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Centre name: 

 
Glebe House Nursing Home 

 
Centre ID: 

 
0039 

Centre address: 

 
Glebe Road, 
 
Enniskerry Road,
 
Kilternan Road, Dublin 18 

 
Telephone number:  

 
01-206 3382 

 
Email address: 

 
ctuliao@cowpercare.ie

 
Type of centre: 

  
Private       Voluntary       Public 

 
Registered provider: 

 
Cowper Care Centre Limited 

Person authorised to act on 
behalf of the provider: 

 
Seamus Shields 

 
Person in charge: 

 
Cheryl Tuliao  

 
Date of inspection: 

 
09 April  2013   

 
Time inspection took place: 

 
Start:  09:45 hrs          Completion: 18:45 hrs 

 
Lead inspector: 

 
Gary Kiernan  

 
Support inspector(s): 

 
Angela Ring  

 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 

 
 
39 (+ 3 in Hospital) 

 
Number of vacancies on the 
date of inspection: 

 
 
6 

   
Health Information and Quality Authority 
Regulation Directorate 
 
Compliance Monitoring Inspection Report
Designated Centres under Health Act 
2007 
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About monitoring of compliance  
 
The purpose of regulation in relation to designated centres is to safeguard vulnerable 
people of any age who are receiving residential care services. Regulation provides 
assurance to the public that people living in a designated centre are receiving a 
service that meets the requirements of quality standards which are underpinned by 
Regulations. This process also seeks to ensure that the health, wellbeing and quality 
of life of people in residential care is promoted and protected. Regulation also has an 
important role in driving continuous improvement so that residents have better, safer 
lives. 
 
The Health Information and Quality Authority has, among its functions under law, 
responsibility to regulate the quality of service provided in designated centres for 
children, dependent people and people with disabilities.  
 
Regulation has two aspects: 
 

 Registration: under section 46(1) of the Health Act 2007 any person carrying 
on the business of a designated centre can only do so if the centre is 
registered under this Act and the person is its registered provider.   

 Monitoring of compliance: the purpose of monitoring is to gather evidence on 
which to make judgments about the ongoing fitness of the registered 
provider and the provider’s compliance with the requirements and conditions 
of their registration. 

 
Monitoring inspections take place to assess continuing compliance with the 
Regulations and Standards. They can be announced or unannounced, at any time of 
day or night, and take place: 
 

 to monitor compliance with regulations and standards 
 following a change in circumstances; for example, following a notification to 

the Health Information and Quality Authority’s Regulation Directorate that a 
provider has appointed a new person in charge 

 arising from a number of events including information affecting the safety or 
wellbeing of residents. 

 
The findings of all monitoring inspections are set out under a maximum of 18 
outcome statements. The outcomes inspected against are dependent on the purpose 
of the inspection. Where a monitoring inspection is to inform a decision to register or 
to renew the registration of a designated centre, all 18 outcomes are inspected.  
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Summary of compliance with 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. 
 
This inspection report sets out the findings of a monitoring inspection, in which 10 of 
the 18 outcomes were inspected against. The purpose of the inspection was: 
 

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

 
The table below sets out the outcomes that were inspected against on this 
inspection.   
 
Outcome 1: Statement of Purpose   
Outcome 2: Contract for the Provision of Services 
Outcome 3: Suitable Person in Charge
Outcome 4: Records and documentation to be kept at a designated centres  
Outcome 5: Absence of the person in charge  
Outcome 6: Safeguarding and Safety 
Outcome 7: Health and Safety and Risk Management
Outcome 8: Medication Management
Outcome 9: Notification of Incidents 
Outcome 10: Reviewing and improving the quality and safety of care 
Outcome 11: Health and Social Care Needs 
Outcome 12: Safe and Suitable Premises
Outcome 13: Complaints procedures                 
Outcome 14: End of Life Care 
Outcome 15: Food and Nutrition 
Outcome 16: Residents’ Rights, Dignity and Consultation
Outcome 17: Residents’ clothing and personal property and possessions 
Outcome 18: Suitable Staffing 
 
This monitoring inspection was unannounced and took place over one day. The 
purpose of this inspection was to follow up on issues of concern raised at the 
previous inspection on 15 and 16 January 2013 and to monitor ongoing compliance 
with 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.  
 
