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Centre name: 

 
Elmhurst Nursing Home 

 
Centre ID: 

 
0134 

Centre address: 

 
Hampstead Avenue 
 
Glasnevin 
 
Dublin 9 

 
Telephone number:  

 
01 837 7130 

 
Email address: 

 
info@highfieldhospital.com 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
J & M Eustace T/A Highfield Healthcare 

 
Person authorised to act on 
behalf of the provider: 

 
 
Stephen Eustace 

 
Person in charge: 

 
Meabh O’Sullivan 

 
Date of inspection: 

 
8 August 2013  

 
Time inspection took place: 

 
Start: 09:40 hrs             Completion: 17:05 hrs 

 
Lead inspector: 

 
Sonia McCague 

 
Support inspector(s): 

 
Mary McCann 

 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 

 
 
45 

 
Number of registered 
places: 

 
 
49 

   
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 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. 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.  
 
Information, by way of a report, was required by the Authority within two working 
days from the person in charge and provider to include action and controls following 
identification of a risk and disclosure of an incident that had been assessed as could 
possibly reoccur and that may have a significant impact on resident outcomes and 
compromise their care and welfare and that of their visitors.  
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On receipt of this report a second inspection day is to be carried out to follow up on 
this and all matters arising during this inspection. This preliminary report as agreed 
on inspection requires immediate action and a detailed response that will be 
inspected against in a subsequent inspection to be carried out and determined based 
on all information received including a report by 12 August 2013 and responses 
provided to the action plan at the end of this report. 
 
Plans to increase occupancy in Elmhurst by two and decrease in Desmond by two 
were in hand. The provider proposes to move an internal door between Elmhurst and 
Desmond Unit. Rooms 221 and 131 currently within Desmond Unit dedicated to 
enduring mental illness were to be designated for frail elderly residents and form 
part of Elmhurst Unit. Both rooms were vacant on this inspection and the en suite 
door in one was catching on the floor covering preventing it to open out fully, this 
was noted by the staff member accompanying an inspector. Written confirmation of 
the fire officer’s approval and timeframe of works/reconfiguration are to be 
submitted to the Authority. Risks assessments are to be carried out in advance of the 
work commencing and controls put in place/managed for its duration.  
 
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 1  
There is a written statement of purpose that accurately describes the service provided 
in the centre. The services and facilities outlined in the Statement of Purpose, and the 
manner in which care is provided, reflect the diverse needs of residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 
Action(s) required from previous inspection:  
  
Compile a statement of purpose that consists of all matters listed in Schedule 1 of the 
Regulations. 
 
Make a copy of the statement of purpose available to the Chief Inspector. 
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Inspection findings 
 
The actions required from the previous inspection were satisfactorily implemented. 
However, on review of the most recent statement of purpose a number of issues was 
identified that required review, improvement and/or clarification as follows: 

 conditions attached by the Chief Inspector to the designated centre’s 
registration under Section 50 of the Health Act 2007 were not included 

 the total staffing complement, in whole time equivalents had reduced 
significantly for the designated centre with the complements in management 
(one CNM1), nursing (two nurses) and care assistant (three) without a 
decrease in capacity or resident numbers 

 the range of needs and admission to the designated centre intended to meet 
had included residents with a mild intellectual disability, however, an 
assessment tool or criteria used for admission to assess/confirm how this 
would be determined was not available or in place  

 the fire precautions and associated emergency procedures in the designated 
centre such as the provision and maintenance of fire equipment and fire exits, 
staff training, fire drills, fire alarm checks, and evacuation procedures were 
not stated 

 the arrangements made for contact between residents and their relatives, 
friends and/or carers did not reflect the practice in one unit 

 the arrangements made for dealing with complaints was summarised, 
however, it did not clearly outline the steps to be adopted when are 
dissatisfied with any aspect of the care or service they receive to include the 
named complaints officer and appeals person and process 

 the number of rooms specifed was not accurate to achieve a total of 49 
 details of any specific therapeutic techniques used in the designated centre 

and arrangements made for their supervision was not detailed sufficiently or 
inclusive of all therapies available to residents. This refers to therapies 
provided by both external therapists (appropriately qualified and vetted) and 
therapies provided by in-house staff such as occupational therapy and 
psychiatry 

 day care arrangements are not provided which should be stated. 
  
