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Centre name: 

 
Brookvale Manor  

 
Centre ID: 

 
0325                           
 
Hazelhill Centre address: 

  
Ballyhaunis, Co Mayo 

 
Telephone number: 

 
094 9631555 

 
Fax number: 

 
094 9631655 

 
Email address: 

 
atorrens@brindleyhealthcare.ie 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Brindley Manor Federation of Nursing Homes Ltd 

 
Person in charge: 

 
Evelyn Doyle Douglas 

 
Date of inspection: 

 
23 and 24 April 2012 

 
Time inspection took place: 

 
Day-1 Start: 10:00 hrs   Completion:17:30 hrs
Day-2 Start: 09:30 hrs   Completion:15:30 hrs 

 
Lead inspector: 

 
P.J Wynne 

 
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 
 Regulatory monitoring visit report 

 
 

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

 
Brookvale Manor is a single-storey bungalow building set in spacious grounds. It can 
accommodate up to 57 residents. Older people who need long-term care, people 
who have dementia care needs and those who need respite, convalescent or 
palliative care are admitted. On the day of inspection all of the residents were 
residing in the centre on a long-term basis for continuing care. 
 
The layout and design provides a good environment for residents and staff. It is 
bright, airy and well furnished. Communal space comprises of two sitting rooms, a 
dining room, an activity room and an oratory, hair salon and a smoking room. 
 
The hallways to residents’ rooms lead from the main reception area. Residents’ 
accommodation is available in 37 single bedrooms and 10 double bedrooms. All 
bedrooms have en suite facilities to include toilet, shower and wash-hand basin. 
There are six additional toilets which are wheelchair accessible and a visitors’ toilet. 
 
There is a secure internal courtyard garden and landscaped gardens around the 
building. There is ample parking to the front and side of the building. 
 

Location 

 
The centre is in Hazelhill approximately one and a half kilometres outside the town of 
Ballyhaunis in the direction of Knock. 
 

 
Date centre was first established: 

 
24 October 2003 

 
Number of residents on the date of inspection: 

 
29 

 
Number of vacancies on the date of inspection: 

 
28 

 
 

Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
24 

 
4 

 
0 

 
1 
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Management structure 
 
Amanda Torrens, managing director of the company is the nominated provider on 
behalf of Brindley Manor Federation of Nursing Homes Ltd. 
 
A senior management team comprising of a director of services, human resources 
manager, a catering manager, and financial controller oversee the daily operations 
and report to the Provider.   
 
On a day to day basis, the Person in Charge is Evelyn Doyle Douglas who manages a 
team of senior nursing staff, care assistants, an activity coordinator, kitchen, 
housekeeping and maintenance staff in the delivery of care. 
 
 
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 2 1 1 *2 

 
1 activity coordinator and 1 maintenance 
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Background  
 
This inspection was carried out as part of the Authority’s inspection programme to 
check progress on any outstanding actions from previous inspections and to monitor 
compliance with requirements and conditions of registration granted to the centre on 
the 22 July 2011.   
 
The action plan  from the previous inspection agreed with the provider, report 
number 0325 took place on the 28 April 2011 and is published on the Authority’s 
website and can be viewed at www.hiqa.ie.The action plan from the inspection 
report highlighted two areas for improvement and two recommendations. 
 
The key findings from the previous inspection identified a need to review the risk 
management policy and implement a system to ensure all clothing is identifiable to 
each resident. 
 
The provider and person in charge had partially addressed the two actions contained 
in the previous inspection report. The two recommendations were completed to the 
inspector’s satisfaction.  
 
The Social Services Inspectorate had also received information of a concern in 
relation to access to fluids by residents and staffing levels. The provider was 
requested to complete a full investigation and submit a report on the incident to the 
Authority. The report was received within the time frame and the matters 
satisfactorily responded to as requested by the Authority. The matter was further 
reviewed by the inspector during the course of the visit and is discussed in detail 
below under issues covered on inspection. 
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Summary of findings from this inspection  
 
 
This follow up inspection was unannounced and was the fifth inspection of the centre 
by the Authority. The inspection was carried out over two days. The focus of this 
inspection was to monitor compliance with requirements and conditions of 
registration granted to the centre on the 22 July 2011 and the Health Act 2007(Care 
and Welfare of residents in Designated Centres for Older people) Regulations 2009 
(as amended). The inspector focused on key aspects of service delivery to assess the 
extent to which the management ensured safe outcomes for residents. The 
inspection methodology included discussions with residents, the person in charge, 
nursing and care staff. The inspector reviewed areas of risk management to include 
the physical environment, staff training and development, aspects of restraint 
practice and examined selected care plans and medical files. 
 
