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Centre name: 

 
Dungarvan Community Hospital 

 
Centre ID: 

 
594 

Centre address: 

 
Dungarvan 
 
Co Waterford 

 
Telephone number:  

 
058-20900 

 
Email address: 

 
barbara.murphy@hse.ie 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
Health Service Executive 

 
Person authorised to act on 
behalf of the provider: 

 
 
Barbara Murphy 

 
Person in charge: 

 
Paula French 

 
Date of inspection: 

 
29 August 2013 and 30 August 2013  

Time Inspection took place: 

 
Day 1-Start: 10:20hrs    Completion: 20:00hrs 
Day 2-Start: 09:30hrs    Completion: 18:00hrs 

 
Lead inspector: 

 
John Greaney 

 
Support inspector(s): 

 
Mary Moore 

 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 

 
 
106 

 
Number of vacancies on the 
date of inspection: 

 
 
10 

 

   
Health Information and Quality Authority 
Regulation Directorate 
 
Compliance Monitoring Inspection Report
Designated Centres under Health Act 
2007, as amended 
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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 11 of 
the 18 outcomes were inspected against. The purpose of the inspection was: 
 

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

 
The table below sets out the outcomes that were inspected against on this 
inspection.   
 
Outcome 1: Statement of Purpose   
Outcome 2: Contract for the Provision of Services 
Outcome 3: Suitable Person in Charge 
Outcome 4: Records and documentation to be kept at a designated centres  
Outcome 5: Absence of the person in charge  
Outcome 6: Safeguarding and Safety 
Outcome 7: Health and Safety and Risk Management 
Outcome 8: Medication Management 
Outcome 9: Notification of Incidents 
Outcome 10: Reviewing and improving the quality and safety of care 
Outcome 11: Health and Social Care Needs 
Outcome 12: Safe and Suitable Premises 
Outcome 13: Complaints procedures                 
Outcome 14: End of Life Care 
Outcome 15: Food and Nutrition 
Outcome 16: Residents’ Rights, Dignity and Consultation   
Outcome 17: Residents’ clothing and personal property and possessions 
Outcome 18: Suitable Staffing 
 
This monitoring inspection was unannounced and took place over two days. As part 
of the 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.  
 
The inspector found that residents appeared to be well cared for and their health 
needs were met, however, improvements were required in a number of areas, 
including the following: 
 

 the policy on the prevention and detection of abuse  
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 staff training on the prevention and detection of abuse 
 the risk management policy and risk management practices 
 fire safety records, training and practices 
 the emergency plan 
 medication management practices 
 review of quality and safety of care 
 inadequate care planning 
 the management of restraint 
 the suitability of the premises 
 display of complaints process 
 inadequate storage for residents personal property and possessions 
 staff training 
 personnel records. 

 
The Action Plan at the end of this report identifies improvements that 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. 
 
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  
 
Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The person in charge is a registered nurse and is also the person in charge for two 
other designated centres, Dunabbey House and St Patrick’s Hospital, Waterford. The 
person in charge stated that she was based in Dungarvan usually for three days each 
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week and spent two days in St Patrick’s, Waterford. The inspector saw evidence that 
she was currently registered with the relevant nursing professional body. 
 
The inspector formed the view that the person in charge was a suitably experienced 
nurse with authority, accountability and responsibility for the provision of the service. 
 
Outcome 5 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designated centre and the arrangements in place for the management of the 
designated centre during his/her absence.  
 
References:   
Regulation 37: Notification of periods when the Person in Charge is absent from a 
Designated Centre 
Regulation 38: Notification of the procedures and arrangements for periods when the 
person in charge is absent from a Designated Centre 
Standard 27: Operational Management 
 
Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The person in charge is supported in her role by two assistant directors of nursing, 
who are also involved in the management of Dunabbey House. One of the assistant 
directors’ of nursing is also involved in the management of a third designated centre, 
St. Patrick’s Hospital Waterford.  
 
The person in charge and assistant directors of nursing are on call out-of-hours 
should a need for their assistance arise.  
 
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. 
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References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 
Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Based on staff spoken with, inspectors were satisfied that staff had a good 
understanding of protection issues such as potential indicators of abuse and   
protective measures to ensure that residents were not placed at risk of harm or 
abuse. 
 
