks after the medication review. 
There was no clear reason given as to why there was a delay in taking the blood 
sample.  
 
Inspectors brought it to the attention of the person in charge on 5 September 2012 
that four tablets had been sent to the Authority anonymously purporting to have been 
picked off the floor of the centre. On 19 September 2012 the person in charge stated 
she discussed this with the deputy person in charge and other nurses. However, there 
was no record of any investigation into this incident.  
 
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 10 
The quality of care and experience of the residents are monitored and developed on 
an ongoing basis. 
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References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 
Outstanding action(s) required from previous inspection:  
 
No actions were required from the previous inspection.  
 

 
Inspection findings 
 
Overall clinical risk, audit and review of the quality and safety of care required further 
consideration. As recommended in the previous report the monitoring and continuous 
improvement initiatives undertaken in the centre required to be accurate and to show 
that change actually had occurred. The person in charge had commenced the process 
of gathering clinical data for the purpose of auditing. However, deficits identified had 
not been acted upon and there was no evidence available of learning as a result of 
the audits. For example, it had been identified by the person in charge that care plans 
were not updated as frequently as required but as of 5 September 2012 no action had 
been taken to correct this.  
 
The quality of care report submitted to the Authority in June 2012 stated a new 
restraint assessment process was being formulated but this had not been 
implemented. The July 2012 quality of care report submitted indicated that a 
residents/relatives meeting was to take place on 1 August 2012 but this had not 
occurred. In August it was reported that improvements had been made to the menu. 
However, on the day of inspection (5 September 2012) it was unclear what was on 
the menu. There was minimal evidence that since the last inspection feedback with 
regard to the operation of the centre had been sought through resident 
questionnaires, resident meetings or through review of resident care plans.   
 
The quality of life report did indicate improvements had been made to the cleaning 
practices and decoration of the centre and these improvements were noted by 
inspectors.  
 
Outcome 11 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied health care. 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 
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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 
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.  
 
Outstanding action(s) required from previous inspection:  
 
Restraint must only be used if indicated following an appropriate assessment.  
 
This action was not satisfactorily addressed.  
 
Staff involved in assessing residents for the risk of developing pressure sores must be 
aware of the relevance of the assessments tools in use in the centre.  
 
This action was not satisfactorily addressed. 
 

 
Inspection findings 
 
In response to a previous action the provider submitted a copy of an updated policy 
on restraint management. However, it was not dated, it was not signed by staff and it 
had not been implemented. The restraint form in the file examined was the same as 
that found on the previous inspection. It was not in line with best practice or national 
guidelines. For example, it was signed by a nurse and a relative but there was no 
indication as to what type of restraint was to be used. The actual assessment part of 
the form was not completed and there was no indication as to whether or not other 
interventions had been used. Neither was there any indication that residents were 
involved in the consent for restraint although the policy stated that this was a 
requirement. The value and relevancy of the restraint assessment was minimal and 
the subsequent care delivery was inconsistent and variable. The issues found on this 
inspection with regards to restraint management were the same as those found in the 
May 2012 and March 2012 inspections. The findings were similar to those found in 
the October 2011 inspection. The provider’s response to previous reports indicated 
the matter had been attended to but this had not occurred. 
 
The manner in which assessment tools were used suggested a lack of understanding 
and relevancy of assessments. For example, two pressure risk assessment tools were 
used when using one correctly would be more appropriate. This issue was highlighted 
in a previous report and signifies a lack of critical evaluation as to why assessments 
are conducted. Documentation appeared to be carried out for the purpose of having it 
completed rather than it informing practice.  
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The provider’s response to a previous report indicated that an assessment tool was 
used to monitor nutritional status. However, this tool was used by some nurses and 
not by others. Care plans were not kept under formal review according to the 
resident’s changing needs nor were they routinely reviewed at three-monthly intervals 
despite it having been stated in the provider’s response to a previous report that they 
would. There was no evidence that residents or their representatives were regularly 
consulted with regard to their care plan. There was a disconnection between the care 
plans and the actual needs of residents. For example, a resident with loss of weight 
did not have a care plan for this need. The value and relevancy of the care plans was 
minimal.   
 
Each nurse was assigned responsibility for ensuring that documentation relating to 
the care of a specific number of residents was kept up to date. The person in charge 
was in the process of auditing nurses’ compliance in this regard and there was 
evidence of poor practices by some nurses. However, as of 5 September 2012 the 
person in charge had not addressed the matter and reported she didn’t have 
sufficient time to do so. This matter was attended to on the second day of inspection 
on 19 September 2012. 
 