As part of the monitoring inspection inspectors met with residents, relatives, and 
staff members. Inspectors observed practices and reviewed documentation such as 
care plans, medical records, accident logs, policies and procedures and staff files.  
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While progress had been made to address a number of issues raised at the previous 
inspection, inspectors had continued concerns regarding clinical governance in the 
centre. Good practice was not consistently followed with regard to the use of nursing 
documentation, wound care and the management of hydration needs. Care practices 
were not sufficiently supervised.  Improvement was also required in the 
management of restraint and to ensure that each resident had a range of interesting 
things to do. 
 
While improvements had been made in the area of medication management further 
action was required to ensure that all medication management practices were safe.  
 
Inspectors found evidence of improved practice in relation to nutrition, behaviours 
that challenged and the management of residents who experienced pain. Residents 
had timely access to the relevant allied health professionals. Improved audit 
procedures were in place and this resulted in a better standard of care planning and 
some improvements in the maintenance of records.  
 
These issues are further discussed in the body of the report and in the Action Plan at 
the end of the report. 
 
Section 41(1)(c) of the Health Act 2007  
Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older People 
in Ireland.   
 
Theme: Leadership, Governance and Management 
Effective governance, leadership and management, in keeping with the size and 
complexity of the service, are fundamental prerequisites for the sustainable delivery of 
safe, effective person-centred care and support. 
 
Outcome 3 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
While progress had been made to address some issues raised at the previous 
inspection, inspectors had continued concerns regarding the clinical governance and 
leadership in the centre. Inspectors also had concerns regarding the role of the care 
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manager who was responsible for supervising care and deputising in the absence of 
the person in charge. 
 
The person in charge, Cheryl Tuliao, was present throughout the inspection.  
The person in charge was a registered general nurse, had the relevant necessary 
experience and worked full-time. She was responsible for three centres within the 
Cowper Care group in total. The person in charge stated that she was present in the 
centre on a minimum of two days per week in order to supervise care and support 
the care manger. While the person in charge met the requirements of the 
Regulations, inspectors noted a number of issues in relation to clinical governance 
including the introduction of documentation which staff did not understand, 
inappropriate use of consent documentation and nursing practices which were not 
evidenced-based. Inspectors were concerned that there was a lack of supervision 
and leadership by the person in charge in relation to these issues. These matters are 
further discussed under outcome 11. Inspectors were also concerned to note a drug 
error which was a repeat of an issue noted at the previous inspection. This matter is 
discussed under outcome eight.  
 
The person in charge discussed the arrangements for the post of care manager for 
this centre. Under the direction and supervision of the person in charge the care 
manager was responsible for the day-to-day running of the centre and managing and 
supervising clinical care practices. The care manager also deputised in the absence 
of the person in charge. The person in charge stated that the current care manager 
was in an acting position and no longer wished to continue in this role. Interviews 
had been held since the previous inspection in a bid to address this matter but had 
not yet been successful. Inspectors were concerned that the current arrangements 
were not sustainable and there was an inadequate plan in place to address the 
governance structure in the interim period while recruitment was on-going. 
Inspectors communicated this to the person in charge who stated that she was 
aware of the potential negative outcomes for residents. However, she had failed to 
adequately manage this situation. 
 
The provider submitted information to the Health Information and Quality Authority 
(the Authority) Regulation Directorate subsequent to the inspection indicating that he 
was continuing in his efforts to recruit  new clinical staff with management 
experience in order to address the issue of clinical governance in the centre. He 
further stated that he had identified a successful candidate and hoped to make an 
appointment in the near future. He stated he intended to alter the management 
structure in order to allow the person in charge to have a stronger presence in Glebe 
Nursing home. 
 
