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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Regulatory Monitoring Visit Report 
Designated centres for older people 

 
 
Centre name: 

 
Castleturvin House Nursing Home 

 
Centre ID: 

 
0327 
 
Athenry Centre address: 
 
Co Galway 

 
Telephone number: 

 
091 850800 

 
Fax number: 

 
091 850801 

 
Email address: 

 
carmel@castleturvin.com 

 
Type of centre: 

 
Private            Voluntary           Public 

 
Registered providers: 

 
Castleturvin Nursing Home Ltd 

 
Person in charge: 

 
Carmel Killeen 

 
Date of inspection: 

 
10 and 11 May 2012 

 
Time inspection took place: 

 
Day-1: Start: 10:10 hrs Completion: 18:00 hrs 
Day-2: Start: 09:00 hrs Completion: 14:35 hrs 

 
Lead inspector: 

 
Mary McCann 

 
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 

 
 

Page 1 of 33 

mailto:carmel@castleturvin.com


Page 2 of 33 

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 on specific matters arising from a previous inspection to ensure 
that the action required of the provider has been taken 

 following a change in circumstances; for example, following a notification to 
the Health Information and Quality Authority’s Social Services Inspectorate 
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 

 for centres that have not previously been inspected within a specific 
timeframe, a one-day regulatory monitoring visit may be carried out to focus 
on key regulatory requirements. 

 
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 

 
Castleturvin House Nursing Home is a two-storey, purpose-built centre which was 
established in August 2001. In 2005, an extension was added providing an 
additional 13 bedrooms and a ground floor day room. There are places for 42 
residents providing long-term, convalescence and respite care to older people. At 
the time of inspection, 24 residents were residing at the centre including one who 
was in the acute general hospital.  

 
The centre is built around an enclosed courtyard garden. Since the last inspection, 
the provider had created a distinct separate unit and doors with a key-pad lock 
separated this unit from the main part of the centre. The provider plans to use this 
as a dementia-specific unit. This unit was providing accommodation for three 
residents with a diagnosis of dementia on the days of inspection. The distinct unit 
situated on the ground floor comprises eight en suite bedrooms and has a 
day/activity room. The laundry and sluice room are located in this unit. 
 
Ground floor accommodation in the main centre includes a kitchen and dining 
room and bedrooms. A small oratory and administration offices are also located 
on this floor, along with the person in charge’s separate office. There are 14 
single bedrooms and nine twin bedrooms. Eight bedrooms are on the ground 
floor with direct access to the courtyard and 17 bedrooms are on the first floor, 
each with a small balcony overlooking the courtyard. All bedrooms have en suite 
shower, toilet and wash-hand basin facilities.  
 
The nurses’ station and main day room are on the first floor and a smoking room 
is located off the day room. There is no separate visitors’ room but there are a 
number of areas where residents can meet visitors in private.  

 
There was one additional bathroom with a bath for residents’ use. There is also a 
wheelchair accessible toilet on the ground floor for residents’ and visitors’ use 
and a second residents’ toilet is located just off the day room on the first floor. 

 
The landscaped gardens surrounding the building are well maintained.  

 
In the event of an emergency, there is an exit from the first floor via a wheelchair 
accessible ramp. Ample car parking for relatives, staff and visitors is available to 
the front of the building. 
 

Location 

 
Castleturvin House Nursing Home is located in a rural setting approximately two 
kilometres from Athenry and 24 kilometres from Galway City. 
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Date centre was first established: 

 
15 August 2001 

 
Number of residents on the date of inspection: 

 
24 + 1 hospital 

 
Number of vacancies on the date of inspection: 

 
18 

 
 

Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
3 

 
7 

 
8 

 
6 

 
 

Management structure 
 
The provider is Castleturvin Nursing Home Limited. Carmel Killeen is the nominated 
person to act on behalf of the Provider and is also the Person in Charge. She is 
referred to as the Provider in this report. A Clinical Nurse Manager (CNM) deputises 
for the Provider and reports directly to her. A staff nurse deputises in the absence of 
the CNM. The care assistants and household staff report directly to the nurses. The 
Chef reports to the Provider and also liaises on a day-to-day basis with the 
Administrator. The Administrator works on a part time basis three mornings per week 
and provides administrative support to the Provider.  
 
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 1 1** 1* 

 
* Activities coordinator – 2.00 pm to 4.30 pm - Monday to Friday  
** Administrator 9.00 am to 2.00 pm - Three days per week 
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Summary of findings from this inspection 
 
This was an unannounced follow up inspection which focused on areas identified for 
improvement at the inspection on 2 and 3 November 2010 and to monitor 
compliance with the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). Inspectors met residents, 
the provider and staff on duty. Records were examined including care plans, medical 
records, staff records including training records, staff files and policies. The inspector 
saw that improvements had been made since the previous inspection but was 
concerned about the lack of night staff in the separate dementia care unit where 
there were three residents residing. This arrangement impacted on the delivery of 
safe quality care to residents due to lack of supervision. The Authority required the 
provider to take immediate action to ensure the supervision of these residents at all 
times. The provider was informed on the days of inspection that this practice 
required immediate review and an immediate action letter was forwarded to the 
provider on 14 May 2012, with a response requested by 17 May 2012. The provider 
informed the inspectorate that she has allocated a staff member to this unit during 
the hours of 8.00 pm to 8.00 am.  
 
The inspector was concerned at the use of CCTV in the dining area which impinges 
on the rights of residents to privacy and dignity while engaging in their daily 
activities. The inspector was also concerned at the high level of un-witnessed falls 
during night time hours.  
 
The inspector found that the provider had partly responded to the action plan from 
the previous inspection but there were a number of actions which were not 
adequately addressed. There were 19 actions identified at the previous inspection, 
nine of these were fully addressed, nine were partly addressed and one was not 
addressed despite the fact that the provider’s response stated that they were all 
completed. The time frame for implementation had expired.  
 