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. 
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Inspection findings 
 
There have been no changes to the person in charge since the last inspection. The 
designated centre was managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of this service. 
 
Outcome 4 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained 
in a manner so as to ensure completeness, accuracy and ease of retrieval. The 
designated centre is adequately insured against accidents or injury to residents, staff 
and visitors. The designated centre has all of the written operational policies as 
required by Schedule 5 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). 
 
References:   
Regulations 21-25: The records to be kept in a designated centre 
Regulation 26: Insurance Cover  
Regulation 27: Operating Policies and Procedures  
Standard 1: Information 
Standard 29: Management Systems 
Standard 32: Register and Residents’ Records 
 
Inspection findings: 
*Where “Improvements required” is indicated, full details of actions required are in the 
Action Plan at the end of the report.   
 
Residents’ Guide  
 
Action(s) required from previous inspection:  
Produce a Residents’ Guide which includes a summary of the statement of purpose; 
the terms and conditions in respect of accommodation to be provided for residents; a 
standard form of contract for the provision of services and facilities to residents;  
Keep the residents guide under review to ensure it reflects any organisation changes of 
structure, policies or procedures. 
 
Substantial compliance                                  Improvements required*       
 
The Residents’ Guide requires improvement to summarise matters outlined above for 
the purpose of the intended reader/resident. In the guide received, the name of 
another designated centre operated separate from this centre was referenced in the 
guide in relation to services/fees at 1 January 2012 and summary of charges. The 
requirements of Regulation 21 related to the residents guide are as follows: 
21. The registered provider shall produce a written guide (in these Regulations 
referred to as “the resident’s guide”) which shall include: 
 (a) a summary of the statement of purpose; 
(b) the terms and conditions in respect of accommodation to be provided 
for residents; 
(c) a standard form of contract for the provision of services and facilities 
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by the registered provider to residents; 
(d) the most recent inspection report; 
(e) a summary of the complaints procedure provided for in article 39; and 
(f) the address and telephone number of the Chief Inspector. 
 
The residents guide received on inspection 8 August 2013 did not include all matters 
required, as above. 
 
The person in charge is responsible to ensure each resident has access to information 
including, but not limited to, the information specified in these regulations, in an 
accessible format, appropriate to their individual needs, to assist in decision making. 
 
Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                                 Improvements required*         
 
A policy for protection of vulnerable adults was available, however, it did not reflect the 
practice/interventions to be adopted and did not detail the specific procedures in 
place/available or to be adopted regarding the prevention, detection and response to 
abuse to guide and inform staff and did not include the name and contact details of the 
local designated adult protection officer/elder abuse officer were available. 
 
Recruitment, selection and vetting of staff practices found in records/staff files 
reviewed did not demonstrate a robust.  
 
Monitoring and documentation of nutritional intake was not detailed sufficiently to 
ensure adequate arrangements were maintained in line with evidence best practice and 
practices in place. 
 
A policy regarding health and safety of residents, staff and visitors that described 
arrangements/practice/s was not available. 
 
A risk management policy was not available. The person in charge informed inspectors 
that this policy and many others were under review. 
 
A recently developed policy was available in relation to the handling and investigation 
of complaints, however, it did not describe the complaints officer, appeals person, 
procedure to be adopted by staff on receipt of a complaint verbally or otherwise and 
did not include reference to the records/template to be used in practice. 
 
Behaviour management- a policy on challenging behaviour management was available, 
however, it did not include responding and management of inappropriate behaviour.  
 
As outlined in Outcome 1, admission to the designated centre was to include residents 
with a mild intellectual disability, however, an assessment tool or criteria used for 
admission to assess/confirm how this would be determined was not available. 
 



 

Page 8 of 35 

 

Staffing Records (reported in outcome 18 action plan) 
 
Substantial compliance                                  Improvements required*                 
 
Details and documentary evidence of relevant accredited training of staff was not 
available in the sample of files reviewed. In relation to one nurses file, the contract of 
employment and signature used in care records did not reflect the name found on the 
current registration document provided by professional bodies or personal identification 
document. 
 
