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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated centres for older people 

 
 
 
Centre name: 

 
Archview Lodge 

 
Centre ID: 

 
0314 
 
Drumany  

Centre address: 
  

Letterkenny, Co. Donegal 
 
Telephone number: 

 
074 9124676 

 
Fax number: 

 
074 9160936 

 
Email address: 

 
archviewlodgenh@gmail.com 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
P.J. and Majella Sweeney 

 
Person in charge: 

 
Majella Sweeney 

 
Date of inspection: 

 
25 April 2012 

 
Time inspection took place: 

 
Start: 08:20 hrs          Completion: 16:45 hrs  

 
Lead inspector: 

 
Geraldine Jolley 

 
Support inspector: 

 
N/A 

Type of inspection:  Announced                          Unannounced 

Purpose of this inspection 
visit: 

 
 Application to vary registration conditions 
 Notification of a significant incident or event 
 Notification of a change in circumstance  
 Information received in relation to a complaint 
or concern 
 Follow-up inspection 
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About the inspection 
 
The purpose of inspection is to gather evidence on which to make judgments about 
the fitness of the registered provider and to report on the quality of the service. This 
is to ensure that providers are complying with the requirements and conditions of 
their registration and meet the Standards, that they have systems in place to both 
safeguard the welfare of service users and to provide information and evidence of 
good and poor practice. 
 
In assessing the overall quality of the service provided, inspectors examine how well 
the provider has met the requirements of the Health Act 2007, the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) Regulations 
2009 (as amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
Additional inspections take place under the following circumstances: 

 to follow up matters arising from a previous inspection to ensure that actions 
required of the provider have been taken 

 following a notification to the Health Information and Quality Authority’s Social 
Services Inspectorate of a change in circumstance for example, that a provider 
has appointed a new person in charge 

 arising from a number of events including information received in relation to a 
concern/complaint or notification to the SSI of a significant event affecting the 
safety or wellbeing of residents 

 to randomly “spot check” the service. 
 
All inspections can be announced or unannounced, depending on the reason for the 
inspection and may take place at any time of day or night.  
 
All inspection reports produced by the Health Information and Quality Authority will 
be published. However, in cases where legal or enforcement activity may arise from 
the findings of an inspection, the publication of a report will be delayed until that 
activity is resolved. The reason for this is that the publication of a report may 
prejudice any proceedings by putting evidence into the public domain. 
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About the centre 
 
Description of services and premises 

 
Archview Lodge is a purpose-built, single-storey facility that originally opened in 
1981. It is registered to provide care for 34 older people some who have mental 
health problems and dementia. The centre is family owned centre and residents were 
mainly from Letterkenny and the surrounding area. 
 
The front door opens into the hallway and a conservatory sitting area and through 
this are the main communal, residential and office areas. To the left of the entrance 
is the main office of the person in charge and nursing staff. There are two sitting 
rooms to the right, one of which overlooks the town of Letterkenny and provides an 
interesting view for residents. There is a dining room, kitchen and accessible toilets 
also located in this area. Another sitting room located close to residents’ rooms is 
designed as a more quiet space and is furnished with a sofa, comfortable armchairs 
and a fireplace that adds a home like touch of comfort.  
 
The bedrooms and the bathrooms are located off two main corridors. There are 11 
single, 7 double and 3 triple bedrooms in the centre. All rooms have a wash hand 
basin and seven rooms have en suite facilities.  
 
The centre has a large garden area to the front which is accessible to residents. 
There is a separate building to the rear, which is used as a laundry. There is car 
parking to the front and side of the building. 
 
Location 

 
Archview Lodge is located in Drumany, a residential area of Letterkenny, County 
Donegal. It is on the Dromore Road, just off the N13 and is a short drive from 
Letterkenny town centre. 
 