The May 2012 inspection report reflected an improvement in the range and frequency 
of activities provided. However, on this inspection those improvements had been 
undermined by a lack of attention, supervision and priority given to attending to 
residents’ social care needs.  
 
On this inspection the activities listed were not those provided. For example, Sonas (a 
therapeutic activity for older people with dementia) was listed to take place on 
Wednesday afternoons. However, on Wednesday 5 September 2012 and Wednesday 
19 September 2012 Sonas sessions did not take place. The gardening activity took 
place on a different day than what the programme displayed stated and the baking 
activity was postponed. The reason baking was postponed was unclear as it was 
reported to inspectors that the planned session for 4 September 2012 was deferred in 
favour of a meeting and on 19 September 2012 it was reported to inspectors the 
baking activity was postponed temporarily at residents’ request.  
 
The activity ideas discussed by the person in charge on a previous inspection had not 
become an integral part of the care management as was envisaged. The activities 
diary was poorly maintained so it defeated its purpose. One resident had a good 
visual chart in her room as to what activity was planned for each day. However, the 
planned and actual activities were different rendering the chart of little value and 
negating the potentially positive benefit of it. Such discrepancies only served to 
confuse residents who already had impairment with cognitive functioning. The 
activities programme was in need of a more energetic, organised and well supervised 
input. It needed to be given greater priority, suitably funded and staffed 
appropriately. One activity reported as being successful was the outings. Residents 
stated they enjoyed them and they occurred with the assistance of staff fundraising 
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to cover the expenses incurred. Staff gave of their own time to accompany residents 
on such outings. 
 
Inspectors observed 20 residents spending most of the afternoon in the large sitting 
room with no meaningful activity. Many residents took a nap in their chair rather than 
lying in bed. Some looked uncomfortable with little support for their feet, inadequate 
support at their backs and seated in chairs which were too large for them. There was 
a lack of skilled nursing supervision and a lack of direction in relation to the care 
needs of residents. A few residents who had good levels of cognitive functioning 
occupied themselves with reading, crochet and chatting with staff. These residents 
were positive in their comments about the care given to them.  
 
Outcome 12 
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. 
 
References: 
Regulation 19: Premises 
Standard 25: Physical Environment  
 
Outstanding actions required from previous inspection:  
 
All parts of the centre must be kept clean and suitably decorated.  
 
This action was not satisfactorily addressed. 
 
The external grounds must be suitable, safe and properly maintained for use by 
residents.  
 
This action was not satisfactorily addressed. 
 
Radiators must be protected to ensure that their surface temperature does not pose a 
risk of burns to residents.  
 
This action was not satisfactorily addressed. 
 
Equipment provided in the centre such as commodes and toilet surrounds, must be 
maintained in a proper state of repair and replaced as necessary.  
 
This action was addressed. 
 
The dining room and corridors in the older section of the centre must be repainted. 
 
This action was addressed. 
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Cleaning staff must receive adequate supervision and guidance. 
 
This action was addressed. 
 

 
 
Inspection findings 
 
There was significant improvement in cleaning practices. Bedrooms, the dining room 
and sitting rooms had been painted and decorated since the previous inspection. 
Curtains had been washed and were hanging correctly. New housekeeping staff were 
recruited, cleaning staff were provided with training and an external company was 
engaged to offer support in this area. The roof windows in the sitting room were in 
need of cleaning as they had adhesive labels in place since they were installed. This 
was identified in the previous report.  
 
The paving in the enclosed patio area had been cleaned but there was insufficient 
attention given to completing the task. For example, the outside of doors were dirty; a 
broken patio chair identified at the time of the May 2012 inspection was still in use; 
pieces of plastic building materials were lying on the patio; a broken bed table was on 
the patio; the garden centre feature was in need of weeding. 
 
During the course of inspection a resident was seated in the dining room with her legs 
next to a radiator. At the time of this inspection the heating was not required. However, 
there was no indication that the risk of placing residents this close to a radiator when it 
was turned on had been assessed.  
 
A new commode and shower chair had been purchased since the last inspection. 
However, one of the shower rooms was in need of upgrading. The floor covering in this 
room was jagged at the doorway and the décor was inadequate. This shower room had 
been previously identified as needing upgrading.  
 
A number of residents smoked in the dining room. More appropriate arrangements 
must be made for residents who wish to smoke. 
 