Overall, the inspector was satisfied the centre was operating in compliance with its 
conditions of registration. There was evidence of good practice and continued 
commitment by the centre’s management team to meet the requirements of the 
regulations. Residents were seen routinely by their GP. Evidence-based nursing care 
was provided. Residents’ care plans were reviewed at three monthly intervals or 
sooner should a change in health condition occur. There was evidence, residents or 
their representatives’ were consulted regularly. Residents were encouraged to be as 
independent as possible and enjoyed a variety of activities. 
 
The inspector found aspects of the service that needed improvement. While staff 
provided care in a knowledgeable and respectful manner the staffing level and skill 
mix required review to ensure the care needs of all residents was facilitated. The 
majority of staff were identified as requiring updated training in safe moving and 
handling techniques. Aspects of restraint and risk management required review to 
reflect best practice.  
 
The Action Plan at the end of the report identifies areas where improvements are 
required to comply with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centre’s for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care Settings for Older People in Ireland. 
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Issues covered on inspection 
 
 
Operational Governance 
The inspector reviewed the statement of purpose and was satisfied it accurately 
described the aims, objectives and ethos of the centre and the service that was 
provided. It met the requirements of Schedule 1 of Regulations.  
 
The statement of purpose set out the services and facilities provided in the 
designated centre.The inspector observed that the service’s capacity to meet the 
diverse needs of residents, as outlined in the statement of purpose, was reflected in 
practice. The profile of the residents reflected the statement of purpose and many of 
the residents were of advanced years and had disabilities associated with old age.  
Staff knew residents as individuals. This was confirmed in conversation with 
residents. The person in charge was aware that the statement should be kept under 
review and made available to residents on admission and following updating. 
 
The certificate of registration was displayed in the main foyer. The provider was 
operating in compliance with the conditions included in the certificate of registration.  
 
Practice in relation to notifications of incidents was satisfactory. The inspector 
reviewed a record of all incidents/accidents that had occurred in the centre since the 
previous inspection and cross referenced these with the notifications received from 
the centre.  
 
The inspector viewed the directory of residents.  The directory contained the facility 
to record all the information required by schedule three of the regulations. The 
inspector viewed the documenting of information for the most recent admissions, 
death and transfer to hospital. All required information concerning the most recent 
death and admissions was recorded in the directory of residents. Additionally the 
inspector viewed evidence the coroner had been notified in the case of each death. 
However, information in relation to residents’ transfers to hospital while retained was 
not recorded as required by the regulations in the directory of residents on a routine 
basis. 
   
Each resident had been provided with a contract of care. The inspector viewed a 
signed contract of care for the most recent admission. The contract had been agreed 
with the resident’s representative within the timeframe required by the regulations.  
The overall fee was included in the resident’s contract. The contracts of care viewed 
included the terms and conditions of occupancy. However, the room occupied by the 
resident, whether single or multiple- occupancy was not denoted on the contract of 
care.   
 
The provider had valid and up-to-date insurance cover against accidents and injuries 
to residents, staff and visitors. The insurance cover was reviewed by the inspector 
and seen to include indemnity for the personal property of residents which was 
reflective of the regulations. 
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The person in charge maintained a record of An Bord Altranais PINs (professional 
identification numbers) for all registered nurses. This was reviewed by the inspector 
and seen to be up-to-date for all nurses presently employed. 
 
The inspector reviewed the procedures for managing residents’ finances. Records 
were maintained to provide an audit trail of each resident’s finances in the sample 
examined.  
 
Staffing Levels  
The provider employs 35 staff in total which includes a whole-time equivalent of 
seven registered nurses and 12 care assistants. In addition, there is catering, 
cleaning and an activity coordinator employed. The inspector viewed the staff duty 
rota for a three week period. The rota showed the staff complement on-duty over 
each 24-hour period. The staff roster detailed their position and full name. The 
inspector noted that the planned staff rota matched the staffing levels on-duty. 
 
However, on this visit the inspector was not satisfied by observing practice, 
reviewing the rota and taking account of the dependency needs of residents’ a 
sufficient staff level and skill mix was available to meet the care needs of all the 
residents during the day and evening to ensure a high standard of safe clinical care. 
There was a maximum of four care assistants rostered in the morning and three from 
13:00 hrs to meet the care needs of 29 residents. There was insufficient number of 
care assistant staff deployed to meet residents’ needs and assigned to sitting rooms 
to monitor and assist residents throughout the day. There were two sittings for lunch 
and evening meals and all care assistant were required in the dining room to assist 
the more dependent residents with their meals. The other residents in the day room 
and those in their bedrooms had to wait for required assistance or staff to respond 
should an untoward event occur. There were a small number of residents with 
behaviours which challenged on a regular basis. The inspector observed care staff on 
the second day of the inspection respond to a resident with behaviours which 
challenged. The staff ensured the safety of the resident by intervening appropriately 
and responding to her needs. This required the attention of two staff and placed 
additional pressure on staff to meet the care needs of other residents’ in a timely 
manner ensuring a person-centred approach from the inspectors observations. 
 