The outstanding areas included access to allied health services, medication 
administration practices, restraint management, pain assessments, end of life care 
plans, policy and procedure development, falls prevention management, 
documentation in relation to employment of staff, and staff training records. 
 
Improvements that had been made by the provider and staff team since the previous 
inspection included: 

 care plan organisation and care documentation 
 mandatory fire training for staff 
 recording of accidents and incidents  
 provision of activities 
 record keeping in relation to residents’ finances 

 
The action plan at the end of this report identifies areas where improvements must 
be made to meet the requirements of 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.  
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Comments by residents and relatives 
 
Residents were complimentary of the service they were receiving. A number of 
residents stated that they were “looked after well in here”, and the staff were 
“wonderful”. Residents described the staff as being “caring, kind and hard working” 
and “you couldn’t get better”. All residents said that they felt safe and were very 
“well looked after”.  
 
Residents described how they could choose how they spent their time and could 
choose the times they got up and the choice of food they ate. Residents praised the 
food and told the inspector that they enjoyed the variety of food and the quality was 
always good and they were never “hungry”.  
 
Residents were aware that if they had a concern or complaint they could approach 
any staff member. Residents confirmed that they had no concerns or complaints at 
the time of inspection.  
 
The inspector asked a number of residents about using the call bell and residents 
stated that they were “able to get help any time they needed it”. One resident told 
the inspector “the staff would always help you”. The inspector spoke to a resident 
who had come to the centre to convalesce. The resident explained how wonderful 
the staff were and how they respected her wishes. 
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Governance 
  
 
Article 5: Statement of Purpose 

 
The statement of purpose required further revision in order to comply with the 
Regulations.  
 
The statement of purpose had not been updated to include the development of the 
dementia-specific unit. It also did not provide sufficient detail in other sections and 
failed to include all of the information required by Schedule 1 of the Regulations. For 
example, the specialist nursing care offered and the criteria for the supervision of 
specific therapeutic techniques were omitted. Further revision was also required to 
include the dimensions of communal space.  
 
The provider stated that she was aware of her responsibility to keep the statement 
under review and confirmed that it would be made available to residents on 
admission, and following review. 
 
Article 15: Person in Charge 

 
The person in charge is also the nominated contact for the provider of the service. 
She is a registered general nurse, having qualified in 1973, and had the required 
level of experience.  
 
The inspector noted that the roster for the week commencing 7 May 2012 did not 
include the rota for the person in charge. The Regulations require a planned and an 
actual roster for all staff working in the centre. She informed the inspector that she 
worked full-time at the centre and recorded her time spent in the centre 
retrospectively as she always worked longer than a regular shift. Staff and residents 
confirmed that she was available on a daily basis in the centre.  
 
She has worked at the centre since it’s opening in 2001. Her nurse registration 
personal identification number (PIN) was available and in date. She confirmed that 
he had completed manual handling training, recognising and responding to elder 
abuse training and training in fire safety and evacuation. Her staff file also contained 
evidence of attendance at recent training on ‘enhancing and managing the process of 
inspection’, ‘managing neurological conditions in your nursing home’ and ‘quality 
assurance in nursing homes’.  
 
Her staff file did not comply with current legislation as she did not have an 
employment history form completed or a CV documenting her employment history.  
 
She was noted to engage well with residents and relatives throughout the day of 
inspection.  
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 Article 16: Staffing 

 
The inspector reviewed staffing rosters and discussed the staffing levels with the 
provider. She said she used the assessed dependency level of residents, resident 
numbers and her clinical judgment to inform her decisions on adequate staffing 
levels. However, the inspector found that staffing levels on night duty were not 
sufficient to meet residents’ needs and there was a lack of supervision to ensure the 
provision of safe, quality care to residents in the recently established separate 
dementia care unit. There was one nurse and one carer on night duty from 8.00 pm 
to 8.00 am for the whole centre. The provider had created a distinct separate unit to 
develop a dementia-specific service. The doors were secured with a key pad lock 
which separated this unit from the main part of the centre, but there were no 
staffing assigned to the new unit. This unit was providing accommodation for three 
residents with a diagnosis of dementia on the days of inspection. The staff were 
utilising CCTV on the corridors in this unit as a means of supervising these residents. 
The monitors for this were in the nurses’ office. The inspector was not assured by 
these arrangements that the safety of the residents was sufficiently protected and 
the provider was required to take immediate action to address this situation. 
 
A registered nurse was on duty at all times. Staff informed the inspector that leave 
was planned in advance. Where there were unplanned absences, part-time staff had 
been organised to work extra shifts which ensured that residents were familiar with 
staff and staff were knowledgeable of residents’ needs. A staff handover occurred at 
the commencement of the morning and night shift. 
 
Five staff files were reviewed by the inspector and all of them had a self declaration 
in relation to certification of physical and mental fitness. This was not sufficient 
evidence as none had been certified by a medical practitioner and this was not 
sufficient evidence of physical and mental fitness. One staff member did not have An 
Garda Síochána vetting, photographs were not verified, the authenticity of the staff 
references were not checked even though some reviewed by the inspector were not 
on letter headed paper, and two of the files did not contain an employment history of 
the staff member. No audit of staff files to check compliance with current legislation 
had been undertaken. 
 