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 15 
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 discrete and sensitive manner.  
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References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes   
 

 
Outstanding action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  

 
Inspection findings 
 
A policy on nutrition was available for inspection but as on previous occasions it was 
not dated, not signed by staff, nor was it adhered to. For example, the policy stated 
that residents on specific diets were offered a choice but staff informed inspectors 
those on a liquidised diet were not offered a choice at tea time. 
 
Following the March 2012 inspection a greater number of residents was facilitated to 
have their lunch in the dining room rather than the sitting room. This applied in 
particular to residents who required assistance at mealtimes. This was well received by 
residents and staff. On this inspection the midday meal was seen by inspectors to be a 
sociable occasion. However, the evening meal continued to be served to several 
residents on bed tables in the sitting room. The reason given was that extra staff would 
be required in the evening if residents were to be assisted to the dining room. This 
approach to meals and mealtimes was unsatisfactory and displayed a lack of willingness 
to learn from the positive lunch time experience and a lack of commitment to providing 
an improved quality of life for residents.  
 
As explained by kitchen staff, liquidised beans and liquidised scrambled egg was the 
regular food served to residents requiring a soft diet. Staff were aware that the 
resulting presentation was unattractive. This had been brought to the attention of 
management last year and subsequently the person in charge met with the kitchen 
staff to discuss. However, little had changed in the intervening time. The menu sheet 
displayed had changes made to it by crossing out parts and writing over it. The result 
was that it was not possible to establish from the menu what was available.  
 
Outcome 16 
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 
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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   
 
Outstanding action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  

 
Inspection findings 
 
Residents wore large bibs not only at mealtimes but throughout the day. When this was 
raised with staff it was stated residents, in particular one resident, wanted to wear it 
during the day. Seeing so many residents with bibs on while walking around looked 
institutional and compromised their dignity. The practice suggested a lack of 
supervision, consideration and attention to detail.  
 
A residents’ and relatives’ meeting had not been conducted since April 2012. The 
person in charge had informal meetings with residents and relatives but there was no 
evidence as to how this informed practice. There was no evidence of resident/relative 
involvement in the care-planning process.  
 
The activities notice board in the front hallway was poorly organised. It was a 
mishmash of pictures, the meaning of which was unclear. There was no orientation 
board or clock in the sitting rooms which could help cognitively impaired residents. One 
resident repeatedly asked the time. It had not been ascertained if a clock would have 
helped the resident. 
 
In a twin bedroom the inspector saw a commode which had been used, had not been 
emptied and was left uncovered. Both residents were in bed. One resident was lying on 
her pillow facing the commode which was approximately one and half metres from her 
face. Screening curtains were in place but they were not drawn to obstruct the view. 
Insufficient consideration was given for the dignity of both residents by leaving the 
commode in this manner.  
 
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. 
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Outcome 18 
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  
 
Outstanding actions required from previous inspection:  
 
The person in charge shall ensure that at all times the numbers of staff and skill mix 
of staff are appropriate to the assessed needs of residents, and the size and layout of 
the centre.  
 
This action was not satisfactorily addressed. 
 
The night time staffing arrangement must be risk assessed and a robust structure 
must be put in place to ensure extra assistance is available at short notice. This 
interim arrangement is until such time as extra staff are employed for the night shift. 
 
This action was not satisfactorily addressed. 
 

 
Inspection findings 
 
The staffing ratios have continually been below local and international guidelines. Given 
the nature and extent of residents’ dependencies and the design and layout of the 
centre, there was insufficient nursing cover and insufficient overall care hours provided. 
There was inadequate assessment of how the skills, qualifications, and experience of 
staff met the care and welfare needs of residents in a safe and effective way.  
 
The person in charge was rostered as the nurse on duty from 08:00hrs to 20:00hrs on 
the day of inspection (5 September 2012) to provide care to 40 residents, 75% of 
whom had a cognitive impairment. She was also responsible for the management of all 
aspects of the centre as the provider and the deputy person in charge were on leave. 
The roster showed a number of days when she was the only nurse on duty despite this 
being identified on previous inspections as a practice that compromised the operational 
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management and governance of the centre. For three days on the week of 5 
September 2012 two of the five nurses employed were on leave, leaving a nursing 
complement of three (including the person in charge) to cover all shifts. Contingency 
plans to cover unexpected nursing leave or requirements for extra nursing staff were 
not adequate. One nurse, on sick leave on 29 August 2012, resulted in another nurse 
working an extra 12-hour shift over and above her already rostered 48-hour week. On 
that same week the person in charge covered two 12-hour day shifts on her own, in 
addition to her management duties. Another nurse worked an average of 61.5 hours 
per week over a four-week period in August/September 2012. 
 