The person in charge was supported in her role by the provider and met with him 
regularly to discuss the operation of the centre. She was also supported by the 
general manager and the service manager, both of whom were responsible for 
managing non-clinical aspects of the service.  
 
The care manager had maintained her continued professional development by 
completing mandatory training in fire safety, manual handling and elder abuse and 
other short clinical courses. Since the previous inspection she had also completed on 
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line training in medication management and had attended a course on care of the 
older person. The person in charge had also maintained her continued professional 
development through attending mandatory training, on line medication management 
training and other short clinical courses. She had completed training in clinical 
negligence and clinical audit in 2012. She was also a certified dementia training 
facilitator and she was responsible for providing this training to all staff in the centre.  
 
Theme: Safe care and support  
Safe care and support recognises that the safety of service users is paramount. A 
service focused on safe care and support is continually looking for ways to be more 
reliable and to improve the quality and safety of the service it delivers.  
 
In a safe service, a focus on quality and safety improvement becomes part of a 
service-wide culture and is embedded in the service’s daily practices and processes 
rather than being viewed or undertaken as a separate activity. 
 
To achieve a culture of quality and safety everyone in the service has a responsibility 
to identify and manage risk and use evidence-based decision-making to maximise the 
safety outcomes for service users. 
 
Outcome 6 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 
Action(s) required from previous inspection:  
 
Ensure volunteers working in the designated centre are vetted appropriate to their role 
and level of involvement in the designated centre. 
 
 
Inspection findings 
 
Inspectors found that measures were in place to protect residents from being 
harmed. However, the issue relating to the Garda Síochána vetting of volunteers 
identified at the previous inspection had not been addressed.  
 
At the previous inspection it was noted that a small number of volunteers provided 
regular services at the centre. Some volunteers attended the centre for a set number 
of hours each week to provide assistance with activities. There was an agreement in 
place outlining the roles and responsibilities of these volunteers. However, the 
inspectors saw that Garda Siochána vetting was not in place for these individuals, 
who had regular access to vulnerable adults, in accordance with the requirements of 
the Regulations.  
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At the previous inspection it was noted that there was a comprehensive policy on 
elder abuse in place and staff had received training in the area of recognising and 
responding to elder abuse. All residents spoken to said that they felt safe and secure 
in the centre. Inspectors found that staff on duty on the day of inspection, were 
knowledgeable with regard to their responsibilities in this area.  
 
Arrangements for the management of residents’ finances were reviewed on the last 
inspection and were found to be satisfactory.  
 
Outcome 7 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems  
 
Action(s) required from previous inspection:  
 
The action(s) required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
Inspectors found that the provider and person in charge had systems in place to 
promote the safety of residents however improvement was needed to ensure that all 
staff were trained in fire safety.  
 
As part of this inspection inspectors reviewed the systems in place to monitor and 
review all incidents involving residents and some of the routine fire safety 
procedures. Inspectors found that since the last inspection improved systems had 
been put in place for identification, recording, review and learning following all 
accidents and near misses involving residents. The person in charge had developed a 
new monthly monitoring record for all incidents and inspectors saw that this was in 
use. The person in charge explained that the new record allowed trends to be more 
easily identified. The new record also identified the learning outcomes following the 
analysis of each incident and it clearly stated the changes which were made.  
Measures taken to update staff, where changes or learning were required, were also 
stated on the monitoring record.  
 
Inspectors saw that daily checks on all fire escape routes, exits and the fire panel 
were being carried out. Inspectors also checked to see if staff on duty at the time of 
inspection had attended mandatory fire safety training within the previous twelve 
months. Inspectors found that two of the staff members present, had not received 
fire safety training within the preceding 12 months. This matter was brought to the 
attention of the person in charge who arranged for both staff member to attend 
training on the day after the inspection. Documentary confirmation of this was 
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subsequently submitted to the Authority.  Inspectors spoke to a number of staff 
members in relation to fire safety and found them to be knowledgeable with regard 
to their roles and responsibilities.  
 