The inspector saw that staff managed resident’s private property accounts in line 
with nationally agreed HSE protocols and procedures. Transparent and accountable 
records were seen relating to the management of resident’s finances including 
records of all lodgements and debits, running balances, invoices and receipts some 
of which, where practicable, were signed by the resident. 
 
The inspector saw that staff had available to them nationally agreed policies on the 
prevention, detection and management of suspected, alleged or reported abuse. 
However, while a centre-specific policy had been drafted as required by the 
overarching policy, it did not provide sufficient detail or guidance for staff on centre-
specific systems and procedures. 
 
Based on a review of staff training records and staff spoken with, inspectors were 
satisfied that while education and training on the protection of vulnerable adults was 
facilitated, not all staff employed had attended training.  
 
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  
 
Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
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There was a health and safety statement dated September 2012. There was a risk 
management policy dated May 2013, outlining the assessment and management of 
risks. There was a risk register that addressed identified risks including injury to 
residents, resident absent without leave, assault and aggression and violence. There 
was a separate policy on the prevention and management of deliberate self-harm, 
however, the risk register did not address the measures in place to control self-harm. 
Accidents and incidents were recorded on incident forms and were submitted to the 
HSE clinical incident reporting system (STARSWeb) and there was evidence of action 
in response to individual incidents. However, as discussed in outcome 10, there was 
insufficient evidence of a systematic process of learning from accidents and incidents 
at a local level. There was a regional health and safety committee, but the last 
recorded meeting was April 2012. Inspectors were informed that the committee was 
scheduled to resume activity and a meeting was scheduled to take place in the 
weeks following this inspection. 
 
There was a detailed emergency plan that addressed major incidents, such as 
pandemic influenza and inspectors were informed that arrangements were in place 
for emergencies such as loss of power and loss of kitchen facilities. However, these 
were not documented. 
 
There were reasonable measures in place to prevent accidents such as safe floor 
covering, grab rails in toilets and hand rails on corridors.  
 
There was evidence of a contract in place for the maintenance of fire safety 
equipment and stickers on a sample of fire safety equipment viewed by inspectors 
indicated that maintenance was most recently carried out in March 2013. However, 
the centre did not have a fire safety register as required by regulations with evidence 
of the preventive maintenance of fire safety equipment and emergency lighting.  
 
There was no evidence of routine fire drills and practices and records of fire safety 
training indicated that not all staff had received fire safety training within mandatory 
timeframes. There was a fire safety register in each of the units with records of 
checks verifying that means of escape were free from obstruction. However, not all 
were completed on a weekly basis as scheduled. Emergency exits were seen to be 
free of obstruction, yet a specialised chair obstructed access to fire safety equipment 
in one of the units. A number of final emergency exits were controlled by keys that 
were stored in break glass units and the provider and person in charge were asked 
to review these exits in conjunction with their fire safety officer. 
 
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 
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Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
There was evidence of good practice and evidence that staff on a daily basis 
endeavoured to implement procedures for the safe management of medications. 
However, overall, the required protocols and supports were not in place to ensure 
that all aspects of medication management were in accordance with all relevant 
legislation, regulation and regulatory body guidance. This was discussed at length 
with staff and in detail at verbal feedback with the nominated registered provider 
and the person in charge; the former gave a commitment to address this as a matter 
of priority.   
 
The medication management policy, though centre-specific, did not reflect practice 
within the centre and the policy did not outline the procedure for the prescription, 
administration and review of PRN medications.  
 
Medication Management practices were subjected to audit, but based on a sample of 
prescriptions reviewed the inspector saw and staff agreed that: 
  

 abbreviations were in use that were not recognised or understood by staff  
and there was an inconsistency in the manner in which the frequency of 
administration was documented 

 the dosage and maximum dosage of all medications prescribed on a PRN basis 
was not stated. 

Staff reported that the incidence of transcription was low and undertaken only by the 
registered nurse prescribers, of which there were two fully qualified on site. Each 
resident’s medication regime was routinely reviewed and prescribed on a quarterly 
basis by the medical officer.  
 