The turnover of nurses was a source of concern on previous inspections and remained 
so on this inspection. Inspectors were informed in May 2012 that nursing annual leave 
was scheduled to be covered by two experienced part-time nurses who were available 
and expressed interest in working extra hours. However, since that time both these 
part-time staff members resigned their posts. A nurse had recently been recruited from 
abroad to replace the nurses who had left. She had no previous experience of working 
in a nursing home, no previous experience of gerontology and her experience of 
working in an Irish healthcare setting at the time of inspection comprised six weeks 
adaptation in an acute hospital. Nurses and carers told inspectors they were concerned 
about what they considered inadequate staffing levels. 
 
In response to the previous report, when action was required with regards to the night 
time staffing, the provider stated a risk assessment had been conducted and an on-call 
night rota has been completed. There was one occasion since May 2012 when an extra 
carer was called upon for a night-time shift. Following that risk assessment the provider 
concluded that no extra staff needed to be rostered; extra care could be provided when 
needed by the on-call rota and the availability of the assistant director of care, out of 
hours, when and if required. On this inspection there was no evidence that an on-call 
rota was in place. The assistant director of care was not available to be called upon nor 
was adequate alternative arrangements in place to cover her absence.  
 
Inspectors requested copies of staff rosters for four specific weeks. This request was in 
writing at the time of the inspection on 5 September 2012. When the documentation 
provided was examined off site it was noted the rosters submitted were not the ones 
requested. A further request was made for the specified rosters and those submitted 
were also incomplete. On 19 September 2012 a third request was made for the specific 
rosters. A copy of the roster was provided but the person in charge explained there was 
a typing error as it showed no nurse on duty on one of the days. The original version of 
the roster was not available as it was “shredded”. The roster for another week was also 
inaccurate; it showed a member of the management staff to be on duty when she was 
on leave. The staff rosters as with other documentation could not be relied upon to be 
accurate.  
 
From what could be established from the rosters there was minimal change in staffing 
levels from March 2012 to September 2012 as outlined in the following:  
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5 September 2012 
   
 08:00hrs 1 nurse, 4 carers = 1:8 
 10:00hrs 1 nurse, 9 carers = 1:4 
 12:00hrs 1 nurse, 6 carers = 1:5.7 
 15:00hrs 1 nurse, 3 carers = 1:10 
 17:00hrs 1 nurse, 3 carers = 1:10 
 19:00hrs 1 nurse, 3 carers = 1:10 
 22:00hrs 1 nurse, 2 carers =1:13.3 
 01:00hrs 1 nurse, 1 carer = 1:20.  

7 March 2012  
 
 08:00hrs 1 nurse, 2 carers =1:13.3 
 10:00hrs 2 nurses, 8 carers = 1:4 
 12:00hrs 2 nurses, 4 carers=1:6.6 
 15:00hrs 2 nurses, 3 carers = 1:8 
 17:00hrs 1 nurse, 4 carers = 1:8 
 19:00hrs 1 nurse, 4 carers = 1:8 
 22:00hrs 1 nurse, 2 carers =1:13.3 
 01:00hrs 1 nurse, 1 carer = 1:20. 

 
A shortage of experienced nurses resulting in deficits in nursing care and unsafe practices 
was evident in several aspects of the operation of the centre including: 
 
 one nurse working an average of 61.5 hours per week for a four-week period  
 nurses working hours over and above normal hours due to lack of staff  
 inadequate number of nurses available to be called upon  
 significant turnover of nursing staff 
 staff expressing concern regarding staffing levels 
 care plans not updated 
 person in charge stating she had insufficient time to follow up on issues identified  
 lack of accurate nursing assessment of residents 
 lack of attention given to an alleged medication mismanagement issue 
 no significant therapies for the 75% of residents who had a cognitive impairment  
 restraint policy not implemented  
 inaccurate rosters  
 no night-call rota in place as planned 
 fire safety documentation not up to date 
 fire drills not up to date  
 policies not dated or signed by staff 
 policies not adhered to 
 uncovered commode with bodily excretions left in sight and smell of residents  
 tea-time meal served in the sitting room because of staff limitations  
 no orientation boards to assist those with a cognitive impairment 
 menu displayed unclear 
 residents wearing bibs throughout the day compromising their dignity 
 activities programme lacking leadership and direction in order for it to be 

meaningful for residents 
 the activities programme not reflecting what was actually taking place 
 no resident meetings since April 2012.  