 
Date centre was first established: 

 
1981 

 
Number of residents on the date of inspection: 

 
31 + 1 in hospital  

 
Number of vacancies on the date of inspection: 

 
1 

 
 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
6 

 
7 

 
11 

 
7 
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Management structure 
 
The providers are PJ and Majella Sweeney. Majella is also the Person in Charge. She 
has a full-time presence in the centre and regularly works as part of the nursing 
team. All staff report to her. Her husband, PJ who owns the centre with her is also 
present daily. One of the staff nurses takes responsibility for the centre when the 
Person in Charge is on leave.  
 
Staff 
designation 

Person 
in 
Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on 
duty on day 
of 
inspection 

1 1 4 1 2 0 1* 

 
* This was the provider who was present throughout the inspection and who 
undertakes a range of roles including administration and maintenance.   
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Background  
 
This was the fifth inspection of the centre carried out by the Health Information and 
Quality Authority (the Authority). It was unannounced and was a follow up inspection 
to the registration inspection that took place on 24 and 25 November 2010. An 
unannounced triggered inspection had been undertaken on 7 March 2011 in 
response to a concern relayed to the Authority. The information relayed indicated 
that residents had to get up very early and that care practice was based on routine 
and not on individual choices. The inspector who conducted an early morning 
inspection found no evidence of residents getting up early except where it was their 
choice and found there was no evidence to support the allegation described.  
 
During the registration inspection inspectors found that there was a good standard of 
care provided to residents, that residents were satisfied with the care they received 
and that the person in charge provided good leadership to nurses and care staff. A 
number of improvements were required to comply with the Health Act 2007 (Care 
and Welfare of Residents in Designated Centres for Older People) Regulations 2009 
(as amended) and the National Quality Standards for Residential Care Settings for 
Older People in Ireland. These improvements included environmental changes such 
as the provision of lockable facilities for residents to keep personal items, the 
provision of a smoking area and treatment room, revisions to documentation such as 
the emergency procedure and care records. This inspection report can be found at 
www.hiqa.ie.  
 
This inspection focused on the areas of practice that required improvement as 
outlined in the action plan of the registration inspection report. The inspectors had 
identified 14 areas that required improvement. Two recommendations were made. 
The provider and person in charge made a timely response to the inspection report 
and described how they were addressing the action plan. A review of progress had 
been undertaken by the inspector prior to registration of the centre. Registration is 
valid until 2 September 2014.  
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Summary of findings from this inspection  
 
 
The inspector found that the centre was well managed and well organised. The 
inspector arrived at 8.30 am as the morning handover was in progress. The night 
staff provided good detail on how residents had been during the night and this 
included accounts of physical care provided, general health, verbal interactions and 
mood. Residents who were vulnerable to pressure area problems had precautions in 
place such as regular position changes and comments were made on skin integrity to 
inform the staff taking over. 
 
During the day staff were busily engaged with residents and were noted to have 
friendly relaxed relationships with them talking and chatting as they carried out 
personal care and other duties. The centre was clean and appropriately warm. Staff 
were friendly and welcoming and were observed to be available to residents in the 
sitting areas and in other areas where they chose to spend time. Call bells were 
responded to promptly. Nurses and other staff answered the inspectors’ queries in an 
informed and professional manner. The centre was noted to be clean and 
appropriately warm. Residents were sitting in the two main sitting rooms or spent 
time in their own rooms during the day. The inspector saw that there were several 
local and national papers available and that staff took time to chat about news items 
including the upcoming referendum.  
 
During the follow up inspection, progress on the action plan was reviewed with the 
provider and person in charge. The inspector found that the person in charge and 
her staff team had worked hard to address the actions outlined in the registration 
report. They had fully addressed 10 of the 14 actions and partially completed the 
remaining four actions. One of the areas in progress included changes to the 
premises which were under consideration. The inspector found that the required 
improvements had been made to medication management, staff files and the staff 
rota. Improvements had also been made to policies and procedures and significant 
work had been completed on improving the standard of care planning. The resident’s 
group was periodically attended by an external advocate and residents’ requests and 
views were being recorded. Matters highlighted for attention were being addressed 
the inspector was told. Residents had expressed satisfaction with life in the centre 
and were satisfied with particular aspects of the service such as the food and the 
way staff enabled them to exercise choice in areas such as the times they went to 
bed and got up and to participate or not in activities. Residents told the inspector 
that staff responded quickly when matters were brought to their attention.  
 