Complaints Procedures 
The complaints procedure was displayed in the entrance foyer. The person in charge 
explained issues of concern are addressed immediately at local level without recourse 
to the formal complaints procedure, unless the complainant wishes otherwise.  
 
The complaints policy contained all procedures as required by the regulations 
including, a named person to whom complaints can be made, a nominated person 
who would monitor that the complaints process was followed and recorded and an 
independent appeals process if the complainant was not satisfied with the outcome 
of their complaint. 
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The complaints log for the past 12 months was reviewed and noted to contain 
records of three formal complaints. All relevant information about the complaint, 
investigation made and the outcome was detailed. The person in charge maintained 
a log of all other informal complaints to allow for review to identify trends. 
There were no complaints being investigated at the time of inspection. 
 
Health and Social Care 
The arrangements to meet residents’ assessed needs were set out in individual care 
plans. Each resident had a care plan completed in the sample reviewed. In addition 
there were personal profiles maintained for care assistants to review which contained 
a copy of the plan of care, moving and handling assessments and information on 
residents’ daily choices and wishes to include when they wished to get up, go to bed, 
spend time alone, food likes and dislikes, their interests and hobbies. 
 
The assessment tools used to evaluate resident’s progress and to assess levels of risk 
for deterioration were in relation to vulnerability to falls, moving and handling, 
dependency, nutrition and continence risk assessment.  The inspector reviewed three 
residents’ care plans in detail and certain aspects within other plans of care. The 
inspector found that all files reviewed were comprehensive and person centered from 
a healthcare perspective. There was a record of the resident’s health condition and 
treatment given completed twice daily. In the sample of care plans reviewed there 
was evidence care plans were updated in response to a change in a resident’s health 
condition. Risk assessments were regularly revised and the plan of care updated 
accordingly. There was evidence the residents’ representative was updated on their 
health status or of any change in their condition. 
 
Records demonstrated that there was timely access to medical care and residents 
healthcare needs were regularly reviewed and no less frequently than at three 
monthly intervals. There was evidence in care plans of good links with community 
mental health services. The psychiatrist for later life and the community mental 
health nurse attended the centre as required. Medication was reviewed routinely to 
ensure optimum health.  
 
Personal wishes in relation to end-of-life care were detailed in the sample of case 
files reviewed. The end-of-life plans included discussions in relation to life sustaining 
treatments. A multi disciplinary approach was undertaken to include the resident, 
their representative and medical practitioner. 
 
There were a number of residents with a diagnosis of epilepsy. The inspector 
reviewed the medication prescription sheets. Emergency medication was prescribed 
should the residents develop status epilepticus. The medication was clearly identified 
on the drug chart for administration in an emergency situation only and adequate 
supplies were maintained. However, while staff were trained in cardio pulmonary 
resuscitation techniques there was no emergency plan of care in place to guide and 
inform staff of the procedures to follow in the resident’s case file in the event of 
seizure to reduce risk of injury.  
 
 
There was a structured program of activities in place which was facilitated by an 
activities coordinator.  The inspector spoke with the activity coordinator. Activities 
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forming part of the weekly program included bingo, seat based exercises, story 
telling and massage to ensure meaningful engagement for residents. The activity 
schedule provided for both cognitive and physical stimulation. Presently the residents 
were working to recreate a traditional living room with an open fireplace aspect. On 
the first day of inspection one resident was grouting tiles to form a worktop for 
cupboards which were designed with the assistance of the activity coordinator. 
Residents had planted vegetable seeds. Nursing staff and care staff also confirmed 
that there were regular activities provided. Residents were facilitated to practice their 
religious belief and mass was celebrated weekly. A prayer group visited the centre 
routinely.  
 
Restraint 
Two members of staff completed a “Train the Trainer” programme to assist with the 
implementation of the Health Service Executive (HSE) national policy and 
documentation on the use of restraint. However, not all nursing staff were trained on 
best practice aspects in restraint management. The restraint measures in place 
included the use of bedrails which was utilised by eight residents and a lap strap by 
one resident. The inspector viewed the records for some of these residents and 
found that they were mostly used at the resident/ representatives request as an 
enabler or for safety reasons. 
 
There was a risk assessment completed prior to the use of the restraint. Consent was 
obtained and the use of restraint was reviewed periodically. However, care plans in 
relation to restraint were not fully reflective of best practice, for example, risk 
assessments did not provide for consensus judgements in all cases. There was 
limited evidence of other health professionals’ involvement in the concluding decision 
to use bedrails where restraint was deemed necessary as part of resident care.  
 