Procedures were in place for the recording and monitoring of medication errors. 
Authorisation was in place for medications required to be administered in an altered 
format (crushed).  
 
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. 
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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  
 
Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Inspectors reviewed audits completed on medication management practices, 
accidents and incidents and nursing documentation. While staff spoken with 
described the actions taken by them in response to the audit findings, the process of 
feedback, learning, enhanced practice and clinical outcomes was not clear from the 
records reviewed or related inspection findings. For example, two falls audits with 
vastly differing findings had the same generic action plan applied. Firstly, a 
medication management audit identified that the maximum dosage of PRN 
prescriptions was not always stated, this was identified again on inspection. 
Secondly, medication management training was facilitated by the person in charge as 
part of an action plan but training records indicated that ten staff had not attended 
the training. 
 
Given the size and complexity of the service, the scope of the quality review process 
was limited and the inspection findings identified areas of care and practice that 
would have benefited from review and benchmarking, such as the use of physical 
restraint. 
 
Staff spoken with said that the quality review process involved formal consultation 
with residents via the completion of satisfaction questionnaires. However, the results 
of these were not available for review at the time of inspection. 
 
Suggestion boxes were located on each unit. Staff reported that the use of these was 
low and records seen by the inspector reflected this; the contents of the suggestion 
box were checked and reviewed by the person in charge. 
 
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.  
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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  
 
Actions required from previous inspection:  
 
The actions required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
Residents had timely access to GP services and appropriate treatment and therapies.  
Out-of-hours GP cover was also available. There was evidence of referral to allied 
health and specialist services such as physiotherapy, occupational therapy, dietetics, 
speech and language therapy, dental, and chiropody. Records were maintained of 
referrals and follow-up appointments. 
 
Staff members spoken with by inspectors were knowledgeable of resident’s individual 
needs and based on observations of inspectors, residents were treated with dignity 
and respect. However, improvements were required in relation to care planning and 
the delivery of evidence-based nursing practice such as in the management of 
restraint and wound care.  
 
Residents had regular nursing assessments using evidence-based tools for issues 
such as falls prevention, dependency level, pressure sore risk and nutrition. However, 
care plans were not developed for a significant number of residents based on the 
results of these assessments to support the provision of consistent, high quality, 
evidence-based care. For example, one resident was identified as at being at risk for 
falls and for wandering but there was no care plan in place to identify strategies 
specific to that resident to minimise the risk of falls and absconsion.  
Restraint was in use in the form of lap belts, bedrails, tray tables and electronic 
wandering alarms for some residents. There was evidence of consultation with 
residents/relatives about the use of restraint. However, inspectors were not satisfied 
that restraint was managed in compliance with the centre’s own policy on the 
management of restraint or that alternative less restrictive measures were tried 
before restraint was employed. For example, the risk assessment for one resident 
identified that the resident was at risk of climbing over bedrails. However, bedrails 
were still used despite this being in contravention of the risk assessment and the 
restraint policy. Wandering alarms were routinely placed on a number of residents 
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without evidence that its use was reasonably justified for each resident. An 
assessment tool for wandering type behaviour was in use, but inspectors formed the 
view that it approached the behaviour from a “problem“ based perspective and was 
used  as a justification for the alarm rather than exploring other therapeutic  
person-centred strategies and interventions. The consent form for restraint was 
generic and did not specify, for most residents, the type of restraint to be used. 
There were records maintained of the type and time restraint was in place and of 
safety checks during periods of restraint. A number of residents were in reclining 
chairs and records indicated and staff confirmed that some of these chairs were 
positioned in order to prevent the resident from getting out of the chair. However, 
there was no evidence of exploration of less restrictive measures or of referral to 
occupational therapy for assessment regarding the suitability of the chairs for 
individual resident’s needs. Staff identified that in one instance, a wandering alarm 
and a chair in a tilted position were used concurrently.  
 
A small number of residents had wounds and there was evidence of assessment, 
including the use of photographs, and advice from a tissue viability clinic. However, 
based on a sample of wound care plans viewed by inspectors, a detailed assessment 
and treatment protocol was not in place for all wounds. 
 
Documentation in place indicating that information about residents was provided and 
received when they were absent or returned from another care setting, home or 
hospital.  
 