The Action Plan at the end of the report outlines these areas that need further 
attention and where other mandatory improvements are required to comply with the 
Regulations and Standards. During this inspection improvements were identified as 
necessary to the training record as it was difficult to determine. For example, if all 
staff had attended mandatory training and continued improvements were also 
needed to care records to ensure that they accurately conveyed residents care needs 
and the required responses by staff to ensure they could enjoy the best possible 
health.  
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Issues covered on inspection 
 
 
Care Practice 
The inspector reviewed medication and care records and observed care practice 
during the course of the day. The inspector talked to three residents about their 
experience of living in Archview lodge. All described the centre as a good place to 
live and two residents said that they liked being able to continue living in the local 
area as family and neighbours could visit them regularly. The staff were described as 
“very good to us” and “always around when we need help”. Residents knew the 
person in charge and provider well and said they were available to help them and 
their families when required.  
 
The inspector examined two care plans and the associated daily notes to assess how 
care was delivered. Care records were noted to provide good outlines of residents’ 
needs on admission and subsequent assessments were undertaken and recorded at 
the required three month intervals. There were five residents with a recorded 
diagnosis of dementia and a number of other residents who had problems associated 
with confusion and memory loss. Communication needs were noted to be well 
detailed in one care record where a resident had pronounced communication 
problems. The use of aids such as pen and paper were outlined and staff could 
describe the personal interactions that enabled them to communicate with this 
resident. The care of a resident with a fluctuating mental health problem was noted 
to be managed well with reviews by the mental health team regularly documented 
and good observations on changes in mood described by staff. The inspector found 
that some care assessments did not adequately reflect residents’ needs and 
concluded that further improvements to care records were required. For example, 
one care plan review did not identify that a resident could no longer mobilise 
although his care needs were being appropriately addressed by staff and another 
review suggested a resident should be encouraged to take part in the regular in 
house group activities despite his choice to spend his time in his room.   
 
There was evidence that residents had access to specialist professionals and the 
inspector noted that residents with dementia or behaviour that challenged were 
reviewed as needed by the specialist mental health team for older people in the area.    
 
Activities were undertaken by care staff daily. The inspector saw staff playing games, 
reading newspapers and chatting to residents. Mass took place during the afternoon 
and residents were assisted to the sitting room if they wished to attend. There was a 
commitment to ensuring that residents had good contacts with the local community 
and visitors were welcomed throughout the day. Residents were assisted by the 
person in charge and the provider to use local shops in Letterkenny if they wish and 
were encouraged to visit family and friends locally. There were recent examples 
where residents had visited family.  
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Fire Safety 
The provider took a lead role in ensuring that safety precautions were satisfactory. 
He had a fire warden qualification which was valid and undertook the regular fire 
safety checks as well as staff training. Fire fighting and fire detection equipment was 
noted to be serviced on a contract basis annually and was last serviced on 22 
September 2011. Daily checks of fire exits were recorded with no gaps noted. The 
fire panel was also checked daily and activated weekly to ensure it was in working 
order. These activations were recorded. A record of training reviewed indicated that 
training was undertaken with small groups of two to four staff including night staff. 
During 2011 six fire training sessions had taken place including a session at night on 
22 November 2011. One session had taken place so far in 2012 on 1 March 2012. 
The inspector was told that staff who work part time have a refresher session on the 
fire safety arrangements in place if they have not worked for some time. The training 
record available did not confirm that every member of staff had been trained over a 
twelve month period and it is a requirements of this report that the training records 
are updated to provide accessible accurate information on the training staff have 
received including the dates training is provided, the topic covered and the names 
and number of staff that attended.  
 
Challenging Behaviour 
Staff had received training on challenging behaviour on two occasions during 2011 to 
enable them to address behaviour problems that may arise. The training record did 
not provide information on how many staff had attended these sessions. 
 