Training and Staff Development 
The inspector viewed records of mandatory training completed by staff. A training 
matrix was in place to identify when refresher training was required in respect of 
each staff member. Records reviewed indicated all staff were trained or educated in 
adult protection. The person in charge is a qualified elder abuse trainer. Staff spoken 
with were able to inform the inspector of what constituted abuse and of their duty to 
report any suspected or alleged instances of abuse.  
 
The inspector viewed evidence staff had participated in fire drill practices routinely. 
Training required by the regulations in fire safety and evacuation techniques had 
been completed by all staff in the past 12 months by a competent person. Further 
training was planned for 2012. 
 
The inspector examined the training records for safe moving and handling 
techniques. The inspector identified the majority of staff as requiring updated 
training in safe moving and handling of residents as their current certificate of 
training had expired. 
 
 
Safe and Suitable Premises 
The building was designed to meet the needs of dependent people and it was clean 
and bright with sufficient communal space for residents. Bedrooms were well 

Page 10 of 27 



furnished and equipped to assure the comfort and privacy needs of residents. The 
building was comfortably warm. Privacy locks were fitted to all bedroom and 
bathroom doors. There was a call-bell system in place at each resident’s bed. 
 
There were a sufficient number of toilets provided to meet the needs of the 
residents. Bathrooms were designed to provide easy access by wheelchair users. The 
en suite facilities were designed to promote residents independence. Showers were 
level with the floor finish allowing for ease of use by the residents. There were 
emergency call points provided in each en suite bathroom alongside the toilet. 
 
However, the inspector identified hazards which may pose a risk to the safety of 
residents. Thermostatic control valves were not fitted to taps dispensing hot water 
accessible to residents. The temperature of dispensing hot water at the point of 
contact by residents when tested by the inspector exceeded the maximum 
recommendations outlined in the Authority’s standards.  
 
A number of residents had a diagnosis of dementia, confusion or cognitive 
impairment. One resident wore an alert bracelet and staff were very familiar with the 
residents’ routine. The main entrance was secured when a resident wearing an alert 
bracelet approached the front door. All other exit doors were alarmed. However, the 
inspector identified windows were not secure. A risk assessment with suitable 
controls had not been carried out to ensure window openings and their accessibility 
did not pose a risk to the safety of residents with confusion or cognitive impairment, 
or those who may be at risk of leaving the centre due to finding the environment 
unfamiliar following admission.  
 
Smoke detectors were located in all bedrooms and general purpose areas. 
Emergency lighting was provided throughout the building. Fire exit signage was in 
place to indicate the location of fire exit doors and escape routes from the building.  
The procedure to follow on hearing the fire alarm was displayed along corridors. A 
record of the maintenance of fire fighting equipment including the number and type 
was maintained. The inspector viewed contracts which indicated the fire alarms; 
smoke and heat detectors were checked and serviced four times a year. Records 
viewed indicated fire extinguishers were serviced yearly. However, each resident’s 
needs had not been risk assessed to indicate the equipment required and number of 
staff to safely evacuate residents in the event of fire or other emergency situation to 
safe place. 
 
The smoking room was cluttered and contained items for general storage. It was not 
conducive to comfortable use by residents. 
 
Risk Management 
There was a health and safety policy in place which included an environmental and 
clinical identification and assessment of risk throughout the centre. Precautions to 
control or minimise risk were specified for the care environment, catering areas, 
communal rooms and external grounds. The inspector viewed staff signatures 
indicating they had read and understood the health and safety procedures. There 
were systems in place for the management of a range of risk situations. For 
example:  
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 Handrails were provided on both sides of the corridors throughout the 
building. All showers and toilets were provided with grab support rails  

 all entrance and exit doors were ramped ensuring ease of access for residents 
with mobility impairment. Floor covering in bedrooms and communal areas 
was safe 

 there was a visitors log in place to monitor the movement of persons in and 
out of the building to ensure the safety and security of residents 

 there was a food safety system in place and staff had been trained in food 
safety 

 there was a missing person policy in place which included clear procedures to 
guide staff should a resident be reported as missing 

 photographic identification was available for each resident and there were 
profile description sheet available for staff to provide to emergency services.  

 sluice rooms and cleaning areas were restricted in the interest of residents 
and visitors safety 

 a policy on control of Legionnaires disease was available and all water points 
in vacant rooms were flushed weekly 

 separate staff toilets, shower and changing facilities were provided for 
catering and care staff in accordance with best practice for infection 
prevention. 

 
However, the risk management policy required review as the risk assessments were 
not updated since the health and safety policy was last developed. An active register 
of risk was not maintained routinely and updated accordingly to address any new 
hazards which maybe identified. 
 