While three written references were found in staff files, evidence was not available that 
references were verified, including a reference from a person’s most recent employer.  
 
Evidence that the person is physically and mentally fit for the purposes of the work 
that they are to perform at the designated centre or, where it is impracticable for the 
person to obtain such evidence, a declaration signed by the person that they are so fit, 
was not consistently maintained or available. 
 
Medical Records 
 
Substantial compliance                                  Improvements required*                 
 
An incomplete nutritional screening assessment was found for one resident at risk of 
undernourishment.  
 
Nursing records completed and signed by the person as nurse on duty was not in 
accordance with relevant professional guidelines as the registered professional name 
was not used. 
 
 
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 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
As outlined in Outcome 4, the policy for protection of vulnerable adults was available, 
however, it did not reflect the practice/interventions to be adopted and did not detail 
the specific procedures in place/available or to be adopted regarding the prevention, 
detection and response to abuse to guide and inform staff. The policy did not include 
the name and contact details of the local designated adult protection officer/elder 
abuse officer as required. 
 
Recorded incidents and allegations of abuse had been responded to, investigated 
and concluded with recommendations made to mitigate risk of harm or reoccurrence. 
However, following these incidents and allegations, training related to abuse and 
protection of vulnerable residents had not been provided to staff involved and the 
roster did not demonstrate supervisory recommendations made following 
investigations of allegations of abuse were implemented consistently. 
 
The management of residents finances were not inspected on this occasion. 
 
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:  
 
Risk Management Procedures  
 
Put in place a comprehensive written centre specific risk management policy and 
implement this throughout the designated centre.  
 
Ensure that the risk management policy covers, but is not limited to, the identification 
and assessment of risks throughout the designated centre and the precautions in place 
to control the risks identified.   
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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. 
 
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.  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre in the grounds of the designated centre and when outside of the centre with 
staff. 
 
Fire Precautions and Records  
 
Provide suitable training for all persons working in the centre in fire prevention.  
 
Ensure, by means of fire drills and fire practices at suitable intervals, that the all 
persons working in the centre 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. 
 
Put in place an emergency plan for responding to emergencies. 
 
 
Inspection findings 
 
The action(s) required from the previous inspection were partly implemented.  
 
The health and safety statement was dated March 2012 and was comprehensive, 
however, it had not been updated as required and did not include the named staff 
member recently appointed as safety representative. 
 
As outlined in Outcome 4, a risk management policy was not available, however, 
there was evidence that risk assessments were carried out and control measures 
identified and/or in place for those recorded in the risk register. Risk assessments for 
smokers was maintained and controlled. While a good attitude and response to 
identified risks was apparent, inspectors had concerns in relation to the response and 
action taken as a result of a recent incident that may compromise residents and or 
their visitors and conclude that reasonable measures to prevent accidents to any 
person in the designated centre in the grounds of the designated centre and when 
outside of the centre with staff had not been sufficiently addressed. This matter is 
reported in Outcome 10 action plan. 
 
Plan for responding to emergencies were described by staff and reflected in 
procedures displayed. A training programme was in place that included fire, manual 
handling, elder abuse, health and safety, infection control and food hygiene (six 
courses) on the same date. Inspectors were not satisfied that this practice was in 
accordance with legislative and best practice requirements having six courses/topics 
that included mandatory training delivered within one day. The inspectors requested 
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that information in relation to each course content and timeframe, and the name and 
qualification of instructors/facilitators delivering training be available for inspection at 
the next inspection.  
 
While fire training was held and staff described how they would respond in the event 
of the fire alarm, inspectors confirmed that a simulated/mock evacuation had not 
been practiced to ensure staff were familiar with the equipment available and to be 
used by residents, and staff practice in the use of fire extinguishers was not included 
in training held to date. 
 