Maintenance 
There were service contracts for major equipment such as the boiler, cooker, laundry 
machines and for clinical equipment such as the oxygen concentrator, hoists, 
wheelchairs and specialist beds. The water cooler which was noted to be in regular 
use and strategically placed near the sitting and dining areas so that residents could 
access it easily was serviced on the day of the inspection. The premises were clean, 
tidy and free from hazards when inspected. As documented in previous inspections 
there are matters that need attention to meet the specifications outlined in the 
Standards. While there was adequate communal space and the majority of rooms 
were single or double occupancy there were some aspects of the building impacted 
negatively on the privacy and quality of life of residents. The deficits were as follows: 
 

 three bedrooms had occupancy of more than two residents  
 six rooms have a poor outlook. Four, 11, 14, 15 and 21 had windows that look 

onto the exterior wall of another part of the building and two rooms, 12 and 
12A had natural light provided by sky lights in the ceiling but had no windows 
that residents could look out of. Efforts had been made to improve the view 
from some rooms by the addition of hanging baskets during the summer 
months the inspector was told 

 two bedrooms were undersized. Room 11 which was a single room measured 
7.7 square metres which is smaller that the required size for a single room 
which is 9.3 square metres and room 13 which is shared by two residents was 
also undersized measuring 13.6 square metres instead of 14.8 square metres 
and had a poor room layout  
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 there was no treatment room where residents could meet with health 
professionals in private and where medical supplies could be stored 

 the smoking area was outside the building which was not appropriate for 
elderly vulnerable people. 

 
The provider had made some changes to meet the provisions of the standards and is 
considering ways to ensure that the accommodation complies within the required 
timeframe. An additional wash-hand basin had been provided in the rooms where 
three residents were accommodated. In relation to the smoking area the inspector 
was told that only one resident smokes now and he looks after plants in the garden 
and smokes while he is out there. 
  
Accidents, Incidents and Notifications 
The inspector reviewed the accident and incident record and the notifications made 
to the Authority. For the first quarter of the year there had been nine slips/falls 
recorded. One resident who had a significant history of falls at home had sustained a 
fractured hip since admission despite supervision and a falls risk assessment. A 
review of falls and incidents was undertaken the person in charge reported and the 
use of low to floor beds were in use as a way of preventing falls and injury. The 
inspector noted that accident records outlined the time and place of the incident and 
if the resident was being assisted or alone. An incident of unexplained bruising had 
been recorded and while minor it had been reviewed and discussed by staff. The 
information available from staff observations indicated that this had been 
unintentionally caused by the resident.  
 
Documentation Reviewed 
The registration certificate was appropriately displayed near the reception area.  
The inspector reviewed the directory of residents. The required information had been 
recorded including the cause of death when residents died in the centre. The 
inspector also viewed the complaints record. A range of matters had been recorded 
and attended to including food at tea time, the television not working and the 
chiropodist not attending the centre. The actions taken by the provider and staff 
were outlined. No major issues were being investigated. 
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Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
The time worked by the person in charge was not outlined on the staff rota and it 
was not possible to determine that she had a full-time presence in the centre and the 
rota did not therefore show the staff on duty at any time during the day and night. It 
was required that  the time the person in charge is on duty is included on the staff 
rota so that it can be determined that she has a full time presence in the centre and 
to ensure the rota accurately conveys the staff on duty at any time during the day 
and night.  
 
 
This action was complete. The hours worked by the person in charge were outlined 
on the staff rotas presented during the inspection. She has a full-time presence in 
the centre including time worked during some weekends and evenings. She told the 
inspector that she ensures she is present at times when there is a change in 
residents’ healthcare needs to convey information to families and also to meet with 
visitors during evenings and weekends.  
 
2. Action required from previous inspection: 
 
The fire action signs to guide residents, visitors and staff in the event of fire or the 
fire alarm being activated which was on display was not centre specific and did not 
convey accurately the arrangements in place. The provider was required to display 
fire action signs that are centre-specific to guide residents, staff and visitors in the 
event of fire 
 
 
This action was complete. The fire signs on display were noted to convey appropriate 
the actions to be taken in the event of fire in the centre. 
 