Outcome 12 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
 
References: 
Regulation 19: Premises 
Standard 25: Physical Environment  
 
Actions required from previous inspection:  
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents.  
 
Ensure suitable provision for storage of equipment in the designated centre. 
 
 
Inspection findings 
 
The centre is a two-storey building. However, all resident accommodation is on the 
ground floor and comprises five separate units:  
 

 Vincent’s Unit is a 32-bedded unit for male and female residents comprising 
eight beds allocated for acute general practitioner (GP) admissions, eight beds 
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for respite care, three beds designated for young chronic sick, three beds for 
palliative care and 10 beds for short-term convalescence 

 Sacred Heart Unit is a 27-bedded male and female unit comprising 15 beds 
allocated to rehabilitation, respite and convalescence and 12 beds for long-
term care  

 Ann’s Unit is a dementia-specific unit providing accommodation for 10 
residents incorporating nine long-term care residents and one respite resident. 
The unit also provides day care services from Monday to Friday for a 
maximum of three residents each week  

 Francis Unit is a female long-term care unit providing accommodation for 23 
residents 

 Enda’s Unit is a mixed male and female long-term care unit providing 
accommodation for 24 residents.  

 
On the days of inspection the centre was bright, clean and appeared to be in a good 
state of repair. The grounds were well maintained and free from significant hazards 
which could cause injury.  
 
The corridor leading to the units from the main entrance was wide allowing easy 
access for residents in wheelchairs and those people using walking frames. However, 
the corridor leading to Ann’s unit from the main entrance was narrow in places and 
there was inadequate signage to direct relatives/visitors to the unit. 
 
Resident accommodation was primarily provided in two-bedded, four-bedded and 
six-bedded rooms. The significant number of multi-occupancy rooms impacts on the 
privacy and dignity of residents and means that most residents have limited scope 
for personalising spaces and limited facilities to secure personal belongings. In 
particular, Enda’s Unit has a number of six-bedded “bays” that open directly onto a 
corridor and the proximity of the beds to each other does not support privacy and 
dignity for residents and does not allow for adequate storage of residents’ personal 
belongings, including clothing, which are instead stored in a central store room. 
 
In Ann’s Unit, which is the dementia-specific unit, there was one six-bedded room 
and one four-bedded room, both of which were sparsely furnished and minimally 
decorated and were not personalised to individual residents. The bedrooms were 
secured from access by residents during the day, which does not support resident 
autonomy or independence.   
 
There were no separate dining rooms in Enda’s Unit, Francis Unit and Sacred Heart 
Unit and residents’ meals were served in the sitting rooms. While the sitting room in 
Sacred Heart was sufficient in size for a designated dining area, the sitting rooms in 
both Enda’s and Francis were inadequate in size for residents to dine comfortably 
and appeared crowded at mealtimes.  
 
Records were available detailing the annual preventive maintenance of hoists was 
most recently completed in June 2013. However, records of the maintenance of 
other equipment such as beds and speciality mattresses were not available in the 
centre on the days of inspection.  
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A number of mobile electronic hoists were stored on corridors outside residents’ 
rooms while the batteries were recharged. Wheelchairs and commodes were also 
being stored along corridors.   
 
Theme: Person-centred care and support 
Person-centred care and support has service users at the centre of all that the service 
does. It does this by advocating for the needs of service users, protecting their rights, 
respecting their values, preferences and diversity and actively involving them in the 
provision of care. Person-centred care and support promotes kindness, consideration 
and respect for service users’ dignity, privacy and autonomy.  
 
 
Outcome 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 
 
Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Complaints management was guided by the nationally agreed HSE complaints policy 
Your Service Your Say. Residents also had access to an advocacy service through the 
national advocacy programme and the contact details for the advocates were clearly 
displayed on each unit. 
 
A complaints log was maintained and the entries seen by the inspector indicated that 
complainants were listed to and their concerns were acted on. However, 
improvement was required as while the complaints procedure had been tailored to 
reflect centre-specific arrangements and procedures were condensed into a succinct 
format this was not seen to be prominently displayed on all units. There was 
inconsistency in the complaints records seen in that all records did not contain 
evidence of complaint resolution and complainant satisfaction.  
 