The provider stated that she was going to complete a training matrix for all staff on 
mandatory training. However, while the provider stated that she had requested staff 
to ensure they provided certificates to the centre from attending courses, the 
inspector was again unable to confirm staff attendance on some courses. An action 
in the last action plan required the provider to ensure adequate records were 
available to confirm staff had received education and training. 
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Article 23: Directory of Residents 

 
A register of residents was available. Some of the information required by the 
legislation was recorded, for example personal details of residents, next of kin, 
general practitioner (GP), and the date of admission. However, omissions noted 
included cause of death and on some occasions, the telephone number of the next of 
kin.  
An action in relation to maintaining the directory of residents in compliance with the 
requirements of the Regulations was contained in the previous report 
 
Article 31: Risk Management Procedures 

 
The provider had developed a risk management policy. However, this policy did not 
comply with the Regulations. It failed to adequately guide and inform staff of 
measures to take in response to a variety of risk situations. For example, it did not 
include the risks of assault of residents in the centre, accidental injury to residents or 
staff, aggression, violence and arrangements for the identification, recording, 
investigation and learning from serious or untoward incidents or adverse events 
involving residents. It also failed to reference other polices that were available in 
relation to risk. At the last inspection there was an action in relation to developing a 
comprehensive risk management policy. The provider had given a timescale for 
completion of this as 28 February 2011. 
 
The centre had devised a risk register which was reviewed by the inspector. The 
inspector found that this was up-to-date and the most recent risk assessment was 
completed in April 2012. However, it did not reflect all risks in the centre. The 
inspector noted that there were no window restrictors in place. This was of particular 
concern on the first floor as some of the residents had cognitive impairment and 
were mobile. 
 
The inspector reviewed the process for recording incidents and accidents. Staff 
spoken with relayed a positive attitude towards reporting incidents. The inspector 
reviewed the incident records with a senior staff nurse and noted that a high 
percentage of incidents related to falls. In particular, it was noted that a substantial 
amount of the reports detailed that the fall was not witnessed and occurred at night, 
a time that the inspector had concerns about staffing levels. There was no specific 
laundry staff employed and staff informed the inspector that the care assistant on 
night duty had to manage the laundry in addition to his/her care tasks.  
 
There had been 33 falls in the centre since January 2012. Three residents had 
accounted for over 50% of the falls. Where falls were un-witnessed there was no 
evidence available to demonstrate that the resident was assessed for possible head 
injury. Neurological observations were not recorded routinely to monitor residents to 
ensure that a head injury had not been sustained and that consciousness had not 
been affected. Information recorded included factual details of the accident/incident, 
date and time event occurred, name and contact details of any witnesses and 
whether medical treatment was required. The recording did not have a follow up 
section to record whether the GP had seen the resident. To confirm this, you had to 
track through the daily progress notes of the medical file. This did not allow for the 
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provider to easily ensure that residents were receiving sufficient medical attention 
following a fall. 
 
No comprehensive falls audit had been carried out. The provider informed the 
inspector that one resident was wearing hip protectors and she was discussing with 
another family member the benefits of hip protectors. There were no low-low beds in 
the centre or sensory/tactile mats. There was no evidence available that staff had 
received training on falls management. There was a document available entitled 
‘Policy and procedure on fall prevention in the elderly’. This stated that medication 
should be reviewed on a weekly basis as a falls prevention strategy, to ensure that 
residents are on the lowest effective dose, and to regularly assess the need for 
continued medication. There was no evidence that this was occurring.  
 
The inspector found that there were systems and practices in place to promote the 
health and safety of residents, visitors and staff. There was a missing person policy 
in place which included clear procedures to guide staff should a resident be reported 
missing. Photographic identification was available for each resident in their 
medication records. The inspector found that hot water was dispersed at a safe 
temperature. The provider had developed an emergency plan which provided 
guidance on how to respond to a range of potential emergency situations. The plan 
included arrangements for transfer to a place of safety for residents if full evacuation 
of the centre was deemed necessary.  
 
There was a visitors’ log in place to monitor the movement of persons in and out of 
the building and a receptionist was on duty three mornings per week. The lobby area 
provided a pleasant welcoming space and systems in place there promoted resident 
security.  
 
The provider was unable to demonstrate that all staff had mandatory training in 
moving and handling but she confirmed verbally to the inspector that all staff had 
up-to-date training in this area. The inspector did view a certificate of completion of 
the Further Education and Training Awards Council (FETAC) Manual Handling course 
for one of the staff who was the designated manual handling instructor, completed 
on in February 2012. Staff also confirmed that they had attended traing on safe 
moving and handling. The inspector viewed staff assisting residents to mobilise and 
found that they used appropriate techniques that responded to the individual care 
needs of each resident. 
 
Adequate storage space was provided for equipment and assistive devices so that 
these did not intrude on resident areas or impinge on residents’ safety.  
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Article 39: Complaints Procedures 

 
The inspector revised the centre’s complaints policy and found it complied with the 
requirements of the Regulations. Details of the complaints procedure were displayed 
publicly and described in the Residents’ Guide and statement of purpose. The 
inspector reviewed the complaints log and found that there was evidence of 
complaints being responded to by the provider. Documentary evidence of the 
outcome of the complaint and whether or not the complainant was satisfied was 
recorded. 
 
The provider confirmed that she met with residents and relatives on a daily basis and 
usually resolved any issues which arose before they became a source of discontent.  
 
An audit of complaints received during 2011 had been completed. This was used to 
promote continuous quality improvement. For example, a revised protocol was 
enacted where complaints related to money going missing. As a result of this it was 
agreed that with the consent of residents, they would deposit their money for safe 
keeping in the office and a signed record was to be kept of all deposits and 
withdrawals. 
 
Article 36: Notification of Incidents 
 
The inspector found that the provider was aware of the legal requirements to notify 
the Chief Inspector. The inspector was informed on the day of inspection that a 
resident had developed a Grade 2 pressure sore on his heel the day before the 
inspection. The requirement to notify the Authority was discussed with the provider 
who was aware of the timescale of three days for reporting incidents. At the time of 
report writing, a notification had not yet been received by the Authority and the 
three day timescale had been exceeded.  
 