3. Action required from previous inspection:  
 
The daily notes maintained by nursing staff were narrative in style and were not 
linked to the assessments or identified actions outlined in care plans and did not 
reflect accurately the care being provided by nursing staff. The person in charge was 
required to have in place a system to document residents’ care and treatment that 
accurately reflects the care being provided by staff. 
 
 
This action was partially complete. The person in charge had undertaken a review of 
the care documentation in use and had worked with staff to improve the content of 
the daily records. The inspector noted that there was a significant improvement in 
assessment, care planning and the daily notes since the last inspection. There was 
good quality information recorded each day that described staff contacts with 
residents and the care provided. However, the records did not always relate to the 
actions for care outlined in care plans and care plans in turn did not always reflect a 
fully accurate picture of residents needs as described earlier.  
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4. Action required from previous inspection:  
 
Rooms in part of the building were cool during the afternoon and radiators did not 
provide a comfortable ambient temperature. The provider was required to provide 
appropriate heating in all residents’ rooms at all times. 
 
 
This action was complete. All bedrooms inspected were noted to be comfortably 
warm and appropriate for use the inspector noted before and after lunch on the day 
of the inspection.  
  
5. Action required from previous inspection: 
 
The medication trolley was stored near a radiator in the dining room which was not 
appropriate for maintaining medication at a constant temperature. Medication was 
administered at the busy lunch time period and the nurse administering medication 
was noted to sign the medication administration chart before the medication was 
taken by the resident which is not in accordance with good practice. The provider 
was required to have in place appropriate and safe storage arrangements for 
medication and to review the medication administration times so that medication is 
not administered during the busy lunch time periods. It was also required that the 
nursing staff adhere to An Bord Altranais guidelines when administering medication 
and only sign medication administration charts when medication is taken. 
  
 
This action was complete. The medication management arrangements were 
inspected and found that the required improvements had been made. The dining 
area had been reorganised and medication trolley was noted to be stored in a 
different location in the dining area away from the radiator. Medication 
administration times had been altered and medication was now administered during 
mealtimes if this was clinically necessary and prescribed by the resident’s doctor. 
There were on going improvements being made to the way medication was managed 
in the centre. The system for the review of medication had been enhanced during 
recent months by the contribution of the pharmacist as well as residents’ doctors. 
There were regular audits of aspects of medication management and an audit of the 
storage arrangements for medication conducted on 20 February 2012 found no 
errors in the system.  
 
The inspector found that while medications that required strict control measures 
(MDAs) were checked by two nurses at the end of each shift, one of whom was 
finishing duty and one who was commencing duty, there was no record of this check 
except for the balance recorded in the MAD record. It is required that this regular 
check of MAA medication is recorded separate to the balance record maintained in 
the MDA record. 
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6. Action required from previous inspection:  
 
There were two versions of the emergency procedure which could cause confusion 
for staff as the inspectors found that each policy had different information on the 
management of an emergency situation. The provider was required to provide an 
emergency plan that reflects fully the arrangements that have been put in place for 
managing an emergency situation. 
 
 
This action was complete. The emergency guidance had been reviewed and was 
included in the major incident plan which had been reviewed in October 2011. The 
provider had made an arrangement with other centres in the area to provide support 
and space to evacuate residents to if this was required. A review of the document by 
the inspector indicated that further information should be included such as the liaison 
arrangements with statutory bodies such as the HSE during critical events such as an 
outbreak of infectious illness or in the event of an evacuation being necessary. The 
arrangements for communication with the media and with residents’ families during 
such an incident should also be outlined to guide staff. 
 
7. Action required from previous inspection:  
 
The elder abuse policy and procedure did not provide staff with guidance on how to 
record an incident of abuse. There was no information on how to set up and 
complete an enquiry and no information advising of the circumstances that would 
result in staff being suspended. The provider was required to amend the elder abuse 
policy and procedure document to provide guidance for staff on recording an incident 
or suspected incident of abuse and provide guidance on responding to suspicion, 
allegation or evidence of abuse including the circumstances where staff would be 
suspended.  
 