Outcome 17 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
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Standard 17: Autonomy and Independence 
 
Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
There was a policy for the management of residents’ accounts and personal property 
dated April 2010 and most recently reviewed in April 2012. A sample of residents’ 
records indicated that records of residents’ property was created on admission. 
Residents’ clothing is appropriately labelled and sent externally to be laundered. As 
stated in Outcome 12, due to multi-occupancy rooms there was insufficient space for 
all residents to store their own clothes and these were stored centrally in each unit. 
 
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  
 
Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Both the provider and person in charge confirmed that due to the national 
moratorium on recruitment there was no active recruitment of staff. Agency staff 
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were employed in response to staffing contingencies and the inspector saw that 
service agreements were in place with the respective agencies. 
 
Based on their observations and a review of the staff roster, inspectors were satisfied 
that staffing levels and skill-mix were monitored and were adequate to meet the 
needs of the residents and other factors such as the layout of the building and the 
specifics of each unit. The management of the roster was devolved to each unit 
manager and each staff member had their roster planned for a full twelve month 
period. There was a registered nurse on duty at all times on each unit and a 
designated nurse in charge of the centre for out-of-hours. 
 
There was a clear organisational structure and reporting relationships in place. There 
were designated posts of responsibility on each unit for the supervision of care and 
services to residents and the supervision and direction of staff. The inspector saw 
records of regular meetings between these post holders and senior nursing 
management at which operational and staffing issues were discussed. The inspector 
saw that staff had available to them copies of the regulations and standards and that 
the person in charge had in 2011 facilitated information sessions for staff on the 
regulator and regulation. 
 
The inspector reviewed a sample of staff files and found that they substantially 
complied with regulatory requirements with the exception of photographic 
identification in the form of an original or certified document. In line with nationally 
agreed HSE policy, procedures were in place to ensure that each nurse employed 
formally attested to their employer on an annual basis that they were currently 
registered with their regulatory body; the patient safety assurance certificate. 
However, some, but not all of these, certificates were supported by evidence of 
current registration certificate as supplied annually by the regulatory body and as 
required by the Authority as evidence of current registration. 
 
The scope of and  individual staff attendance at staff training required review and 
monitoring to ensure that the scope of the programme facilitated and that each staff 
member attained and maintained the required skills and competencies to allow them 
to meet the needs of the residents in line with contemporary evidence-based 
practice. A staff training matrix was in place and the inspector saw, based on the 
records reviewed, that staff had completed recent education and training such as 
health and safety, the safe management of sharps, managing attendance, falls risk 
assessment, nutrition and the older person, person-centred care, basic life support 
and end of life care.  
 
However, the training records also indicated that while training including mandatory 
training was facilitated by the provider, staff attendance at training was inconsistent 
and some staff had not attended mandatory training such as manual handling and 
fire training within the required mandatory timeframes or other training such as 
medication management and elder abuse. Training records did not demonstrate that 
staff had attended recent training on the use of physical restraint and this was 
specified by inspectors in line with the findings as discussed in Outcome 11.   
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Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider, 
the person in charge, and an assistant director of nursing 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: 

 
Dungarvan Community Hospital 

 
Centre ID:  

 
0594 

 
Date of inspection: 

 
29 August 2013 and 30 August 2013  

 
Date of response: 

 
01 October 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: Safe care and support  
 
Outcome 6: Safeguarding and safety 
The provider/person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
The centre-specific policy on the prevention, detection and management of 
suspected, alleged or reported abuse did not provide sufficient detail or guidance for 
staff on centre-specific systems and procedures. 
 
Not all staff employed had attended training on the prevention, detection and 
management of suspected, alleged or reported abuse.  
 
Action required:  
 
Put in place a centre-specific policy on and procedures for the prevention, detection 
and response to abuse. 
 
                                                 
∗ 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:  
 
Make all necessary arrangements, by training staff or by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
or abuse. 
 
Reference:    

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 

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

Timescale: 
 

Provider’s response: 
 
A centre-specific policy on procedures for the prevention, 
detection and response to Abuse has been developed.  
Elder Abuse training is ongoing. 
 

 
 
30 September 
2013 

 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The risk management policy did not address the measures in place to control self-
harm.  
 