Management of Falls 
There were arrangements in place for recording untoward incidents and accidents. A 
description of each accident was maintained. The inspector reviewed the accidents/ 
incident report forms for the previous three months. Overall the number of falls 
sustained by residents in care each month was not high. The person in charge 
audited all falls monthly reviewing, the number, location and time of each fall. This 
allowed trends to be indentified, to include those who may have a succession of falls.  
A post fall risk assessment was completed. Equipment had been provided including 
the use of hip protectors and crash mats to minimise the risk of injury. However, 
from the sample of accident/incident report forms viewed neurological observations 
were not recorded on all occasions where a resident sustained a fall un-witnessed to 
determine if a head injury had been sustained and/or the level of consciousness 
affected.  Where neurological observations were recorded they were not completed 
in line with best practice, for a defined period of time at regular intervals. The falls 
policy was reviewed. However, it did not provide clear procedures to guide staff 
actions and intervention for example; guidance on completing neurological 
observations was not outlined in the policy. 
 
Food and Nutrition 
There was a policy in place to guide and inform staff on the procedures to ensure 
residents’ nutritional and hydration needs were met.  All residents’ weight was 
monitored on a monthly basis and a nutritional risk assessment was completed. 
There was specialist equipment available to record the weights of those residents 
unable to stand on a weigh scales. The inspector viewed residents’ weight being 
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monitored and recorded in the sample of care plans reviewed. Those identified at 
risk of losing weight, had their weight reviewed on a more regular basis. 
Supplements were prescribed for residents identified with nutritional risk. 
 
Dietetic advice had been obtained and each resident’s daily fluid goal was calculated 
by a dietician and recorded. At the time of inspection three residents were identified 
at risk of dehydration and a fluid balance chart was maintained. This was viewed by 
the inspector and was noted to be maintained up-to-date. The assessment tool to 
identify risk of dehydration was being reviewed by the person in charge. The 
inspector observed glasses of drinks on side tables in day rooms, within reach of 
residents unable to move independently. 
 
The inspector visited the kitchen. A plentiful supply of fresh food and drinks was 
maintained. There was a system in place whereby nurses informed the chef about 
the specific dietary needs of residents and inspector saw documentation in relation to 
low fat and diabetic diets.   
 
Residents’ food likes and dislikes were ascertained on admission and updated 
frequently and the information was communicated to kitchen staff. Staff were 
informed which residents required their meals to be liquidised, where residents had 
difficulty swallowing. All portions in liquidised meals were individually plated and 
distinguishable. Those that required help were offered assistance sensitively and 
discreetly during mealtimes.  
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Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Ensure that residents retain control over their personal possessions. 
 
 
This action was partially completed.  
 
Each resident was provided with a lockable facility in their bedroom to secure 
personal items. A property log was maintained in respect of each resident. The 
inspector reviewed the inventory of items maintained for the two most recent 
admissions to the centre. However, the system to ensure each resident’s clothing 
was clearly identifiable to them required further review. The inspector identified 
some items of clothing in residents’ bedrooms and the laundry room that were 
unlabelled. The names on some clothes had become faded due to the washing 
process and were not easily identifiable to individual residents. 
 
2. Action required from previous inspection:  
 
Ensure that the risk management policy covers the precautions in place to control 
the following specified risks: self–harm and assault.  
 
 
This action was partially completed. 
 
While the risk management polices reviewed included procedures in the event of self 
harm or assault the policy required further development to fully meet the 
requirements of regulation 31.  The procedures in the event of self – harm and 
assault were inadequate to guide staff actions and interventions as they did not 
contain sufficient detail. 
 
Best practice recommendations from previous inspection: 
 
Undertake a staff appraisal with all staff to provide a mechanism for staff to receive 
feedback on their performance or to identify their strengths, to ensure continuous 
professional development. 
 
 
The person in charge had developed a new staff appraisal form since the last 
inspection. A system was in place to ensure all staff had an appraisal annually and 
recently recruited staff at intervals during the first year of employment. The inspector 
reviewed the completed appraisal for two staff members which identified training 
needs to ensure their continuous professional development. 
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Best practice recommendations from previous inspection: 
 
Devise a procedure to ensure management are aware of all informal issues or 
concerns to allow for review to identify trends. 
 
 
A system was in place to record all complaints or issue of concern expressed by 
residents or their families where they did hot wish to have recourse to the formal 
complaints procedure. The log maintained by the person in charge included the 
details of the investigation and action taken to resolve issues. 
 
 
Report compiled by: 
 
P.J Wynne 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
4 May 2012  
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Chronology of previous HIQA inspections 
Date of previous inspection: Type of inspection: 

 
 
21 September 2009 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
13 May 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

9 and 10 June 2010  Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced 

 
28 April 2011 
 

 
 Registration 
 Scheduled  
 Follow-up inspection 

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

 
 

Provider’s response to inspection report  
 

 
Centre: 

 
Brookvale Manor 

 
Centre ID: 

 
0325 

 
Date of inspection: 

 
23 and 24 April 2012 

 
Date of response: 

 
13 June 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 person in charge  has failed to comply with a regulatory 
requirement in the following respect: 
 
The inspector was not satisfied by observing practice, reviewing the rota and taking 
account of the dependency needs of residents’ a sufficient staff level and skill mix 
was available to meet the care needs of all the residents during the day and evening 
to ensure a high standard of safe clinical care. 
 