 
This action was complete. The policy and procedure had been updated and amended 
to include information to guide staff through the reporting process. There was 
information on the protection of whistle blowers. The person in charge knew how to 
contact the local social worker responsible for investigating allegations of elder abuse 
and this was documented in the procedure. She told the inspector that the reporting 
process and information on who to contact is reinforced during the annual training 
updates on elder abuse.  
 
8. Action required from previous inspection:  
 
The directory of residents did not always include specific next of kin details. The 
provider was required to maintain all the specified details in the directory of 
residents. 
 
 
This action was complete. The required details to be recorded in the directory of 
residents were found to be available when the inspector reviewed the directory. 
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9. Action required from previous inspection:  
 
The role of the volunteer advocacy worker had not been specified in writing as 
required by the Regulations. The provider was required to outline the role and 
responsibilities of the volunteer advocacy worker in a written agreement between the 
designated centre and the individual. 
 
 
This action was complete. The role of the advocate was outlined in writing as 
required. The inspector saw from other documentation reviewed that she visited the 
centre every three months during 2011 once so far in 2012. She facilitated some of 
the residents meetings. The provider and person in charge told the inspector that the 
presence of an independent person at some meetings provided an additional 
opportunity for residents to convey their views to someone outside the service. 
 
10. Action required from previous inspection:  
 
The method for ensuring that essential information required by legislation was 
conveyed to residents and their representatives was not outlined in policy 
documents. The provider was required to outline a procedure that provides guidance 
on how essential documents and information is conveyed to residents. 
 
 
This action was partially complete. The inspector was provided with a copy of the 
policy and procedure that described how communication of essential information was 
conveyed to residents. The policy was dated March 2011 and was scheduled for 
review in March 2013. On review the inspector noted that the procedure included 
details of the information and documents that should be made available to residents 
including Residents’ Guide, statement of purpose, visiting arrangements, complaints 
and fire procedures. The policy needed amendment to include timescales for the 
provision of some documents such as contracts of care and more specific information 
that informed residents about the process of care planning and the requirement to 
review care plans in consultation with residents every three months.  
 
11. Action required from previous inspection: 
 
Care plans and care records did not consistently convey residents’ abilities or 
problems in relation to communication. The provider was required to have available 
for each resident a care plan that describes fully their health, social and personal 
needs to enable staff to provide appropriate informed care and include in care plans 
assessments of communication needs where residents have impaired communication 
pathways. 
 
 
This action was complete. The standard of care plans was noted to have improved 
significantly from the registration inspection as described earlier. Communication 
needs were outlined where residents had impaired communication pathways with 
interventions required from staff that would assist communication outlined such as 
the use of written communication, large print and hearing aids correctly adjusted. 

Page 13 of 22 



12. Action required from previous inspection:  
 
Two rooms 16 and 18 did not have lockable facilities for residents to keep personal 
items. 
 
The provider was required to have suitable secure facilities in all bedrooms for 
residents to store personal possessions. 
 
 
This action was complete. Cupboards where residents could secure their personal 
belongings that could be locked were available in all bedrooms. 
 

 

13. Action required from previous inspection:  
 
The premises did not meet the standards as outlined in the Standards in a number of 
respects: 

 three bedrooms had an occupancy of more than two residents and had 
one wash-hand basin  

 six rooms have a poor outlook - 4, 11, 14, 15 and 21 had windows that 
look onto the exterior wall of another part of the building and two rooms, 
12 and 12A had natural light provided by sky lights in the ceiling but had 
no windows that residents could look out of  

 two bedrooms were undersized. Room 11 which was a single room 
measured 7.7 square metres which is smaller that the required size for a 
single room which is 9.3 square metres and room 13 which is shared by 
two residents was also undersized measuring 13.6 square metres instead 
of 14.8 square metres and had a poor room layout  

 there was no treatment room where residents could meet with health 
professionals in private   

 the smoking area was outside the building which was not appropriate for 
elderly vulnerable people. 