Inspectors noted that the Health and Safety Authority had conducted a recent 
inspection of the centre. Inspectors saw that the provider had taken prompt steps to 
address matters raised.  
 
Outcome 8 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 
Action(s) required from previous inspection:  
 
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. 
 
 
Inspection findings 
 
Inspectors saw that while progress had been made to address matters raised at the 
previous inspection further improvements were required to ensure that all practices 
in relation to medication management protected residents.  
 
Inspectors noted a medication error while reviewing a sample of the medication 
records. The error related to the failure to record medication which had been 
administered. The error was repeated over a number of days. Inspectors were 
concerned that the same issue highlighted at the previous inspection had reoccurred 
despite assurances from the provider and person in charge that measures had been 
taken to address this matter. There was a system of weekly medication audits in 
place. However, inspectors noted that while these audits were being carried out they 
were not effective as no non conformances had been reported. The person in charge 
stated that she intended to make the current audit system more specific. She carried 
out a prompt investigation of the matter and forwarded the outcome of the 
investigation to the Authority following this inspection. Learning outcomes identified 
included the introduction of a daily medication management check by the care 
manager. 
 
Inspectors reviewed the prescription sheets for a number of residents and found 
each medication was accompanied by a signature from the prescribing general 
practitioner (GP). Where a medication was intended to be crushed the GP indicated 
this beside each individual medication. However, where medications were 
discontinued this was not consistently accompanied by a signature from the GP.  
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Inspectors noted improved practice with regard to “as required” (PRN) medications. 
A new weekly monitoring record had been introduced to monitor the use of PRN 
psychotropic medications and this showed that there was a significant reduction in 
their use since the previous inspection. Indications for use and guidance for staff on 
the use of psychotropic medications was clearly available for staff on the prescription 
record.  The maximum twenty four hour dose was prescribed for PRN medications.  
 
The medication management policy was detailed and was centre-specific. It had 
been updated since the previous inspection to include guidance on the practice of 
transcribing medication orders. Inspectors noted that transcribed medications were 
now accompanied by two nursing signatures and that of the GP before it was used 
for the purpose of administering medication. The person in charge discussed her 
plans to introduce a new system which would eliminate the need for transcribing. 
 
Medication management training for nursing staff had not been completed at the 
time of the previous inspection for all nursing staff, in line with the centre’s policy. 
Inspectors noted that all nursing staff had since completed this training.  
 
Inspectors reviewed the procedures for medications that required strict control 
measures (MDAs) and found that they were carefully managed and kept in a secure 
cabinet in keeping with professional guidelines and the centre’s policy. Nurses kept a 
register of MDAs. The stock balance was checked and signed by two nurses at the 
time of administration and change of each shift. Inspectors checked the balances 
and found them to be correct.  
 
Outcome 9 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Inspectors found that practice in relation to the notification of incidents was 
satisfactory.  
 
A record of all incidents occurring in the centre was maintained and inspectors did 
not identify any matters which had not been notified to the Chief Inspector within 
the required timeframes.  
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Theme: Effective care and support 
The fundamental principle of effective care and support is that it consistently delivers 
the best achievable outcomes for people using a service within the context of that 
service and resources available to it. This is achieved by using best available national 
and international evidence and ongoing evaluation of service-user outcomes to 
determine the effectiveness of the design and delivery of care and support. How this 
care and support is designed and delivered should meet service users’ assessed needs 
in a timely manner, while balancing the needs of other service users. 
 
Outcome 10 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 
Action(s) required from previous inspection:  
 
The action(s) required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
Progress had been made since the last inspection to monitor the quality of care 
delivered to residents and this had resulted in improved care planning documentation 
and some other improved outcomes for residents.  
 