Inspectors found that the provision of one full body hoist for up to 49 residents was 
insufficient. A total of nine residents within the centre were assessed as requiring a 
full body hoist for activities of daily living. Seven residents in Elmhurst Unit required 
the assistance of a full body hoist as well as two residents in Desmond Unit. Daily 
routines such as assisting residents up in the morning and in/out of bed and on/off a 
toilet were co-ordinated around the availability of the hoist. During feedback 
following this inspection inspectors were informed that an additional hoist would be 
provided to facilitate choice and meet resident’s needs. 
 
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 
 
The actions required from the previous inspection were partly implemented.  
 
A comprehensive medication management policy with procedures for prescribing, 
administering, recording and storing of medication was available. Review of records 
and observation of practice indicated that these procedures were in the main 
implemented. In a sample of resident prescriptions inspectors found that the dose 
prescribed was different to the dose to be administered which may increase the risk 
of errors, and in one instance a medication included on the prescription sheet that 
was administered to one resident had not been signed by the GP. 
 
Medication was stored safely and controlled drugs stock levels were recorded at the 
end of each shift and recorded in a register in keeping with legislative requirements. 
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Inspectors were informed that audits of medication management was maintained as 
stated in the response to the previous inspection, however, these were not inspected 
and will be followed up at the next inspection. 
 
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 
 
A record of incidents occurring in the designated centre was maintained and, where 
required, notified to the Chief Inspector. 
 
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:   

 
Establish and maintain a system for improving the quality of care provided at, and the 
quality of life of residents in, the designated centre. 
 
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. 
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Inspection findings 
 
The actions required from the previous inspection were not inspected against and 
will be followed up on the next inspection. However, a report was required by the 
Authority within two working days from the person in charge and provider to include 
action and controls following identification of a risk and disclosure of an incident that 
had been assessed as could possibly reoccur and that may have a significant impact 
on resident outcomes and compromise their care and welfare and that of their 
visitors.  
 
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:  
 
Set out each resident’s needs in an individual care plan developed and agreed with the 
resident. 
 
Revise each resident’s care plan, after consultation with him/her. 
 
Keep each resident’s care plan under formal view as required by the resident’s 
changing needs or circumstances, and no less frequent than at three-monthly intervals. 
 
Notify each resident of any review of his/her care plan. 
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Inspection findings 
 
In the sample of assessments and care plans reviewed, inspectors noted that the 
actions required from the previous inspection had not been fully implemented.  
 
These requirements will be followed up further on the next day of inspection. 
 
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  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Elmhurst Nursing Home is made up of two Units, Elmhurst a 22 bed facility for “frail 
elderly residents” and Desmond Unit a 27 bed facility for residents with “enduring 
mental illness”. 
 
Plans to increase occupancy in Elmhurst by two and decrease in Desmond by two 
were in hand. The provider proposes to move an internal door between Elmhurst and 
Desmond Unit. Rooms 221 and 131 currently within Desmond Unit dedicated to 
enduring mental illness were to be designated for frail elderly residents and form 
part of Elmhurst Unit. Both rooms were vacant on this inspection and the en suite 
door in one was catching on the floor covering preventing it to open out fully. 
Inspectors were informed that matters were in hand that included consultation and 
approval by the fire officer. Written confirmation of the fire officer’s approval and 
works timeframe is to be submitted to the Authority. Risks assessments are to be 
carried out in advance of the work commencing and controls in place/managed for 
its duration.  
 
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 management of complaints was in accordance with the Regulations.  
 
The complaints procedure was displayed and a policy was available that required 
refinement as outlined in Outcome 4. 
 
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:  
 
Provide staff members with access to education and training to enable them to provide 
care in accordance with contemporary evidence-based practice. 
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Inspection findings 
 
The action required from the previous inspection was not implemented satisfactorily.  
 
On arrival to the centre inspectors met the person in charge who had a team of four 
staff nurses, seven care attendants (one agency in Elmhurst unit), an activity 
coordinator, two housekeeping staff (one on induction) and a catering personnel on 
duty. An additional care attendant from an agency came on duty in Elmhurst unit at 
10.30am. Inspectors also met the director of operations who supports the person in 
charge. Staff were knowledgeable regarding residents assessed needs and daily 
routine. 
 