 
The provider was required to provide adequate private accommodation for residents 
in accordance with the Standards within the time frame allowed. The provider was 
required to provide communal bedrooms with the appropriate number of wash 
basins, to provide a treatment room where residents can see health professionals in 
private and to provide an appropriate smoking area for residents. 
 

This action was partially complete. Additional wash-hand basins had been provided in 
multiple-occupancy rooms. The provider was considering the most appropriate ways 
to make adjustments to meet the required standards but no definite plan to address 
the deficits had been formulated. 
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14. Action required from previous inspection:  
 
Risk assessments for restraint measures such as bedrails were in place. However, 
there was no information that indicated that the action taken was the option of 
choice after other interventions had failed. The provider was required to have in 
place a system for the comprehensive review of all restraint measures to ensure that 
the measure is in the best interest of the resident, is the least possible level of 
restraint needed and has been undertaken after all other reasonable options have 
been explored.  
 

This action was partially complete. The use of restraint measures were assessed 
more rigorously and a daily record of all restraints in use were maintained. Four staff 
including the person in charge had attended the training to become familiar with the 
national policy on restraint use. The inspector was told that restraint use had been 
reduced and that nine residents now used bedrails to prevent falls. Bedrail use had 
reduced to seven but two residents admitted recently had used bedrails in hospital 
and so far had been reluctant to discontinue their use. The inspector found that 
while the guidance documents were in use the assessments did not indicate that the 
use of the restraint was in place following other less restrictive measures being tried 
and found to provide inadequate levels of protection for the resident.    
 
Best practice recommendation from previous inspection:  
 
The signage on visiting arrangements should be revised to reflect practice within the 
centre. 
 
 
This had been addressed. The visiting arrangements were outlined on a notice at the 
entrance. 
 
Best practice recommendation from previous inspection:  
 
The advocacy volunteer was experienced in personnel management and interested in 
developing her role. The training that has been put in place by National Advocacy 
Training Programme may be a useful option for consideration.   
 
 
This action was not complete but training appropriate for the advocate for her role in 
the centre was still being considered.  
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Report compiled by: 
 
Geraldine Jolley 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
21 June 2012 
 
 
 
Chronology of previous HIQA inspections 
Date of previous inspection Type of inspection: 

 
 
9 and 10 February 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
17 August 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
24 and 25 November 2010 
 
 

 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
 
7 March 2011 
 
 

 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced triggered inspection. 
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 

 
 

Provider’s response to inspection report ∗ 
 
 
Centre: 

 
Archview Lodge 

 
Centre ID: 

 
0314 

 
Date of inspection: 

 
25 April 2012 

 
Date of response: 

 
1 August 2012 

 
Requirements 
 
These requirements set out what the registered provider must do to meet the Health 
Act, 2007, the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 (as amended) and the National Quality Standards 
for Residential Care Settings for Older People in Ireland. 
 
1. The Provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The training records maintained described the topics on which training had been 
provided, the dates training had taken place and the attendance of some staff but 
there was no accessible record that confirmed that all staff had attended statutory 
training on fire safety, moving and handling and elder abuse or that other training 
had been completed.  
 
Action required:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence based practice and maintain 
an accessible record of all training completed by staff. 
 
 
 
 
 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Reference:  
Health Act, 2007 
Regulation 22: Maintenance of Records  
Regulation 17: Training and Staff Supervision 
Standard 24: Training and Supervision 

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

Timescale: 
 

Provider’s response: 
 
Training Records are currently maintained and recorded in 
individual staff files. Staff currently sign an attendance sheet 
on the day of training and this is retained with staff files.   
 
Spread sheet will be initiated to provide readily accessible 
information on the dates training held, topics covered and the 
name and number of staff attending. 
 

 
 
31/08/2012 
 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The checks of restricted medication undertaken by staff at the end of each shift were 
not documented which was not in keeping with safe practice and up to date 
guidance.  
 