Inspectors saw that the person in charge had developed a range of new weekly 
reports on areas such as nutrition and hydration, residents who experienced pain and 
the use of psychotropic medications. Inspectors saw that this information was being 
kept up-to-date and was used to monitor issues of clinical risk and alert staff to 
significant changes or patterns of change in the condition of residents. This 
information was discussed at the weekly management meeting with the provider and 
was used to ensure that clinical risk issues were monitored and followed up.  
 
The person in charge had also carried out a number of audits since the previous 
inspection such as an audit on nutrition and falls management. Inspectors saw that 
the audit process was being used to bring about improvements. For example, 
following the nutrition audit, the person in charge introduced a new menu record for 
communicating residents’ needs to the kitchen staff. The new record incorporated 
guidance on the level of assistance each resident required as well as suggested food 
fortifications, such as milk or butter, where this was indicated.  
 
In response to the previous inspection the person in charge had introduced a new 
audit system for residents’ risk assessments and care planning documentation. 
Inspectors saw that this was being effectively implemented and as outlined under 
outcome eleven this documentation was found to be up-to-date.  
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Outcome 11 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied health care. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set out 
in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
 
Action(s) required from previous inspection:  
 
Provide a high standard of evidence-based nursing practice. 
 
Keep the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) of the Regulations up-to-date and in good order and in a 
safe and secure place.  
 
 
Inspection findings 
 
While improvements were made to address some of the issues raised at the previous 
inspection, there were again concerns in relation to the clinical leadership in the 
centre. Further improvement was required to ensure that nursing practices were 
supervised and in line with evidence-based practice. Some aspects of the nursing 
documentation required improvements and improvements were also required in the 
area of restraint and to ensure that each resident had a range of interesting things to 
do.   
 
Inspectors had concerns regarding a range of consent documentation which had 
been implemented since the previous inspection. These documents related to the use 
of psychotropic medications, the use of restraint and consultation with regard to the 
wishes of the resident in relation to their resuscitation status. The design of the 
document templates required improvement and the nursing staff, during discussions 
with inspectors, did not demonstrate an understanding of these documents. Some of 
the documents had not been completed correctly and were not signed by the 
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appropriate personnel in all cases. Staff members stated that they had not been 
trained in the use of the new documentation. The person in charge undertook to 
address this matter immediately and subsequently forwarded an update to the 
Authority stating these documents had been removed where appropriate and staff 
were directed to clearly document all discussions with residents and families in 
relation to issues of consent.  
 
Inspectors had concerns regarding the clinical management and supervision of care 
in the centre. The inspectors reviewed residents with wounds and those nutritionally 
compromised. In relation to one resident with a wound efforts were being made to 
resolve and treat the wound however, staff could not demonstrate that the dressing 
protocol which was in place was in line with evidence-based practice. Similarly, in 
relation to another resident who was nutritionally compromised staff stated that they 
assisted the resident to take fluids, using a syringe. There was no risk assessment 
undertaken to assess the safety of this approach and there was no evidence that the 
dietician had been consulted in relation to this matter. As a result inspectors were 
concerned that the clinical leadership and supervision arrangements in place were 
not sufficiently robust to identify these high risk matters. The person in charge took 
action at the time of inspection to address these matters.  
 
While inspectors noted an issue in relation to wound management as highlighted 
above, there were also examples of good practice in this area. There were no other 
residents with wounds at the time of inspection. Residents’ skin integrity was 
routinely assessed. Residents considered to be at a high risk of skin breakdown had 
appropriate specialist pressure relieving equipment in place. The previous inspection 
found that monitoring systems were not in place to ensure that this equipment was 
set correctly. Inspectors found that this matter had been addressed and there was a 
weekly documented check of pressure relieving equipment in place. The person in 
charge stated that there was access to a tissue viability nurse (TVN) when required. 
 