 
There was insufficient evidence to show that the provider satisfied herself as to the 
authenticity of the references provided for a recently recruited member of staff. A record 
was made by the provider of a communication she had with a nurse facilitator who 
organised the staff member’s six-week adaption programme in Ireland. This report did 
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not negate the necessity to validate the reference from the employee’s last employer. 
Inadequate verification of references arose on previous inspections.  
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Closing the visit  

 
At the close of the inspection visit a feedback meeting was held with the provider, the 
person in charge, and the deputy person in charge to report on inspectors findings, which 
highlighted both good practice and where improvements were needed.  
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Provider’s response to inspection report 
 

 
Centre: 

 
Glanmire Residential Care Limited 

Centre ID as provided by 
the Authority: 

 
0301 

Date of inspection: 
 
5 September 2012 and 19 September 2012 

Date of response: 
 
31 October 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 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 contain all the details as listed in Schedule 1 of the Care 
and Welfare Regulations.  
 
Action required:  
 
Compile a statement of purpose that consists of all matters listed in Schedule 1 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended). 
 

   
Health Information and Quality Authority 
Regulation Directorate 
 
 
Action Plan 
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Reference:   

Health Act, 2007 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 

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

Timescale: 
 

Provider’s response: 
 
The statement of purpose has been revised to include everything 
required in Schedule 1 of the Care and Welfare Regulations.  
 

 
 
31 October 2012 
 

 
Outcome 3: Suitable person in charge  
The provider and the person in charge are failing to comply with a regulatory 
requirement in the following respect:  
 
There was inadequate engagement of the person in charge in the governance and 
operational management of this centre. 
 
The person in charge lacked the autonomy to ensure that a sufficient number of nurses 
was on duty at all times.  
 
Insufficient planning had been given to leave arrangements by the provider, the person in 
charge and the deputy person in charge and showed irresponsibility by all three in relation 
to ensuring safe care could be provided.  
 
Action required:  
 
Ensure that the residential care setting is managed by a suitably qualified and experienced 
nurse with authority, accountability and responsibility for the provision of the service. 
 
Reference:    
                     Health Act, 2007 
                     Regulation 15: Person in Charge 
                     Standard 27: Operational Management  
 
Please state the actions you have taken or are planning to 
take  with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The director of care is a registered nurse with many years 
experience with the elderly. She has an in-depth knowledge of the 
ageing process. Her job description outlines all duties required to be 

 
 
Completed 
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undertaken.  
 
In order to comply with Regulations the person in charge now has 
her own area of work, apart from the nurses’ station, allowing more 
time to deal with governance and administrative duties of the care 
centre. 
 
Forward planning for nurses’ holidays was discussed in a nurses 
meeting (9 October 2012). One nurse only allowed on annual leave 
at a time and another is not permitted to commence annual leave 
until the first one has returned. 
 
 
Outcome 4: Records and documentation to be kept at a designated centre 
The provider and the person in charge are failing to comply with a regulatory 
requirement in the following respect:  
 
The resident’s care plan was not kept up to date. 
 
The record of restraint used was incomplete. 
        
A copy of the duty roster of persons working at the centre was not accurately maintained.  
 
A policy on nutrition was available but as on previous occasions it was not dated, signed 
that it had been read and understood by staff, nor was it adhered to.  
 
Action required:  
 
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) in a manner so as to ensure completeness, accuracy and 
ease of retrieval. 
 
Action required:  
 
Keep the records listed under Schedule 3 (records in relation to residents) and Schedule 4 
(general records) up to date and in good order and in a safe and secure place.  
 
Action required:  
 
Maintain, in a safe and accessible place, appropriate weekly duty rosters covering 24-hour 
periods.  
 
Action required:  
 
Retain the records under Regulation 24 (staffing records) for a period of not less than 
seven years after the date on which they were created. 
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Action required:  
 
Maintain, in a safe and accessible place, a record of any occasion on which restraint is 
used, the nature of the restraint and its duration, in respect of each resident.  
 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5. 
 
Reference:    
                    Health Act, 2007 
                    Regulation 22: Maintenance of records 
                    Regulation 24: Staffing Records 
                    Regulation 25: Medical Records 
                    Standard 32: Register and Residents’ Records  
                    Standard 22: Staffing Levels and Qualifications 
 
Please state the actions you have taken or are planning to 
take  with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Care plan auditing has taken place in September 2012 and October 
2012 and will be repeated in December 2012 and January 2013. 
 
The first relatives/carers care plan meeting is booked for 18 
November 2012 and four residents’ families are invited.  
 
Risk assessment was carried out on restraint and a new assessment 
form was implemented. For all the residents using bedrails the times 
are documented (copies of new forms received by Authority).  
 