There was insufficient evidence of a systematic process of learning from accidents 
and incidents at a local level. 
 
Inspectors were informed that arrangements were in place for emergencies such as 
loss of power and loss of kitchen facilities. However, these were not documented. 
 
The centre did not have a fire safety register as required by regulations with evidence 
of the preventive maintenance of fire safety equipment and emergency lighting. 
 
There was no evidence of routine fire drills and practices.  
 
Records were not available detailing when staff had most recently received fire safety 
training. 
 
The records of checks verifying that means of escape were free from obstruction 
were not always completed as scheduled. Emergency exits were seen to be free of 
obstruction, however, a specialised chair obstructed access to fire safety equipment 
in one of the units. 
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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 and implemented in practice. 
 
Action required:  
 
Put in place a comprehensive centre-specific emergency plan for responding to 
emergencies. 
 
Action required:  
 
Maintain, in a safe and accessible place, a record of the number, type and 
maintenance record of fire-fighting equipment. 
 
Action required:  
 
Ensure, by means of fire drills and fire practices at suitable intervals, that the staff 
and, as far as is reasonably practicable, residents, are aware of the procedure to be 
followed in the case of fire, including the procedure for saving life. 
 
Action required:  
 
Provide suitable training for staff in fire prevention.  
 
Action required:  
 
Make adequate arrangements for reviewing fire precautions, and testing fire 
equipment, at suitable intervals. 
 
Reference:  

Health Act, 2007 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety  
Standard 29: Management Systems  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The development of a clinical incident reporting document has 
taken place which ensures a process where remedial action is 
addressed to prevent reoccurence and a feedback mechanism to 
each area is in place. A systematic of quarterly evaluation of 
accidents & incidents is taking place. 
 
 
The Risk Management policy has been reviewed to ensure 
measures are in place to control the following specific risks - 
unexplained absence of a resident, accidental injury to a resident 
or staff, aggression, violence and self harm. Also this policy 
covers the arrangements for the identification, recording, 
investigation and learning from serious or untoward incidents or 
adverse events involving residents. 
 
A site specific emergency plan for responding to emergencies has 
been put in place. 
 
Management are in the process of reviewing the requirements of 
the fire register with technical services. 
 
Fire training has taken place on site since the dates of the 
inspection and training records are available for inspection. 
Routine fire drills will take place 3 times a year. 
Fire checks records are being spot checked regularly and staff 
have been advised that emergency exits have to be free of 
obstruction. 
 

 
 
11 October 2013 

 
Outcome 8: Medication management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Not all aspects of medication management were in accordance with all relevant 
legislation, regulation and regulatory body guidance.  
 
The medication management policy, though centre-specific, did not reflect practice 
within the centre and the policy did not outline the procedure for the prescription, 
administration and review of PRN medications.  
 
Prescription and administration records required improvements as: 
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 abbreviations were in use that were not recognised or understood by staff  
and there was an inconsistency in the manner in which the frequency of 
administration was documented 

 the dosage and maximum dosage of all medications prescribed on a PRN basis 
was not stated. 

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: 
 
Management have put in place appropriate and suitable practices 
and operational policies in relation to the ordering, prescribing, 
storage and administration of medication to residents. Same has 
been disseminated to staff. 
 

 
 
02 September 
2013 

 
Theme: Effective care and support 
 
Outcome 10: Reviewing and improving the quality and safety of care  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The quality review process was limited and the inspection findings identified areas of 
care and practice that would have benefited from review and benchmarking, such as 
the use of physical restraint. 
 
There was not always evidence that the quality review process resulted in feedback 
to staff, learning, enhanced practice and clinical outcomes. 
 
Staff spoken with said that the quality review process involved formal consultation 
with residents via the completion of satisfaction questionnaires. However, the results 
of these were not available for review at the time of inspection. 
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Action required:  
 
Establish and maintain a system for reviewing the quality and safety of care provided 
to, and the quality of life of, residents in the designated centre at appropriate 
intervals. 
 
Action required:  
 
Establish and maintain a system for improving the quality of care provided at, and 
the quality of life of residents in, the designated centre. 
 