Article  27 : Operating Policies and Procedures 

 
There was an action in the previous action plan with regard to the unavailability of all 
policies and procedures required by the Regulations. Since then, the provider had 
developed many policies. However, some were not centre specific and they failed to 
provide sufficient detail to guide and inform staff in the delivery of safe, quality care.  
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Resident Care 
 
 
Article 9: Health Care 

 
The inspector found that generally, a good standard of nursing care was provided. 
Staff promoted the residents’ health by encouraging them to stay active and many of 
the residents had managed to maintain their mobility. Residents were seen taking 
exercise during the day and a regular exercise class formed part of the activity 
programme.  
 
The inspector found there had been significant improvement to the nursing 
assessments, clinical risk assessments and care plans since the previous inspection, 
but further improvements were required. A new computerised care assessment and 
care plan for each resident was completed. The inspector reviewed a sample of 
residents’ care plans. There were nursing assessments and clinical risk assessments 
carried out for all residents and these were reviewed at least every three months. 
The inspector noted that the assessments informed the care plans. There was a 
record of the residents’ health condition and treatment given, and these were 
completed on a daily basis. However, the nurses’ entries were not timed which is not 
in line with best practice guidelines from An Bord Altranais. There was poor evidence 
of involvement of the residents or their representatives in the development and 
review of the care plan. 
 
The provider described good access to general practitioner (GP) services and stated 
that a local GP attended the centre on a weekly basis and as required. However, 
there was poor documentary evidence in medical files that residents were regularly 
seen by the GP. The provider also stated that reviews of medication were occurring 
at three monthly intervals but there was no documentation to support this. 
 
The provider described good links with the local pharmacy services. There was good 
input from mental health services and this was reflected in documentation reviewed. 
A chiropodist attended the service every 12 weeks and was also available as 
required. Dental services could be accessed locally. Dietician services were available. 
Audiology services were arranged as required via GP referral. Eye checks were also 
arranged as required. There was access to the local palliative care team.  
 
However, access to some peripatetic services was limited. The provider informed the 
inspector that a physiotherapist would be available if required but there was no 
evidence of any input from physiotherapy services in any of the documentation 
reviewed. It was confirmed by staff that no resident had been seen by a 
physiotherapist recently. Post the last inspection in November 2010, a resident had 
been referred by her GP to the occupational therapy department but had not yet 
been seen by occupational therapy services. Staff informed the inspector that there 
was limited access to speech and language therapy (SALT) services. Staff stated that 
unless residents were admitted to the local acute hospital and had a SALT 
assessment there was a long waiting list for residents referred directly from the 
centre.  
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Assessment and documentation to ensure effective monitoring of pain relief was not 
available even though it was documented in some care files that residents had a 
requirement for analgesia and was prescribed and administered analgesia. 
 
The inspector noted that there were residents who displayed challenging behaviour 
and a high standard of evidence-based nursing practice was not being implemented. 
One complaint documented related to challenging behaviour. On reviewing the care 
documentation and from discussions with staff, the inspector noted that there were 
no completed behaviour monitor logs to enable staff to have an awareness of the 
factors which can trigger episodes of challenging behaviour or to determine the risk 
of and vulnerability to episodes of challenging behaviour within different 
environments. Analysis of these would assist staff to develop a consistent approach 
for intervening when challenging behaviour arises, to prevent challenging behaviour 
or minimise the effects of it. The inspector reviewed the ‘Policy on Challenging 
Behaviour’. This policy did not provide sufficient information to guide and inform staff 
for example it did not provide direction on such practices as the use of behaviour 
logs and how these should be completed. It did state that “these behaviours will 
require an assessment process to identify triggers that may contribute to these 
behaviours” but no further detail was given.  
 
Restraints in use included bedrails. The policy on restraint was not based on 
evidence-based practice did not reflect the new national policy on promoting a 
restraint free environment. It failed to guide and inform staff to ensure the safety of 
the residents. The policy did not detail any information with regard to obtaining 
consent prior to the use of restraint or ensuring that the restraint measure must be 
in the best interest of the resident. Staff or the provider had not received any 
training on restraint management.  
 
The centre used bedrails that were independently attached to some of the beds. An 
audit of safe positioning of these bedrails had not been completed. This is required 
regularly with these types of bedrails to ensure safe dimensional limit requirements 
to protect the safety and welfare of residents. While risk assessments had been 
completed prior to the use of bedrails, the inspector found that improvements were 
required in the initial assessment for the use of restraint. There was no evidence of 
the risks of using restraints being considered or evidence of alternative less 
restrictive options being tried prior to the use of restraint. While consent forms had 
been completed, many of these had the signature of a family member for the 
acceptance of consent. While family members can be consulted, they cannot give 
consent for the use of restraint. An action in the previous report related to providing 
a high standard of evidenced based nursing practice in this area. The provider had 
stated that this had been completed.  
 
There were opportunities for all residents to participate in activities.The inspector 
spoke with the activity coordinator who provided activities from 2.00 pm to 4.30 pms 
daily. Sonas therapy (a group session involving stimulation of all five senses 
particularly useful for people with cognitive impairment) was a regular session on the 
activities schedule. The residents said they enjoyed Bingo. 
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There were no residents receiving end-of-life care on the day of inspection. The 
inspector discussed end-of-life care planning with the staff. Staff confirmed that 
while they would know the residents’ wishes and would have spoken with the family, 
they did not document end-of-life care wishes in an end of life care plan. The 
provider informed the inspector that they had good access to palliative care services. 
 
Article 33: Ordering, Prescribing, Storing and Administration of Medicines 

 
Aspects of medication management required improvement. There had been a 
required action on the previous inspection with regard to recording of adequate 
details of medication errors. The inspector noted on this occasion that the centre was 
recording details of medication errors and there were reviews to minimise the risk of 
this reoccurring. 
 