All records are kept in the centre detailing all aspects of the 
residents outlined in Schedule 3 including previous medical history 
to present, name, address, photo, GP, nursing care, record of their 
general condition, any pressure sores, falls and nutrition.  All 
records are stored in an appropriate place and kept for seven years. 
 
A record of restraint is now used for the appropriate residents, it is 
signed, dated and the times in which the restraint commenced and   
two-hourly checks. Copy of form received by Authority.   
 
Regulation 22: Maintenance of records - in place 
Regulation 24: Staffing records - in place 
Regulation 25: Medical records - in place 
Standard 32: Register and Residents’ Records - in place 
Standard 22: Staffing Levels and Qualifications - in place 

 
 
18 November 2012 
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Theme: Safe care and support  
 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the following 
respect:  
 
Practices in relation to health and safety were deficient. They did not adequately promote 
the safety of residents, staff and visitors. 
 
The risk management policy did not identify the specific environmental risks associated 
with this centre.  
 
There were deficits in hazards identified and deficits in the actions set out to manage 
these. 
 
Comprehensive training records were not maintained to show what training had been 
provided. 
 
Not all staff had received up-to-date moving and handling training. 
 
Not all staff had attended mandatory fire training including evacuation procedures. 
 
Inadequate arrangements were made for the identification, recording, investigation and 
learning from serious or untoward incidents. 
 
Action required:  
 
Put in place written operational policies and procedures relating to the health and safety, 
including food safety, of residents, staff and visitors. 
 
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the centre. 
 
Action required:  
 
Ensure that the risk management policy and procedure covers arrangements for the 
identification, recording, investigation and learning from serious or untoward incidents or 
adverse events involving residents. 
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Action required: 
 
Ensure that the risk management policy covers precautions in place to control the 
following specified risks:  
 
 aggression and violence 
 self-harm. 

 
Action required: 
 
Take all reasonable measures to prevent accidents to any person in the centre and in the 
grounds of the designated centre. 
 
Action required: 
 
Provide suitable training for all staff in fire prevention. 
 
Action required: 
 
Ensure, by means of fire drills and fire practices at suitable intervals, that 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. 
 
Action required: 
 
Provide training for all staff in the moving and handling of residents. 
 
Reference:  

Health Act, 2007 
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 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Health and safety independent audit took place in September 2012. 
Safety statement was updated.  
Training matrix is now on Microsoft excel.  
New restraint assessment form. 
New bedrails chart. 
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Risk management policy will be revised by the end of November 
2012 to include all these. 
 
The nursing risk management policy does cover challenging 
behaviour, bullying and harassment at work and an amendment to 
include self harm will also be added to the policy by the end of 
November. 
 
All staff attended mandatory fire prevention training in April of this 
year.  
 
Fire evacuation drill is planned for Tuesday 6 November 2012. 
 
Manual Handling updating is being coordinated and a date will be 
decided. 
 

 
30 November 2012 
 
 
30 November 2012 
 
 
 
 
 
 
 
6 November 2012 
 
 
 
 

 
Theme: Effective care and support 
 
Outcome 10: Review ing and improving the quality and safety of care  
The provider is failing to comply with a regulatory requirement in the following 
respect:  
 
The system in place to review the quality and safety of care provided to, and the quality 
of life of, residents in the centre was not reliable. It did not ensure changes were made in 
practice. 
 
A system for improving the quality of care provided at, and the quality of life of residents 
in, the centre was not maintained. Deficits identified in audits had not been acted upon. 
 
There was insufficient evidence available to show that since the last inspection residents 
and their representatives were consulted in relation to the system for reviewing and 
improving the quality and safety of care, and the quality of life of residents. 
 
Action required:  
 
Establish and maintain a system for reviewing the quality and safety of care provided to, 
and the quality of life of, residents in the designated centre at appropriate intervals. 
 
Action required:  
 
Establish and maintain a system for improving the quality of care provided at, and the 
quality of life of residents in, the designated centre. 
 



Page 30 of 38 

 

 
 
Action required:  
 
Consult with residents and their representatives in relation to the system for reviewing 
and improving the quality and safety of care, and the quality of life of residents. 
 
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: 
 
Care plans are under formal review. All nursing assessments are 
now relevant. Care plan auditing has taken place in September 2012 
and October 2012 and will be repeated in December 2012 and 
January 2013.  
 
November is activities month and a new activities coordinator will 
now liaise with the others to improve activities. New activities 
planned for this month include: art, cards and dominoes. All new 
residents will have an activities assessment as part of their care 
plan. 
 