Inspectors found that issues, relating to the use of restraint, had not been 
appropriately addressed since the previous inspection. The centre had policy on 
restraint in place which was based on national guidelines. There was a 
comprehensive restraint assessment in place which evaluated the risks of using 
restraint and also the potential alternatives. A substantial number of residents were 
using bedrails while eight residents were using lap belts at the time of inspection. 
While there was a consent document in place it did not consistently demonstrate 
multi-disciplinary and resident consultation prior to a decision to use restraint. Care 
plans were not developed to guide the use of restraint in all cases. In the case of 
residents who were using lap belts, the restraint release document did not 
demonstrate that lap belts were released at the appropriate intervals in accordance 
with the centre’s policy.  
 
Inspectors found that improvements had been made in the area of care planning. 
Risk assessments and assessments of residents’ needs had been carried out and care 
plans had been developed based on identified needs. In general health care needs 
appeared to be met and residents had good access to the services of allied health 
professionals such as physiotherapy, psychiatry of old age and the dietician.  
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There was good evidence of resident and/or next of kin involvement in the 
development of care plans. Regular family meetings were held and this practice was 
documented.  
 
While there was an issue with regard to the management of a resident’s hydration 
needs there was some evidence of improved practice in the area of nutrition. Since 
the previous inspection the provider had employed a dietician to work with the 
Cowper Care group and this professional had reviewed the majority of residents in 
the centre. Inspectors saw that recommendations made by the dietician were 
incorporated into the care plans and also communicated to the kitchen staff. 
Nutritional supplements were prescribed as necessary. Resident’s weights were 
monitored monthly and more frequently where indicated. A new weight graph had 
been implemented to allow staff to readily identify any emerging trends in weight 
loss.  The person in charge had a system in place to monitor any resident who was 
identified as being at risk of poor nutrition; this is further discussed under outcome 
ten.  
 
Inspectors found evidence of improved practice in relation to the management of 
behaviours that challenged. The inspector saw staff using diversionary techniques to 
sensitively meet the needs of residents. Behaviour monitoring charts were in use to 
gather information on the triggers to behaviours and also to identify effective 
interventions. This information was being used to develop care plans to consistently 
guide care in this area. Residents who displayed behaviours that challenged were 
regularly reviewed by the GP and the psychiatry of old age team and details of these 
consultations were clearly documented in the residents’ notes and recommendations 
incorporated into the care plans.  
 
The previous inspection highlighted that adequate systems were not in place to 
monitor residents who experienced pain. Inspectors noted that this matter had been 
addressed. Resident’s pain levels were routinely monitored where appropriate using 
recognised pain scales. Care plans were in place for resident who experienced pain.  
 
While some residents were seen enjoying bingo and music during the day of 
inspection there was a need for improvement in this area. Some residents and 
relatives stated that this area needed to be improved in order to ensure that all 
residents had interesting things to each day. Documentation in relation to residents’ 
interests and social engagement had improved since the last inspection. All residents 
reviewed by the inspectors had a social care plan in place. A new record had been 
implemented to documented and monitor residents’ participation in activities. 
However, in the case of one resident who spent a lot of time in bed, this record did 
not demonstrate that activities and social engagement were being provided in line 
with the care plan.  Pet therapy had also been re-introduced since the previous 
inspection. 
Theme: Person-centred care and support 
Person-centred care and support has service users at the centre of all that the service 
does. It does this by advocating for the needs of service users, protecting their rights, 
respecting their values, preferences and diversity and actively involving them in the 
provision of care. Person-centred care and support promotes kindness, consideration 
and respect for service users’ dignity, privacy and autonomy.  
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Outcome 13 
The complaints of each resident, his/her family, advocate or representative, and 
visitors are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The person in charge demonstrated a positive attitude towards complaints. A  
centre-specific complaints policy was in place which met the requirements of the 
Regulations. The complaints procedure was on display in each bedroom. 
  
The complaints log was read and inspectors found evidence of good complaints 
management including a record of the complainant’s level of satisfaction with the 
outcome. Only one complaint had been received since the previous inspection and 
inspectors found that this had been investigated and managed appropriately.  
 