Action required:  
 
Consult with residents and their representatives in relation to the system for 
reviewing and improving the quality and safety of care, and the quality of life of 
residents. 
 
Reference:  

Health Act, 2007 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement 

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

Timescale: 
 

Provider’s response: 
 
Training in all areas of restraint free practices and consent has 
taken place for all staff. 
 
There is a process in place to ensure staff are provided with 
feedback to improve enhanced practice in all areas. 
 
Resident satisfaction surveys have been carried out, evaluated 
and an action plan is in place and is to be evaluated in two 
months time. 
 
Results of the residents’ satisfaction survey will be discussed at 
the resident forum on an ongoing basis. 
 
There is a process in place to ensure that staff are provided with 
the relevant feedback from quality initiatives to ensure 
improvement in enhanced practice and clinical outcomes for the 
clients. 
 

 
 
 
30 September 
2013 
 
 
 
 
 
 
 
ongoing 

 
 
 
Outcome 11: Health and social care needs 
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The provider/person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
Care plans were not developed for a significant number of residents to support the 
provision of consistent, high quality, evidence-based care.  
 
Restraint was not managed in compliance with the centre’s own policy on the 
management of restraint and there was insufficient evidence that alternative less 
restrictive measures were tried before restraint was employed. For example: 
 

 wandering alarms were routinely placed on a number of residents without 
evidence that each resident was individually assessed for wandering or that 
other less restrictive measures were explored 

 bedrails were in place for one resident even though the risk assessment 
identified that the resident was at risk of climbing over bedrails 

 the consent form for restraint was generic and did not specify, for most 
residents, the type of restraint to be used 

 a number of residents were in reclining chairs and records indicated and staff 
confirmed that some of these chairs were positioned in order to prevent the 
resident from getting out of the chair. 

 
There was insufficient evidence of referral to occupational therapy for assessment 
regarding the suitability of speciality chairs for individual resident’s needs. 
 
Based on a sample of wound care plans viewed by inspectors, a detailed assessment 
and treatment protocol was not in place for all wounds. 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Action required:  

 
Put in place suitable practices and procedures in relation to the management of 
restraint. 
 
Action required:  

 
Facilitate each resident’s access to occupational therapy, or any other services as 
required by each resident. 
 
Action required:  

 
Provide a high standard of evidence-based nursing practice, including the 
management of wounds. 
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Reference:   

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Standard 3: Consent  
Standard 10: Assessment  
Standard 11: The Resident’s Care Plan 
Standard 13: Healthcare 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 

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

Timescale: 
 

Provider’s response: 
 
An indivualised care plan is being developed and will be agreed 
with the resident. 
 
Practices and procedures in regards to restraint are being 
reviewed and staff education will be ongoing. 
 
There is a referral process in place for OT asssessment for 
residents. 
 
A review of the wound management guidelines is taking place 
and training will follow for staff. 
 

 
 
30 November 
2013 

 
Outcome 12: Safe and suitable premises 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The corridor leading to Ann’s unit from the main entrance was narrow in places and 
there was inadequate signage to direct relatives/visitors to the unit. 
 
The significant number of multi-occupancy rooms impacts on the privacy and dignity 
of residents and means that most residents have limited scope for personalising 
spaces and limited facilities to secure personal belongings. 
 
In Ann’s Unit, which is the dementia specific unit, there was one six-bedded room 
and one four-bedded room, both of which were sparsely furnished and minimally 
decorated and were not personalised to individual residents. The bedrooms were 
secured from access by residents during the day, which does not support resident 
autonomy or independence.   
 
The sitting rooms in both Enda’s and Francis were inadequate in size for residents to 
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dine comfortably and appeared crowded at mealtimes.  
 
Records of the preventive maintenance of equipment such as beds and speciality 
mattresses were not available in the centre on the days of inspection.  
 
A number of mobile electronic hoists were stored on corridors outside residents’ 
rooms while the batteries were recharged. Wheelchairs and commodes were also 
being stored along corridors.   
 
Action required:  
 
Provide adequate signage and ensure relatives and visitors can easily access all units 
in the centre. 
 
Action required:  
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents.   
 
Action required:  
 
Provide suitable premises for the purpose of achieving the aims and objectives set 
out in the statement of purpose. 
 