The first carer and relatives meeting is set for 16 November 2012.   
 

 
 
 
 
 
 
 
 
 
 
 
 
 
16 November 2012 
 

 
Outcome 11: Health and social care needs 
The provider and person in charge are failing to comply with a regulatory 
requirement in the following respect:  
 
Care plans were not kept under formal review according to the resident’s changing needs, 
nor were they routinely reviewed at three-monthly intervals.  
 
The manner in which assessment tools were indicative of a lack of understanding and 
relevancy of assessments.  
 
Documentation appears to be carried out for the purpose of having it completed rather 
than informing practice.  
 
There was no evidence that residents or their representatives were regularly consulted 
with regards to their care plans.  
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There was a lack of skilled nursing supervision and a lack of direction in relation to care 
needs of residents. 
 
There was a lack of attention, supervision and priority given to the social care needs of 
residents.  
 
The activities listed were not those provided.  
 
The activities diary was poorly maintained and its relevance was diminished. 
 
Activities did not take place as planned.  
 
The revised restraint policy was not implemented. 
 
Resident assessments were incomplete. 
 
There was a delay in the medical treatment of a resident. 
 
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. 
 
Action required: 
 
Provide opportunities for each resident to participate in activities appropriate to their 
interests and capacities. 
 
Action required: 
 
Set out each resident’s needs in an individual care plan developed and agreed with the 
resident. 
 
Action required: 
 
Keep each resident’s care plan under formal review as required by the resident’s changing 
needs or circumstances, as and no less frequent than at three-monthly intervals. 
 
Action required: 
 
Revise each resident’s care plan, after consultation with him/her. 
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Action required: 
 
Medical treatment recommended must be facilitated in a timely fashion. 
 
Reference:    
                   Health Act, 2007 
                   Regulation 6: General Welfare and Protection 
                   Regulation 8: Assessment and Care Plan 
                   Standard 3: Consent 
                   Standard 10: Assessment 
                   Standard 13: Healthcare  
                   Standard 11: The Resident’s Care Plan 
                   Standard 17: Autonomy and Independence 
                   Standard 18: Routines and Expectations 
 
Please state the actions you have taken or are planning to 
take  with timescales: 
 

Timescale: 
 

Provider’s response: 
 
As stated in Outcome 10 the care plans are under formal review and 
all nursing assessments are now relevant. These will be updated on 
a three-monthly basis and agreed with the resident.     
 
November is activities month, a new activities coordinator has been 
appointed and all new residents will have an activity assessment as 
part of their care plan to establish the residents’ own interests and 
hobbies.  
 
Medical treatment recommended is always carried out in a timely 
fashion. 
 

 
 
31 October 2012 
 

 
Outcome 12: Safe and suitable premises 
The provider is failing to comply with a regulatory requirement in the following 
respect:  
 
The floor covering in a shower room was jagged at the doorway and the décor was in 
need of upgrading.  
 
The enclosed patio area needed to be cleaned and tidied. The roof windows in the sitting 
room were in need of cleaning. 
 
Inappropriate arrangements were made to facilitate residents who wished to smoke. 
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Action required:  
 
Ensure the premises are of sound construction and kept in a good state of repair 
externally and internally. 
 
Action required:  
 
Keep all parts of the designated centre clean and suitably decorated. 
 
Action required:  
 
Provide adequate communal accommodation for residents including adequate facilities for 
those who wish to smoke. 
 
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: 
 
Arrangements are being made on the provision of a smoking area to 
facilitate smokers. 
 
All windows and the outside of the centre are cleaned weekly as 
part of a cleaning routine.  
 
En suite toilets have been upgraded. Floor covering and shower 
room to be upgraded. 
 

 
 
January 2013 
 

 
Theme: Person-centred care and support                                                                 
 
Outcome 15: Food and nutrit ion  
The person in charge is failing to comply with a regulatory requirement in the 
following respect:  
 
The presentation of food served to residents requiring a soft diet was unappealing. A 
choice of food was not offered to these residents.  
 
The evening meal continued to be served to several residents on bed tables in the sitting 
room. This approach to meals and mealtimes was unsatisfactory and displayed a lack of 
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commitment to providing an improved quality of life for residents.  
 
Action required:  
 
Provide each resident with food and drink in quantities adequate for their needs, which is 
properly prepared, cooked and served, is wholesome and nutritious, offers choice at each 
mealtime, is varied and takes account of any special dietary requirements, and is 
consistent with each resident’s individual needs. 
 