Action required:  
 
Have in place a record of the checks undertaken by staff at each shift change for 
MAD drugs that is separate from the MAD drug register. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
Record of checks for MDA drugs undertaken by staff at each 
shift change will be recorded separately from the MAD Drug 
Register. 
 

 
 
Immediately 
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3. The person in charge has failed to comply with a regulatory requirement 
in the following respect:  
 
Care records did not accurately describe residents’ needs and the actions taken by 
staff documented in care records did not relate to assessment or the information 
described in care plans. 
 
Action required:  
 
Have in place a system to document residents’ care and treatment that accurately 
reflects their needs and the care being provided by staff. 
 
Reference:  

Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Regulation 25: Medical Records 
Standard 11: The Resident’s Care Plan  

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

Timescale: 
 

Provider’s response: 
 
Every effort will be made to continue to always have in place a 
system which accurately reflects the needs and care of 
residents. 
 

 
 
Immediate 
 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The method for ensuring that essential information required by legislation was 
conveyed to residents and their representatives was not specifically outlined in policy 
documents. 
 
Action required:  
 
Put in place a procedure that provides guidance on how essential information and 
documents are conveyed to residents.  
 
Reference:  

Health Act, 2007 
Regulation 21: Provision of Information to Residents 
Standard 1: Information 

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

Timescale: 
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Provider’s response: 
 
Policy will be ammended to include how essential information 
and documents are conveyed to residents. 
 

 
 
30/09/2012 
 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The premises did not meet the standards for the environment in a number of 
respects: 

 three bedrooms had occupancy of more than two residents  
 six rooms have a poor outlook - 4, 11, 14, 15 and 21 had windows that look 

onto the exterior wall of another part of the building and two rooms, 12 and 
12A had natural light provided by sky lights in the ceiling but had no windows 
that residents could look out of  

 two bedrooms were undersized. Room 11 which was a single room measured 
7.7 square metres which is smaller that the required size for a single room 
which is 9.3 square metres and room 13 which is shared by two residents was 
also undersized measuring 13.6 square metres instead of 14.8 square metres 
and had a poor room layout  

 there was no treatment room where residents could meet with health 
professionals in private. 

 
Action required:  
 
Provide adequate private accommodation for residents in accordance with the 
Standards within the time frame allowed. 
 
Action required:  
 
Provide a treatment room where residents can see health professionals in private. 
 
Action required:  
 
Provide an appropriate smoking area for residents 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: 
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Provider’s response: 
 
Adequate private accommodation for residents in accordance 
with the Standards will be provided within the timeframe 
allowed. It is intended to work from plans that had been 
approved previously for an extension to the nursing home. 
 
It is intended to convert an existing internal structure to 
accommodate a treatment room when plans are in place for 
the proposed extension (above). 
 
As discussed, on first approach from a prospective resident, 
both the prospective resident and their families are advised 
that we do not provide a smoking area in accordance with 
required standards and, therefore, our nursing home would not 
be a suitable centre for their needs should they wish to smoke.  
We do not admit smokers and therefore do not provide a 
smoking area. We are working towards a 'Smoke Free Nursing 
Home'. 
 

 
 
Work in Progress 
 

 
6. The person in charge has failed to comply with a regulatory requirement 
in the following respect:  
 
Risk assessments for restraint measures such as bedrails were in place. However, 
there was no information that indicated that the action taken was the option of 
choice after other interventions had failed. 
 
Action required:  
 
Have in place a system for the comprehensive review of all restraint measures to 
ensure that the measure is in the best interest of the resident, is the least possible 
level of restraint needed and has been undertaken after all other reasonable options 
have been explored.  
 
Reference:  

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Standard 21: Responding to Behaviour that is Challenging  

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

Timescale: 
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Provider’s response: 
 
Use of less restrictive measures and options tested prior to use 
of bedrail restraint are currently recorded on consent form in 
residents' record. A spreadsheet will be developed to include 
the information required. 
 

 
 
31/08/2012 

 
 
 
Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
None received.  
 
Provider’s name: P.J. and Majella Sweeney 
Date: 1 August 2012 
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