While there was a comprehensive medication management policy in place which 
provided guidance to staff, practices observed by the inspector did not comply with 
An Bord Altranais guidelines. The centre’s medication management policy had not 
been fully implemented. For example, a nurse told the inspector that transcribed 
medications were counter-signed by a second nurse. The policy on transcribing 
stated that the medication would be signed by the GP within 72 hours of the 
telephone order but the inspector found that this was not the case. Some PRN (as 
required) medications had been transcribed by the nursing staff but had not been 
signed by the doctor. Medication that was discontinued did not have a 
discontinuation date or a signature of the doctor. For example, a nasal cream was 
prescribed for seven days on 23 November 2011, however, there was no date or 
signature regarding discontinuation.  
 
The inspector accompanied a nurse during the medication round and observed 
practice in administration. The staff nurse on the medication round was 
knowledgeable of the medications being administered and ensured that residents 
took the medication. The inspector observed that the nurse did not refer to the 
prescription when administering the medication and administered the medication 
from the administration sheet which had been prepared by the pharmacist with no 
signature by the doctor or nursing staff. This was not in compliance with professional 
guidelines. The prescriptions were available in another folder which was on a shelf in 
the office. On the second day of inspection, the inspector noted that staff were 
checking the prescriptions prior to administering the medication. While staff and the 
provider confirmed that they had attended medication management training, it was 
not recorded and nurses were not using it to ensure compliance with safe 
administration of medication and compliance with professional guidelines. 
 
The prescriptions reviewed did not include maximum doses for PRN (as required) 
medication. 
 
The nurse told the inspector that they used photographs to identify residents when 
administering medications but the inspector noted that a small number of the 
residents’ photographs were still missing. These were mainly respite residents. A lack 
of identification could result in negative outcomes to residents.  
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Medicines were being stored safely and securely. The temperature ranges of the 
medicine refrigerators were being appropriately monitored and recorded.  
Controlled drugs were being stored in controlled drug cabinets that conform to 
statutory requirements. Medications that required special control measures were kept 
in a double locked cabinet. A register was maintained and these medications were 
counted by two nurses and recorded on each change of each shift which was in 
keeping with the Misuse of Drugs (Safe Custody) Regulations, 1984. 

 
Appropriate arrangements were in place for the disposal of medication. 
 
There was evidence available that the CNM undertook audits of medication practices 
on a regular basis. One of these audits had recently been completed but these audits 
were not robust enough to pick up errors observed by the inspector. They did not 
include review or tracking of medication prescriptions and administration practices.  
 
Article 6: General Welfare and Protection 

 
Overall, the inspector was satisfied that measures were in place to protect residents 
from being harmed or suffering abuse, but there were areas for improvement in 
relation to the policy on the protection of vulnerable adults and the training records.  
Residents spoken with confirmed to the inspector that they felt safe in the centre. 
They attributed this to the staff being available to them at all times and the locking 
system on the entrance doors.  
 
The inspector reviewed the policy on the prevention, detection and response to elder 
abuse. This was not sufficiently specific to the centre and gave poor guidance on 
how to complete a thorough, fair and balanced investigation. It also failed to guide 
and inform staff with regard to reporting arrangements.  
 
The provider informed the inspector that all staff had received training on identifying 
and responding to elder abuse. Records were not available to demonstrate that staff 
had attended this training. The inspector found that staff were aware of their 
responsibilities in reporting suspected elder abuse to the most senior person on duty. 
The inspector found that the provider was familiar to the residents and as she met 
them, she enquired about their well-being and if they had any concerns or 
complaints. Residents confirmed to the inspector that they were well cared for and 
had no concerns at the current time.  
 
The use of CCTV did not ensure that resident’s privacy and dignity were protected at 
all times. CCTV was in use in areas other than the corridors, exits, reception area 
and perimeter of the centre. Notices informing residents, staff and all other persons 
attending the centre that CCTV was in operation were not in place. The provider did 
not have a policy on the use of CCTV in the centre stating how it complied with 
relevant enactments such as those relating to data protection.  
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Article 20: Food and Nutrition 

 
The inspector was satisfied that residents received a nutritious and varied diet. There 
was one dining room. The inspector observed lunch in the dining room, joined 
residents for tea and observed that dining was a pleasant social occasion. The 
inspector noted that meals were hot and well presented. A minority of residents ate 
in their bedrooms and staff informed the inspector that they had requested this. 
 
The menus were displayed and residents told the inspector there was always a 
choice of food. The menu choices on the days of inspection provided nutritious and 
wholesome food. Meals were well presented and hot. Residents who required their 
food pureed or mashed had their food presented in appetising individual portions. 
Residents confirmed that they enjoyed the food and home made bread apple tart 
and scones were available daily.  
  
Documentary evidence to demonstrate that residents’ weights were recorded 
monthly was made available to the inspector. Nutritional risk assessments were used 
to identify residents at risk of malnutrition and these were comprehensively 
completed. Nutritional care plans were in place. The inspector saw residents being 
offered drinks throughout the day. Residents told the inspector that they could have 
a drink and snacks any time they asked for them.  
 
The inspector spoke with the chef who was knowledgeable of residents’ likes dislikes 
and special diets. All residents’ dietary requirements were documented to ensure that 
staff provided the necessary dietary requirements. She told the inspector that 
resident’s meals were fortified and residents were also being prescribed supplements 
where necessary.  
 
There was a good supply of fresh fruit and vegetables. Fruit and yogurt were 
available to residents after tea. Meat was provided by a local butcher who delivered 
meat to the centre three times per week. 
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Environment 
 
 
Article 19: Premises 

 
The centre is operational since August 2001 and is a two-storey construction. It was 
purpose-built and designed to meet the needs of dependent persons. A reception 
area is located inside the main entrance where a receptionist was available to assist 
with enquiries on the days of inspection; she works on a part-time basis. The nurses’ 
station is located upstairs. 
 