Rosters were available, however, rosters were incomplete and staffing arrangements 
required improvement. The following findings require review: 

 the surname of the staff or person working in the designated centre was not 
recorded consistently on the roster 

 the professional registered name of a nurse was not recorded on the roster 
 the roster did not demonstrate that a minimum of four nurses were on duty 

daily as stated in the statement of purpose and a minimum of two nurses 
were not on duty in each unit on the roster available 

 a male and female nurse was not consistently on duty in each unit. The roster 
included that on one day shift three male nurses were on duty (two in 
Desmond) and one female nurse in Elmhurst. A male care staff, a female care 
staff and an agency care staff was also on duty in Desmond Unit on this day 

  
Residents were satisfied with the care received and were in the main complimentary 
of staff. Some residents commented on regular changes in care personnel (agency 
staff) but attributed this to the demands/problems of operating the facility. Over a 
two week period, the roster reviewed included eight agency care staff working in the 
designated centre.  
 
Rotation of night staff to days was not practiced by all staff including nurses to 
facilitate appraisal and review and in order to ensure that all staff members are 
supervised on an appropriate basis pertinent to their role. Inspectors were informed 
that arrangements were in place to include a minimum of two staff nurses on duty to 
facilitate supervised practice following an allegation of abuse. However, on review of 
the roster this was not maintained.  
 
As outlined in Outcome 1, since registration and the last inspection, the total staffing 
complement, in whole time equivalents had reduced significantly for the designated 
centre with the complements in management (one CNM1), nursing (two nurses) and 
care assistant (three) without a decrease in capacity or resident numbers. This is to 
be reviewed and clarified by management. 
 
As outlined in Outcome 7, inspectors were not satisfied with training arrangements in 
place that included fire, manual handling, elder abuse, health and safety, infection 
control and food hygiene (six courses) being conducted on the same date. Inspectors 
were not satisfied that this practice was in accordance with legislative and best 
practice requirements and have requested a detailed summary of course content and 
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qualifications of those delivering this training. Staffing records were incomplete and 
did not provide sufficient assurances that mandatory training was delivered as 
required. Staff files reviewed did not include evidence that staff have qualifications 
suitable to the work that they are to perform, and the skills and experience 
necessary for such work. An update in relevant training related to protection of 
residents and prevention of abuse had not been provided to staff following their 
involvement in recent allegations of abuse. 
 
In addition and as outlined in outcome 4, evidence that all staff are physically and 
mentally fit for the purposes of the work which they are to perform at the designated 
centre was not available in all files reviewed. 
 
Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider, 
the person in charge, and the director of operations 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: 

 
Elmhurst Nursing Home 

 
Centre ID:  

 
0134 

 
Date of inspection: 

 
8 August 2013  

 
Date of response: 

 
20/08/2013 

 
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 
 
Outcome 1: Statement of purpose and quality management 
The provider and person in charge are failing to comply with a regulatory 
requirement in the following respect:  
 
The most recent Statement of Purpose had a number of issues that required review, 
improvement and/or clarification as follows: 

 conditions attached by the Chief Inspector to the designated centre’s 
registration under Section 50 of the Helath Act 2007 were not included 

 the total staffing complement, in whole time equivalents had reduced 
significantly for the designated centre with the complements in management 
(one CNM1), nursing (two nurses) and care assistant (three) without a 
decrease in capacity or resident numbers 

 the range of needs and admission to the designated centre intended to meet 
had included residents with a mild intellectual disability, however, an 
assessment tool or criteria used for admission to assess/confirm how this 
would be determined was not available or in place  

                                                 
∗ 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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 the fire precautions and associated emergency procedures in the designated 
centre such as the provision and maintenance of fire equipment and fire exits, 
staff training, fire drills, fire alarm checks, and evacuation procedures were not 
stated 

 the arrangements made for contact between residents and their relatives, 
friends and/or carers did not reflect the practice in one unit 

 the arrangements made for dealing with complaints was summarised, 
however, it did not clearly outline the steps to be adopted when are 
dissatisfied with any aspect of the care or service they receive to include the 
named complaints officer and appeals person and process 

 the number of rooms was not accurate to achieve a total of 49 
 details of any specific therapeutic techniques used in the designated centre 

and arrangements made for their supervision was not detailed sufficiently or 
inclusive of all therapies available to residents. This refers to therapies 
provided by both external therapists (appropriately qualified and vetted) and 
therapies provided by in-house staff such as occupational therapy and 
psychiatry 

 day care arrangements are not provided which should be stated  
 
Action required:  
 
Compile a statement of purpose that describes the aims, objectives and ethos of the 
designated centre.  
 