Outcome 14 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
 
References: 
Regulation 14: End of Life Care 
Standard 16: End of Life Care 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Inspectors found evidence of good practice in this area. There was one resident who 
was receiving end-of-life care at the time of inspection. The resident was under the 
care of the local palliative care team. Inspectors saw that the resident had a 
comprehensive end-of-life care plan in place in consultation with the next of kin. 
There was a policy on end-of-life care in place which was guiding practice. Facilities 
were available should a family member wish to stay overnight in the centre. The 
person in charge stated that residents at this stage of life had regular access to a 
minister, priest or other religious ministers as appropriate.  
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Theme: Workforce 
The workforce providing a health and social care and support service consists of all the 
people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality, person-centred and safe service. Service providers must be 
able to assure the public, service users and their workforce that everyone working in 
the service is contributing to a high quality safe service. 
 
Outcome 18 
There are appropriate staff numbers and skill mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
There was evidence of adequate staffing levels and skill mix to meet the needs of 
residents.  
 
On the day of inspection two nursing staff and seven health care assistants were 
providing direct care to 39 residents. The night shift was covered by one nurse and 
three care assistants. The care manager and person in charge were  
supernumery to the roster. The person in charge stated that the staffing levels were 
based on the assessed needs of the residents, using an evidence-based tool. 
However, a number of residents and relatives stated that the staff were very busy 
and there was a need for more staff at certain times of the day, for example during 
meal times. While inspectors did not observe any poor outcomes for residents as a 
result of understaffing on the day of inspection, these comments were 
communicated to the person in charge who undertook to review staffing levels in the 
centre.  
 
The recruitment policy and staff files were reviewed at the previous inspection and 
were found to be satisfactory.  
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Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the person in 
charge and the care manager to report on the inspectors’ findings, which highlighted 
both good practice and where improvements were needed.  
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Provider’s response to inspection report ∗ 
 

 
Centre Name: 

 
Glebe Nursing Home  

 
Centre ID:  

 
0039 

 
Date of inspection: 

 
09 April 2013 

 
Date of response: 

 
30 April 2013 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007 as amended, the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
and the National Quality Standards for Residential Care Settings for Older People in 
Ireland. 
 
Theme: Governance, Leadership and Management 
 
Theme: Safe care and support  
 
Outcome 8: Medication management 
The provider  is failing to comply with a regulatory requirement in the 
following respect:  
 
A medication error was noted during the inspection in that medications which were 
prescribed for a resident were not signed for as having been administered on a 
number of occasions. 
 
The medication audit process was not sufficiently robust to identify errors and other 
risks. 
 
Medications which were discontinued were not consistently signed off by the GP 
 
 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

   
Health Information and Quality Authority 
Regulation Directorate 
 
 
Action Plan 
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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. 
 
Reference: 

Health Act, 2007 
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Standard 14: Medication Management  
 

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

Timescale: 
 

Provider’s response: 
 
An investigation was carried out regarding the medication error. 
The  outcome  and the actions taken to prevent re occurrence 
were communicated to staff which include: 
 
1. The medication having the same name but different dosage 
has been marked with coloured pen to clearly highlight the 
dosage and time of administration.  
 
2. The nurses were instructed to double check medications to be 
administered against the Medication Administration Record each 
time they give medications to residents to ensure that each 
medication is recorded correctly when administered. 
 
3. The weekly medication audit has been supplemented with 
daily review of medications administered and recorded by nurses.  
The recording sheet has been revised to allow recording of these 
reviews. 
 
4. Clear signage has been placed on drug trolleys to remind other 
staff to avoid interrupting nurses during drug administration 
rounds. 
 
The nurse assisting the GP will ensure that discontinued 
medications are signed by the GP. 
 
The Weekly Drug Record review will be carried out for a 
maximum of 12 residents to ensure that details, updates and 3 
monthly reviews of medications are carried out and recorded 
correctly and that discontinued medications are signed by the GP.
 