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. 
 
Reference:  
                   Health Act 2007 
                   Regulation 16: Staffing 
                   Standard 23: Staffing Levels and Qualifications 
 
 
                                                 
 The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The needs of each resident are assessed on admission, to 
establish a dependency baseline. Thereafter, assessment 
continues, both on a scheduled basis and in response to any 
change in the condition of a resident. These assessments form 
the basis for a resident’s ‘dependency levels'  
    
As there is currently no nationally agreed tool to determine 
staff/resident ratios, we review the number and skill mix of staff 
on-duty to respond to ever changing resident needs and 
dependency levels. Our skill mix of staff meets a very high 
standard, with current nursing staff qualified an average of 18 
years with an average of 8 years experience in older persons 
care. Care staff are all qualified to at least Fetac Level 5, with 
average service, in excess of 6 years, in Brookvale Manor, most 
having prior experience elsewhere. 
 
Following our inspection we reviewed the manner in which staff 
are allocated, with particular emphasis on mealtimes.  Another 
member of care staff is now allocated to resident supervision at 
these times, in addition to our then practice of supervision by the 
activity co-ordinator, with call-bell availability of care and nursing 
staff. 
 

 
 
 
 
 
 
 
 
Ongoing 
 
 
 
 
 
 
 
 
 
Ongoing 
 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Thermostatic control valves were not fitted to taps dispensing hot water accessible to 
residents. 
 
Action required:  
 
Provide thermostatic control valves or other suitable anti-scalding protection, at 
appropriate places in the premises. 
 
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: 
 
Our initial response has been to engage the services of a 
suitably qualified person to survey and undertake this action. We 
await their response on how and when to proceed 
 
In the interim, to minimise the risk of burns or scalds, the boiler 
thermostat and mixer valve have been adjusted to ensure that 
hot water is stored at 60 degrees celsius, distributed at 50 
degrees and room water temperatures are being randomly tested 
daily to ensure that delivery remains below 43 degrees. 
 

 
 
To be confirmed 
 
 
 
Ongoing 
 

 
3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
A risk assessment with suitable controls had not been carried out to ensure window 
openings and their accessibility did not pose a risk to the safety of residents with 
confusion or cognitive impairment who may be at risk of leaving the centre.  
 
The risk management policy required review as the risk assessments were not 
updated since the health and safety policy was last developed.  
 
An updated register of risks was not maintained. 
 
The procedures in the event of self-harm and assault were inadequate to guide staff 
actions and interventions as they did not contain sufficient detail. 
 
The smoking room was cluttered and contained items for general storage. 
 
Action required:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre who may be at risk of leaving 
unknown to the person in charge due to confusion or cognitive impairment.  
 
Action required:  
 
Ensure that the risk management policy is regularly reviewed and covers the 
arrangements for the identification, recording, investigation and learning from 
serious or untoward incidents or adverse events involving residents. 
 
Action required:  
 
Ensure that the risk management policy covers the precautions in place to control 
the following specified risks: self –harm and assault.  
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Action required:  
 
Review the safety of the smoking room and ensure it is suitable and safe for use by 
residents. 
 
Reference:  
                    Health Act, 2007 
                    Regulation 31: Risk Management Procedures 
                    Standard 26: Health and Safety  
                    Standard 29: Management Systems  

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

Timescale: 
 

Provider’s response: 
 
1. Resident's at risk of leaving due to confusion or cognitive 
impairment are risk assessed and safety bracelets worn to alert 
staff if they should leave the building through a door.  Current 
residents having been mobility assessed, are not deemed capable 
of exiting the building any other way.   
On the day, the inspector spoke about the risk of people leaving 
through the windows, something we had risk assessed pre 2009, 
at which time, we had been advised that the risk of restrictors on 
the windows posed a greater risk to residents in the event of fire. 
We will continue to assess the risk of a resident exiting through a 
window and respond accordingly in the event of such a risk being 
identified 
 
2. The Safety statement is currently under review, a new draft at 
discussion stage, as part of our ongoing Policy Review Plan, and 
will be introduced and implemented following the consultation 
process. However, the current policy in place does have a risk 
register maintained in the back of the folder, in which are 
recorded new risks identified since the introduction of the original 
document.    
Our Risk Management Policy is also under review to take 
cognisance of the draft Safety statement, by our 
Management Team in consultation with Staff as part of our 
ongoing Policy Review Plan. The revised policy will be introduced 
and implemented following the consultation process. 
 