The grounds are extensive and well kept. There is a courtyard garden which provides 
a safe, secure and accessible outdoor space. The design of the building in the 
dementia-specific unit allows freedom of movement for residents to walk around as 
there is a covered in corridor around the enclosed garden area. Residents from the 
centre can access the garden from different exits safely.  
 
A smoking room was available for residents’ use. The centre was clean and well 
furnished with a variety of armchairs. Bedrooms were found to be personalised with 
photos, plants and other personal items. Lockable storage space was available to 
residents to securely store their personal valuables.  
 
Handrails were available on both sides of the corridors to assist residents with 
maintaining independence. The corridors were clear and unobstructed. 
 
A call bell system was in place at each resident’s bed which was accessible to 
residents. Call bells were also available in communal areas and toilets. Staff were 
noted to respond to call bells in a timely manner during the course of the inspection. 
Suitable lighting was provided in each bedroom to meet the needs of residents.  
 
A sufficient number of bathing and toilet facilities to meet the needs of residents 
were available. Showers were wet-room style which assisted with ease of access.  
There were separate staff changing and toilet facilities provided for nurses and 
catering staff. 
 
The inspector visited the kitchen and noted that it was clean, there were adequate 
stocks of food available and equipment was maintained in a good condition.  
 
A separate laundry room was available which provided adequate space to separate 
clean and dirty laundry. No residents voiced any concern in relation to the care of 
their clothes. The provider informed the inspector that they labelled all clothes with a 
permanent marker. She stated that this was not entirely satisfactory so she intended 
ordering pre printed iron on labels for all residents’ clothing.  
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The inspector found there was suitable and sufficient equipment such as hoists, 
pressure relieving mattresses and mobility aids available to meet residents’ needs. 
There was a service contract in place which covered breakdown and repair for all 
beds, air mattresses and other equipment used by residents. Inspectors reviewed the 
records of servicing of equipment. Equipment was serviced on 2 February 2012. 
Hoists were serviced bi-annually.  
 
A comprehensive maintenance programme was in place and a full-time maintenance 
person was employed. This staff member also had responsibility for maintaining the 
gardens. Maintenance issues were well managed and inspectors were informed that 
tasks identified were carried out in a timely manner. The maintenance worker was 
available five days a week and the staff had a logging system to ensure that 
maintenance issues were addressed in a timely manner.  
 
Areas where improvements had been made since the last inspection included the 
provision of a dedicated sluice room which complied with good practice. 
 
At the time of the previous inspection, the staff were utilising the activities room as a 
changing facility as this room was not in use for residents’ activities. The inspector 
noted on this occasion that a bedroom had been converted into a dedicated staff 
changing facility.  
 
The bath located in the upstairs bathroom was not fixed to the floor at the previous 
inspection. It had been made safe and was now fixed to the bathroom floor.  
  
Article 32: Fire Precautions and Records 

 
Procedures for fire detection and prevention were in place. Smoke detectors were 
located in all bedrooms and general purpose areas. The inspector reviewed service 
records which showed that the fire alarm system, emergency lighting and fire 
equipment were monitored regularly. The inspector read records which showed that 
daily inspections of fire exits were carried out and the fire exits were unobstructed. 
The inspector read the training records which confirmed that all staff had attended 
training on fire prevention and response and evacuation. Fire drills to reinforce the 
theoretical training provided to staff to ensure they are confident of the procedure to 
be followed in the case of a fire were carried out biannually. The last drill was on 20 
February 2012 when 14 staff had attended. The provider’s daughter, who was the 
lead person in relation to fire safety, informed the inspector that a fire drill was 
planned for June. Inspectors found that all staff spoken with were clear about the 
procedure to follow in the event of a fire. Directional maps to the nearest exit in the 
event of a fire were posted prominently at strategic points throughout the building.  
 
The inspector viewed contracts for the servicing of fire alarms. The inspector was 
informed that the fire alarm panel was recently upgraded but a number of false 
alarms had occurred. The provider stated that the system was under warranty and a 
replacement system was due to be fitted the following week.  
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Closing the visit 
 
At the close of the inspection visit a feedback meeting was held with the provider, 
her daughter who takes a lead in health and safety at the centre and is also the 
activity co-ordinator, the administrator and the senior staff nurse on duty to report 
on the inspectors’ findings, which highlighted both good practice and where 
improvements were needed.  
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Action Plan 

 
 

Provider’s response to inspection report∗ 
 
 
Centre: 

 
Castleturvin House Nursing Home 

 
Centre ID: 

 
0327 

 
Date of inspection: 

 
10 and 11 May 2012 

 
Date of response: 

 
25 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 is failing to comply with a regulatory requirement 
in the following respect:  
 
The level of staff on nights was not appropriate to supervise residents taking into 
consideration the design and layout of the premises.  
  
The provider was required to take immediate action to address this risk to residents 
and to submit an action plan to the Authority. 
 
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: 
 
From 21 May 2012 we are assigning a care assistant to this 
area between 8.00 pm and 8.00 am. This ensures that these 
three residents have full-time supervision. In the intervening 
time between inspection and 21 May 2012 we have been 
carrying out half hourly checks, as before, but these are now 
documented.  
 

 
 
21/05/2012 
 

 
2. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
The hours of duty in the centre of the person in charge was not recorded on the staff 
roster in advance of her working these hours.  
 
Action required:  
 
Maintain a planned and actual staff rota, showing staff on duty at any time during the 
day and night. 
 
Reference:   
                 Health Act, 2007 
                 Regulation 16: Staffing 
                 Standard 23: Staffing Levels and Qualifications 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The person in charge will now write her hours in the planned 
rota and make the subsequent changes on a daily basis.  
 

 
 
30/06/2012 
 

 
3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The provider did not ensure that resident’s privacy and dignity were protected at all 
times. CCTV was in use in areas other than the corridors, exits, reception area and 
perimeter of the centre. 
 