Reference:    
                   Health Act, 2007 
                   Regulation 20: Food and Nutrition 
                   Standard 19: Meals and Mealtimes  
 
Please state the actions you have taken or are planning to 
take  with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Following a meeting with catering manager, from this October, two 
sittings at tea will commence. 
 
Soft diets will now have choice and new divided dishes ordered to 
improve presentation. 
 

 
 
30 October 2012 
 

 
Outcome 16: Residents’ rights, dignity and consultation 
The provider and the person in charge are failing to comply with a regulatory 
requirement in the following respect:  
 
Inadequate facilities were provided for the occupation and recreation of residents. 
 
Insufficient consideration was given for the dignity of two residents by leaving a commode 
which had been used, not emptied and left uncovered. Screening curtains were in place 
but they were not drawn to obstruct the view.  
 
Several residents wore large bibs throughout the day. This looked institutional and 
compromised their dignity. The practice suggested a lack of supervision, consideration 
and attention to detail.  
 
Inadequate arrangements were in place to facilitate residents’ consultation and 
participation in the organisation of the centre. 
 
There was no evidence of resident/relative involvement in the care planning process or in 
the operation of the centre.  
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Action required:  
 
Provide facilities for the occupation and recreation of each resident. 
 
Action required:  
 
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private. 
 
Action required:  
 
Put in place arrangements to facilitate residents’ consultation and participation in the 
organisation of the designated centre. 
 
Reference:    
                   Health Act, 2007 
                   Regulation 10: Residents’ Rights, Dignity and Consultation 
                   Standard 2: Consultation and Participation 
                   Standard 4: Privacy and Dignity 
                   Standard 17: Autonomy and Independence 
                   Standard 18: Routines and Expectations 
 
Please state the actions you have taken or are planning to 
take  with timescales: 
 

Timescale: 
 

Provider’s response: 
 
As previously stated, activities are taking priority in November.  
 
The commode incident was discussed in carers meeting to ensure 
privacy, and dignity is always respected.  
 
Some residents prefer to leave their bibs on during the day and we 
have given them the choice to remove them.  
 
Carers have a wardrobe allocation which was in place at time of 
inspection, ensuring residents’ clothes are sorted and each one 
wears their own clothes. 
 

 
 
31 October 2012 
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Theme: Workforce 
 
Outcome 18: Suitable staffing 
The provider and person in charge are failing to comply with a regulatory 
requirement in the following respect:  
 
Staffing levels and skill mix were at unsafe levels.  
 
Contingency plans to cover unexpected nursing leave were not adequate.  
 
The original planned version of the staff roster was not available. A roster provided was 
inaccurate and could not be relied upon.  
 
There was an inadequate assessment of how the care and welfare needs of residents 
linked with the skills, qualifications, and experience of staff in order that the care provided 
was safe, effective and met those needs. There was insufficient nursing cover and 
insufficient overall care hours provided. 
 
The authenticity of staff references was not verified.  
 
The training record provided did not detail the training record of all staff.  
 
The newly recruited member of staff did not have an adequate understanding of the 
prevention, detection and management of elder abuse. Neither did this staff member have 
fire drill training. 
 
Action required:  
 
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. 
 
Action required:  
 
Ensure that an appropriately qualified registered nurse is on duty and in charge of the 
designated centre at all times, and maintain a record to this effect. 
 
Action required:  
 
Maintain a planned and actual staff rota, showing staff on duty at any time during the day 
and night. 
 
Action required:  
 
Put in place recruitment procedures to ensure the authenticity of staff references referred 
to in Schedule 2. 
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Reference:    
                   Health Act, 2007 
                   Regulation 16: Staffing  
                   Regulation18: Recruitment 
                   Standard 22: Recruitment 
                   Standard 23: Staffing Levels and Qualifications  
 
Please state the actions you have taken or are planning to 
take  with timescales: 
 

Timescale: 
 

Provider’s response: 
 
In order to improve staffing levels, two new part-time staff nurses 
have been recruited and are expected to start work in two weeks. 
  
Ongoing training in elder abuse is planned and as stated, fire drill 
training will take place (first session: 6 November 2012).  
The rotas are handwritten and transferred to Microsoft Word to be 
saved on computer. Handwritten versions are kept with typed 
versions but due to a clerical error the handwritten version had 
been shredded. A registered nurse is always on duty at all times in 
the centre.  
 
All staff references with be authenticated.  
 
The training matrix is now up to date on Microsoft Excel. 
 

 
 
      
 
 
6 November 2012 
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Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
No response given. 
 
 
Provider’s name: Mary O'Sullivan 
 
Date: 31 October 2012 