3. Following review in July 2011, we were satisified that we had 
addressed the matter on the inclusion of self-harm and assault 
within the Risk Management Policy however, as part of our policy 
review we will be addressing the requirement to provide greater 
detail to guide staff in the event of such an event 
 
4. On the days of inspection there were personal belongings of a 

 
 
Ongoing 
 
 
 
 
 
 
 
 
 
 
 
 
September 2012 
and ongoing 
 
 
 
 
 
 
 
 
 
 
 
September 2012 
and ongoing 
 
 
 
 
Complete 

Page 20 of 27 



resident, recently admitted, in the smoking room.  These items 
were awaiting his decision to retain them in his room, next door, 
or have placed in storage.  As this resident was the only person 
using the smoking room, we did not feel there was an urgency on 
having him make a decision.  The room has since been cleared of 
his belongings and returned to its former comfortable state. 
 

 
 

 
4. The person in charge  has failed to comply with a regulatory 
requirement in the following respect: 
 
Falls by residents was not managed in line with contemporary evidence-based 
nursing practice. Neurological observations were not recorded on all occasions where 
a resident sustained a fall un-witnessed to determine if a head injury had been 
sustained and/or the level of consciousness affected. 
 
Action required:  
 
Ensure a high standard of evidenced-based nursing practice is met with regard to 
residents who have sustained a fall and the policy reflects best practice to guide 
staff. 
Reference:  

Health Act, 2007  
Regulation 6: General Welfare and Protection  
Regulation 31: Risk Management Procedures 

                  Standard 8: Protection 
 

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

Timescale: 
 

Provider’s response: 
 
Our Falls Management Policy is currently under review by our 
Management Team in consultation with Staff as part of our 
ongoing Policy Review Plan. The revised policy will guide staff to 
take account of the possibility of head injury when a fall is 
unwitnessed and the procedure to follow in this event. The 
revised policy will be introduced and implemented following 
the consultation process. 
 

 
 
 September 2012 
 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Each resident’s needs had not been risk assessed to indicate the equipment required 
and number of staff to safely evacuate residents in the event of fire or other 
emergency situation to safe place. 
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Action required:  
Make adequate arrangements for the evacuation, in the event of fire, of all people in 
the designated centre and the safe placement of residents.  
 
Reference:  

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

Timescale: 
 

Provider’s response: 
 
Our Fire and Risk Management Policies are currently under 
review by our Management Team in consultation with Staff as 
part of our ongoing Policy Review Plan. The requirement to 
individually assess each resident for equipment and staff, to 
safely evacuate, will be included in the review, together with an 
assessment tool to guide staff. The revised policy will be 
introduced and implemented following the consultation process. 
 

 
 
September 2012 
 

 
6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The inspector identified the majority of staff as requiring updated training in safe 
moving and handling of residents as their current certificate of training had expired. 
 
Action required:  
 
Provide training for staff in the moving and handling of residents. 
 
 
Reference:  
                   Health Act, 2007 
                   Regulation 31: Risk Management Procedures 
                   Standard 26: Health and Safety  
                   Standard 29: Management Systems  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
At the time of inspection, updated training in people moving and 
handling had been requested from an external training company 
and confirmation of dates was being awaited.  All staff who 
required updated training have now received same. 

 
 
     Completed 
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7. The person in charge  has failed to comply with a regulatory 
requirement in the following respect: 
 
Residents on treatment for epilepsy did not have a care plan in place to sufficiently 
guide staff on action s to be taken if their condition deteriorated.  
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Reference:  
                   Health Act, 2007 
                   Regulation 8: Assessment and Care Plan 
                   Standard 3: Consent  
                   Standard 10: Assessment 
                   Standard 11: The Resident’s Care Plan 

Standard 17: Autonomy and Independence 
 

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

Timescale: 
 

Provider’s response: 
 
As stated on the previous inspection report of 28-04-2011: 
'Guidelines to respond to an emergency were in place which 
included procedures for the emergency management of seizures.' 
 
Of the four residents who have a history of seizure, three had the 
management of same addressed in their care plans, in line with 
the above guidelines, at the time of inspection.  The remaining 
resident, a recent admission, with a history of seizure, has had 
his care plan updated to include the management of a seizure 
both on and off the premises. 
 

 
 
     Completed 
 
 

 
8. The person in charge  has failed to comply with a regulatory 
requirement in the following respect:  
 
Care plans in relation to restraint were not fully reflective of best practice, for 
example, risk assessments did not provide for consensus judgements in all cases. 
There was limited evidence of other health professionals’ involvement in the 
concluding decision where restraint was deemed necessary as part of resident care.  
 