Action required:  
 
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private. 
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Reference:   
Health Act, 2007 

                   Regulation 10: Residents’ Rights, Dignity and Consultation 
                   Standard 4: Privacy and Dignity 
  
Please state the actions you have taken or are planning 
to take following the inspection with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The CCTV system now covers corridors, reception areas and 
perimeter. 
 

 
 
30/06/2012 
 

 
4. The person in charge  is failing to comply with a regulatory requirement 
in the following respect:  
 
There was one resident with a Grade 2 pressure sore and this had not been notified 
to the Chief Inspector. 
 
Action required:  
 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of any serious injury to a resident. 
 
Reference: 

Health Act, 2007 
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 

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

Timescale: 
 

Provider’s response: 
 
This Grade 2 pressure sore was identified on evening prior to 
unannounced inspection. The person in charge was to report it 
post inspection. Subsequently the resident collapsed, was 
resuscitated and admitted to hospital and the notification was 
forgotten about. It was reported retrospectively. With the 
exception of this one, all notifications were issued in a timely 
manner. 
 

 
 
30/06/2012 
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5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The risk management policy did not comply with current legislation. It failed to 
adequately guide and inform staff of measures to take in response to a variety of risk 
situations. For example, assault of residents in the centre, accidental injury to 
residents or staff, aggression, violence and arrangements for the identification, 
recording, investigation and learning from serious or untoward incidents or adverse 
events involving residents. 
   
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre. 
 
Action required:  
 
Ensure that the risk management policy covers the precautions in place to control the 
following specified risks: the unexplained absence of a resident; assault; accidental 
injury to residents or staff; aggression and violence; and self-harm.  
 
Action required:  
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward incidents 
or adverse events involving residents. 
 
Reference: 

 Health Act, 2007 
                    Regulation 31: Risk Management Procedures 
                    Standard 26: Health and Safety  
                    Standard 29: Management Systems  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
There were separate policies on unexplained absence of 
resident, self-harm and challenging behaviour. These separate 
policies will be referenced in the updated Risk Management 
Policy. More emphasis will be placed on the investigation and 
learning from adverse events involving residents. 
 

 
 
30/09/2012 
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6. The  provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Medication was not administered in line with An Bord Altranais guidelines. 
 
There was inconsistent documentation available to support that residents medication 
was being reviewed three monthly as required by current legislation. 
 
The medication management policy was not being implemented. 
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
Action required: 
 
Maintain, in a safe and accessible place, a medical record in respect of each resident 
with details of investigations made, diagnoses and treatment given, and a record of 
all drugs and medicines prescribed, signed and dated by a medical practitioner.  
 
Reference:  

Health Act, 2007 
Regulation 25: Medical Records 
Standard 13: Healthcare 
Standard 14: Medication Management 
Standard 15: Medication Monitoring and Review 

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

Timescale: 
 

Provider’s response: 
 
Every three months new prescription charts were done by GP 
signed and dated. We and the GP understood this to be a 
review. 
 
Each resident has a medical record with details of 
investigations, diagnoses, treatment given and correspondence 
from hospital etc.  
 
As discussed with the inspector we had identified that our 
medication prescribing and recording administration system 
could be improved. The system we were using was designed 
by GP. We had a new template based on best practice which 
we showed to inspector. At the time of inspection we were in 
discussion with GPs to see if they would agree to change the 
system. This is now taking place on a phased basis. 

 
 
18/08/2012 
 
 
 
Ongoing 
30/06/2012 
 
 
Ongoing 
30/09/2012 
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7. The person in charge and provider have failed to comply with a 
regulatory requirement in the following respect: 
 
Residents did not have access to a full range of allied health care professionals with 
the result that there was a potential risk to the wellbeing and safety of residents. 
  
Action required:  
 
Facilitate all appropriate health care and support each resident on an individual basis 
to achieve and enjoy the best possible health. 
  
Action required:  
 
Facilitate each resident’s access to physiotherapy and any other services as required 
by each resident. 
 
Action required:  
 
Maintain records of all health care referrals and follow-up appointments. 
 
Reference:   
                    Health Act, 2007 
                    Regulation 9: Health Care 
                    Standard 13: Healthcare 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
As discussed with the inspector residents do have access to 
physiotherapy on a referral basis. 
 
The inspector discussed one case in which one resident had 
been referred to community OT two years ago and still had not 
been seen. As community care could give no idea of when or if 
she would be seen we had her seen privately by OT. We are 
now in discussion with family re recommendations. 
 
Records are been maintained on health care referrals and 
follow up appointments. 
 

 
 
Ongoing 
30/05/2012 
 
Ongoing 
30/05/2012 
 
 
 
 
Ongoing 
30/05/2012 
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8. The person in charge has failed to comply with a regulatory requirement 
in the following respect:  
 
The care plans were not consistently person centred. 
 
Residents or relatives were not formally involved in the development or the review of 
the care plans. 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Action required: 
  
Revise each resident’s care plan, after consultation with him/her. 
 
Action required: 
  
Notify each resident or their representative of any review of his/her care plan. 
 
Reference:  
                  Health Act, 2007 
                  Regulation 8: Assessment and Care Plan 
                  Standard 3: Consent  
                  Standard 10: Assessment 
                  Standard 11: The Resident’s Care Plan 
                  Standard 17: Autonomy and Independence 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We have reviewed our care plans to ensure that they are all 
personalised. 
 
Care plans are always designed with input from either resident 
or family. 
 
We are reviewing our procedure for documenting the review of 
care plans and consultation with residents or families. 
 

 
 
30/05/2012 
 
 
Ongoing 
30/05/2012 
 
Ongoing 
31/07/2012 
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9. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The provider had not ensured the provision of a high standard of evidence-based 
nursing care in the areas of pain management, behaviour that challenges and 
restraint management.  
 