Action required:  
 
Provide adequate dining space separate to the residents’ private accommodation. 
 
Action required:  
 
Maintain the equipment for use by residents or people who work at the designated 
centre in good working order. 
 
Action required:  
 
Ensure suitable provision for storage of equipment in the designated centre.   
 
Reference:   
                  Health Act, 2007 
                  Regulation 19: Premises 
                  Standard 25: Physical Environment 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A review of hospital signage has taken place and the necessary 
signage will be put in place. 

 
 
31 October 2013 
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Management are in negotiations with Technical services 
regarding the preventative maintenance of beds and mattresses. 
 
 
A audit of each ward has taken place and has been submitted to 
HSE Estates nationally in an effort to meet the standards by 2015 
The HSE nationally and in the South are completing detailed 
plans in relation to existing buildings to achieve compliance with 
the environmental standards required. These plans consider the 
options of refurbishment, extension or full replacement of these 
facilities. 
 
This work is nearing completion for all facilities and a detailed 
plan is being drawn up for Dungarvan Community Hospital. This 
will then be assessed against the number of public beds that are 
required to be retained in an area based on trends in demand for 
service and will form part of an overall plan for HSE South. This 
plan and the overall funding requirement for the HSE will then be 
put forward for discussion with The Department of Health and 
ultimately for consideration by The Minister for Health. 
 

 
30 November 
2013 
 
 
Ongoing 

 
Theme: Person-centred care and support                                                             
 
Outcome 13: Complaints procedures 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The centre-specific process for managing complaints was not on prominent display 
throughout the centre. 
 
There was inconsistency in the complaints records seen in that all records did not 
contain evidence of complaint resolution and complainant satisfaction.  
 
Action required:  
 
Display the complaints procedure in a prominent position in the designated centre. 
 
Action required:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
Reference:   

Health Act, 2007 
Regulation 39: Complaints Procedures 
Standard 6: Complaints  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The centre-specific process for managing complaints is 
prominently on display in all units. 
 
A review of the complaints records log has taken place and a 
process put in place to ensure a satisfactory resolution. 
 

 
 
30 September 
2013 

 
Outcome 17: Residents’ clothing and personal property and possessions 
The provider/person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
Due to multi-occupancy rooms, and the proximity of beds to each other, there was 
insufficient space for all residents to store their own clothes and these were stored 
centrally in each unit. 
 
Action required:  
 
Provide adequate facilities for each resident to appropriately store, maintain and use 
his/her own clothes. 
 
Reference:  

Health Act, 2007 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence  

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

Timescale: 
 

Provider’s response: 
 
The HSE nationally and in the South are completing detailed 
plans in relation to existing buildings to achieve compliance with 
the environmental standards required. These plans consider the 
options of refurbishment, extension or full replacement of these 
facilities. This work is nearing completion for all facilities and a 
detailed plan is being drawn up for Dungarvan Community 
Hospital. This will then be assessed against the number of public 
beds that are required to be retained in an area based on trends 
in demand for service and will form part of an overall plan for 
HSE South. This plan and the overall funding requirement for the 
HSE will then be put forward for discussion with The Department 
of Health and ultimately for consideration by The Minister for 
Health. 

 
 
Ongoing 
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Theme: Workforce 
 
Outcome 18: Suitable staffing 
The provider/person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
Evidence of current registration certificate as supplied annually by the regulatory 
body and as required by the Authority as evidence of current registration was not 
available for all nurses.   
 
Staff attendance at training was inconsistent and some staff had not attended 
mandatory training such as manual handling, fire safety training and abuse within the 
required timeframes. 
 
Training records did not demonstrate that staff had attended recent training on the 
use of physical restraint and not all nursing staff had attended training on medication 
management.   
 
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 have been obtained in respect of each 
person. 
 
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 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Standards 22: Recruitment  
Standard 24: Training and Supervision 
Standard 23: Staffing Levels and Qualifications 

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

Timescale: 
 

Provider’s response: 
 
All staff records are being reviewed at present and all relevant 
documentation is being sought. An education plan is being 
developed for all staff. 
 

 
 
31 December 
2013 

 