Deficiencies identified on these reviews will be addressed and 
monitored as part of audit process carried out by the person in 

 
 
Complete and 
ongoing 



 

Page 19 of 21 

 

charge. 
 
Learnings from these deficiencies will be communicated to staff 
at daily handovers and monthly staff meetings. 
 
 
Theme: Effective care and support 
 
Outcome 11: Health and social care needs 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Evidence-based practice was not consistently followed in relation to the use of 
consent documentation, wound management and the management of hydration 
needs and in some instances posed a risk. 
 
The delivery of clinical care was not sufficiently and appropriately supervised.   
 
The management of restraint required improvement. 
 
Improvements were required to ensure that all residents could participate in activities 
appropriate to his/her interests. 
 
Action required:  
 
Provide a high standard of evidence-based nursing practice. 
 
Action required: 
 
Keep the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) of the Regulations up-to-date and in good order and in 
a safe and secure place.  
 
Action required: 
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
Action required:  
 
Provide opportunities for each resident to participate in activities appropriate to 
his/her interests and capacities. 
 
Reference:  

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 13: Healthcare 
Standard 18: Routines and Expectations  
Regulation 17: Training and Staff Development 
Standard 24: Training and Supervision 
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Regulation 22: Maintenance of Records 
Standard 32: Register and Residents’ Records 

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

Timescale: 
 

Provider’s response: 
 
A review of consent forms was carried out and where the use is 
unnecessary, they are discontinued. Where consent of resident 
and/or family is necessary, the agreement, explanation provided, 
and manner in which resident and or their family are involved will 
be documented by the nursing staff and/or GP in the care plans, 
nursing notes, and medical file as appropriate.  
 
Further training of nursing staff on wound care management was 
carried out in relation to wound assessment and appropriate use 
of dressings.    
 
Training on nutrition and hydration has been scheduled. 
 
Training on appropriate use of restraints in accordance with our 
own policy and national guidelines is ongoing. Staff will also 
receive re-training regarding the forms used in monitoring of 
restraints that are in use. This will also include recording usage, 
release, purpose of records and resulting learning. 
 
Usage of bed rails and lap belts has been reviewed and separate 
and specific care plans for their use has been developed which 
includes guidelines for usage and monitoring. They were 
previously incorporated in care plan for risk of falls. Risk 
assessments are already in place prior to inspection. ( see 
previous paragraph also). 
  
Supervision of clinical practice will be carried out by the Clinical 
Nurse Managers on a daily basis and will be monitored by the 
Care Manager and Person in Charge who will attend to centre 
more frequently until the Care Manager post is filled.   
  
Residents who are unable to socialize and participate in 
therapeutic and group activities are provided with a range of 
individual activities.  The staff are instructed to refer to their 
social care plan which are based on the individual resident's 
needs, interests and preference. 
 
The activity providers such as holistic therapy, pet therapy and  
fit for life has also been requested to provide their service to the 
residents in their room as appropriate and with assistance of 
staff. 

 
 
Complete and 
ongoing 
 
 
 
 
 
complete 
 
 
 
15 May 2013 
 
15 May 2013 
 
 
 
 
 
Complete 
 
 
 
 
 
 
20 May 2013 
 
 
 
 
Complete and 
ongoing 
 
 
 
 
Complete and 
ongoing 
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Theme: Workforce 
 
Outcome 18: Suitable staffing 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Garda Síochána vetting was not in place for volunteers who required this. 
 
Action required:  
 
Ensure volunteers working in the designated centre are vetted appropriate to their 
role and level of involvement in the designated centre. 
 
Reference:  

Health Act, 2007 
Regulation 34: Volunteers 
Standard 22: Recruitment  
 

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

Timescale: 
 

Provider’s response: 
 
Garda Síochána vetting forms have been given to volunteers who 
attend the centre on a regular, planned basis to complete and 
will be processed. 
 

 
 
15 May 2013 

 
 
 