Action required:  
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
 
Action required:  
 
Provide a high standard of evidence-based nursing practice. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
Our restraint policy is being updated to take account of the 
new national policy on restraint. Our policy has always been to 
maintain an environment as restraint free as possible, hence 
our large number of falls by three residents. All residents who 
had a form of restraint were signed following discussion with 
resident, GP and nurse or family member. 
 
Pain assessments are now been done and the effect of 
analgesia been monitored on all residents requiring same. 
 
Behaviour log charts are used for residents who display 
consistent challenging behaviour. In the case referred to staff 
were aware of the trigger, both residents were spoken to and 
there is no longer a problem. If there are any further episodes 
a behaviour log chart will be used. 
 

 
 
30/09/2012 
 
 
 
 
 
 
Ongoing 
30/07/2012 
 
Ongoing 
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10. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Staff did not demonstrate sufficient knowledge to allow them provide a high standard 
of contemporary evidence-based nursing care in restraint management, pain 
management, behaviour management and falls prevention. 
 
Action required: 
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
See Action 10 in relation to restraint management, pain 
management. 
 
All staff had training in challenging behaviour on 27/08/2011. 
 
Training will be arranged for staff in restraint and pain 
management.  
 
While we acknowledge that there was a high number of falls 
over a six month period as stated half of these were three 
residents.  
 
In one resident's file it is documented that she was a 
consistent faller (four to five times a week) prior to admission. 
This resident is self caring and independent. She suffers from 
Parkinson’s and has dementia. She has had her medication 
reviewed by psychiatric services in view of the number of falls 
but no change was made. She wears hip protectors, and 
recently had her appointment with the syncopal clinic cancelled 
by HSE and is awaiting a new date. 
 
Another resident was consistently falling due to the medication 
he was on. We referred him to hospital as we were unable to 
prevent him from falling without physically restraining him. 
 
In 2010 there were 10 falls in the nursing home. 
 

 
 
 
 
 
27/08/2011 
 
30/10/2012 
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11. The person in charge and provider are  failing to comply with a 
regulatory requirement in the following respect:  
 
End-of-life care plans were not completed. 
 
Action required:  
 
Put in place written operational policies and protocols for end-of-life care. 
 
Action required: 
  
Provide appropriate care and comfort to each resident approaching end of life to 
address his/her physical, emotional, psychological and spiritual needs. 
 
Reference:  
                  Health Act, 2007 

Regulation 14: End of Life Care 
Standard 16: End of Life Care  

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

Timescale: 
 

Provider’s response: 
 
End of life care plans will be put in place for all residents. 
 
We will review and develop our policy on end-of-life care. 
 
Each resident receives the utmost care and attention, love and 
support as they approach end of life. They and their families 
are facilitated in every way possible. We have numerous letters 
from relatives commending us on our standard of care. 
 

 
 
30/08/2012 
 
30/09/2012 
 
Ongoing 
 

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

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

Timescale: 
 

Provider’s response: 
 
The statement of purpose is being revised to  include all 
matters listed in Schedule 1 of the Regulations. 
 

 
 
30/07/2012 
 

 
13. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
The directory of residents did not contain time and date of death of all residents who 
had passed away in the centre or all of the phone numbers of the next of kin. 
 
Action required:  
 
Ensure that the directory of residents includes the information specified in Schedule 3 
of the Regulations. 
 
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: 
 
An audit has been done on the register. All phone numbers are 
entered. Cause of death will be entered on residents who pass 
away.  
 

 
 
30/05/2012 
 

 
14. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was inadequate evidence of a formal review of the quality and safety of care 
provided to residents.  
 
Information collated in audits was not analysed to identify trends, learning and to 
improve the quality of life and safety for residents.  
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Action required:  
 
Establish and maintain a system for reviewing and improving the quality and safety of 
care provided to, and the quality of life of residents at appropriate intervals. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Information obtained in audits will be used to identify trends 
and learning and to review the quality and safety of care 
provided. A nurse experienced in auditing, undertaking her 
masters in gerontology has agreed to review our auditing 
system and provide extra training in September. 
 

 
 
30/09/2012 
 

 
15. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The written and operational policies available to staff and those listed in Schedule 5 of 
the Regulations were not all centre specific and did not contain information to inform 
evidenced based practice in the centre.  
 
Action required:  
 
Put in place all of the written and operational policies relevant to the centre. 
 
Reference: 
                 Health Act, 2007 
                 Regulation 27: Operating Policies and Procedures 
                 Standard 29: Management Systems 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All policies and Procedures will be reviewed to ensure that they 
are centre specific and in line with evidence-based practice. 
 

 
 
30/09/2012 
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16. The provider and person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
All required documentation in relation to recruitment of staff employed in the centre 
was not available for inspection. 
 
Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory information 
and documents specified in Schedule 2 of the Regulations have been obtained in 
respect of each person. 
 
Action required:  
 
Put in place recruitment procedures to ensure that no staff members are employed in 
the designated centre unless they are physically and mentally fit for the purposes of 
the work which they are to perform. 
 
Reference: 

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

Timescale: 
 

Provider’s response: 
 
As discussed with the inspector staff signed a self declaration 
form that they are physically and mentally fit to carry out their 
job. It was suggested that when they next visited their doctor 
they could get them to sign the form. We have now asked our 
staff to comply with this. 
 

 
 
Ongoing 
30/09/2012 
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
I wish to thank the inspector for the unobtrusive and courteous manner she carried 
out her inspection. I appreciate her comments but feel the report does not reflect the 
quality of care we deliver. 
 
In relation to challenging behaviour we have been commended by psychiatric 
services on our management of such behaviour. Two of our current residents were 
returned to hospital from other nursing homes as they could not manage them. They 
have settled in well here and we have very few issues with their management. 
 
We strive at all times to make our resident's lives comfortable, happy and fulfilled. 
I wish to thank all staff for their commitment and support. 
 
Provider’s name: Carmel Killeen 
Date: 22 June 2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