Action required:  
 
Put in place appropriate and suitable practices relating to the restraints in accordance 
with evidenced based practice. 
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Reference:  
                 Health Act, 2007 
                 Regulation 8: Assessment and Care Plan  
                 Regulation 6:General Welfare and protection  
                 Standard 11:The Resident’s Care plan  
                 Standard 13: Healthcare 

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

Timescale: 
 

Provider’s response: 
 
The decision to restrain is never taken lightly and we take pride 
in the low levels of restraint used in our centre. An example being 
that of eight residents currently using bed rails, three were 
assessed as requiring restraint for personal safety purposes, the 
other five were requested by the individual residents, to enable 
them to change position while in bed.   
Due to the limited availability of community services to our 
residents, it has been difficult to ensure a multi disciplinary 
approach to assessment for restraint, we are however currently 
attempting to access other health professionals for the 
requirement to provide consensus judgements on the use of 
restraint.  Our current practice of assessment, which looks at all 
alternatives available to ensure safety, includes the resident 
where possible, their representative, the resident's named nurse, 
the resident's GP and the director of nursing.  
 
 

 
 
     Ongoing 
 

 
9. The person in charge  has failed to comply with a regulatory 
requirement in the following respect: 
 
Not all nursing staff were trained on best practice aspects in restraint management. 
 
Action required:  
 
Provide staff members with access to education and training in restraint 
management to enable them to provide care in accordance with contemporary 
evidence based practice. 
 
Reference:  
                   Health Act, 2007 
                   Regulation 17: Training and Staff Development 
                   Standard 24: Training and Supervision 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
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Provider’s response: 
 
All staff had read and declared their understanding of the 
national policy on restraint. 
 
Nursing staff are scheduled to receive training in the 
management of restraint during the autumn semester, by which 
time we will have a better knowledge of which healthcare 
professionals might be available to form a multidisciplinary 
restraint assessment team within our service 
 

 
 
Completed 
 
 
October 2012 
 

 
10. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The system to ensure each resident’s clothing was clearly identifiable to them 
required further review. The inspector identified some items of clothing in residents’ 
bedrooms and the laundry room that were unlabelled. 
 
Action required:  
 
Ensure that residents’ retain control over their personal possessions. 
 
Reference:  
                   Health Act, 2007 
                   Regulation 7: Residents’ Personal Property and Possessions 
                   Standard 4: Privacy and Dignity  
                   Standard 17: Autonomy and Independence  

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

Timescale: 
 

Provider’s response: 
 
We had implemented a system to ensure traceability of all 
resident’s clothing by discreetly placing their name on each item 
of clothing. This marking system had in some cases faded, with 
washing, over time. Care teams and laundry assistants have 
continued to remark items of clothing in the possession of 
residents.  
 
As per our personal property policy, all property, including 
clothing, is listed on admission. Every effort is made to list and 
mark clothing brought to residents after admission, by informing 
visitors of the need to bring all items to a member of the care 
team for listing and marking. However, this does not always 
occur as some items are received by residents without staff being 
informed. The personal property policy is again under review as 
part of our ongoing policy review plan to assess if an alternative 

 
 
 September 2012 
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method of ensuring greater compliance in this area is possible. 
The revised policy will be introduced and implemented following 
the consultation process. 
 
 
11. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Information in relation to residents’ transfers to hospital while retained was not 
recorded as required by the regulations in the directory of residents on a routine 
basis. 
 
Action required:  
 
Establish and maintain an up-to-date directory of residents in relation to every 
resident in the designated centre 
 
Reference:  
                   Health Act, 2007 
                   Regulation 23: Directory of Residents 

Standard 32: Register and Residents’ Records 
 

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

Timescale: 
 

Provider’s response: 
 
Our Resident Transfer Policy is currently under review by our 
Management Team in consultation with Staff as part of our 
ongoing Policy Review Plan. The revised policy will be introduced 
and implemented following the consultation process.  
 
In the mean time all relevant staff have been informed of the 
requirement to enter transfer details in the bound register paper 
copy, in addition to the current practice of entering the transfer 
in the electronic record 
 
 

 
 
 September 2012 
 
 
 
 
Completed 
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
I would like to extend our thanks for the manner by which the inspector conducted 
his inspection activities at this inspection in April 2012. 
 
As a team we are pleased with the very positive feedback given by the inspector, 
who has again acknowledged and endorsed the high standards of care we provide at 
Brookvale Manor. 
 
Brookvale Manor constantly strives to achieve excellence in delivering care to our 
residents. We welcome the inspector’s comments in respect of recommended areas 
for improvement and anticipate that the action plan will see these matters are 
attended to in an effective manner. 
 
We appreciate the continued input of the Health Information and Quality Authority in 
supporting our efforts to provide quality care into the future. 
 
 
 
 
Provider’s name: Amanda Torrens 
Date: DD/MM/YYYY 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