Action required:  
 
Compile a statement of purpose that describes the facilities and services which are 
provided for residents. 
 
Action required:  
 
Compile a statement of purpose that consists of all matters listed in Schedule 1 of the 
Regulations. 
 
Action required:  
 
Make a copy of the statement of purpose available on request to residents. 
 
Action required:  
 
Keep the statement of purpose under review. 
 
Action required:  
 
Make a copy of the statement of purpose available to the Chief Inspector. 
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Action required:  
 
Notify the Chief Inspector in writing before changes are made to the statement of 
purpose which affect the purpose and function of the centre. 
 
Reference:   

Health Act, 2007 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 

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

Timescale: 
 

Provider and Person in Charge’s response: 
 
Please see updated Statement of Purpose enclosed. It includes 
the total staff compliment, in whole time equivalents,this number 
has changed due to an increase of the hours worked by nursing 
staff. An increase in care staff was implemented with an 
additional 8-2pm, (42hrs), this was the only change to the 
number of staff on duty since the previous SOP. 
Total number of Nursing and care assistant hours is 584 in place. 
Total number of hours required based on dependency is 450.5 
hours in Elmhurst. Total number of nursing and care assistant is 
546 hours in place. Total number of hours needed based on 
dependency is 361 hours in Desmond. 
 The centre will  not be admitting residents to the Desmond 
Centre with Intellectual Disabilities as a primary diagnoses but 
residents may have a form of ID as a secondary diagnoses.(The 
diagnosis will be confirmed from the referring consultant). 
Fire training is carried out at regular intervals throughout the 
year ensuring all staff attend. Records are kept of attendance .A 
fire evacuation  drill was carried out on the 21st August 2013 
with the Fire Officer and the Training Officer. Drills will continue 
to operate until all staff in Elmhurst Nursing Home have 
completed the drill. Fire Training is taught as part of the 
Mandatory training on commencement of employment. The fire 
precautions has been added to the SOP.  
Visiting arrangements are clearly stated at the entrance of the 
centre and in the SOP and is encouraged, arrangements are also 
highlighted in our Policy  
We have  updated the complaints policy to name the positions of 
each of the relevant people already in the policy,  the complaints 
officer, appeals person and the ombudsman .  
Number of rooms corrected and all services available to residents 
are included in the S.O.P. 
Day Care facilities are not available in Elmhurst Nursing Home 
and are clearly stated in the Statement of Purpose. 
 

 
 
20th August  
Completed 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Enclosed 
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Outcome 4: Records and documentation to be kept at a designated centre 
The provider and person in charge are failing to comply with a regulatory 
requirement in the following respect:  
 
The Residents’ Guide did not include a summary of all matters outlined within the 
requirements of Regulation 21. 
 
Another designated centre operated separate from this centre was referenced in 
relation to services/fees at 1 January 2012 and summary of charges in the residents 
guide for Elmhurst Nursing Home. 
 
Action required:  
 
Produce a Residents’ Guide which includes a summary of the statement of purpose; 
the terms and conditions in respect of accommodation to be provided for residents; a 
standard form of contract for the provision of services and facilities to residents; the 
most recent inspection report; a summary of the complaints procedure provided for 
in Regulation 39; and the address and telephone number of the Chief Inspector. 
 
Action required:  
 
Ensure each resident has access to information to assist in decision making, 
including, but not limited to, the information specified in the Regulations. Provide this 
information in an accessible format, appropriate to each resident’s individual needs. 
 
Reference:    

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

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

Timescale: 
 

Provider’s response: 
 
The Residents Guide and the Statement of Purpose are located in 
the front lobby of each unit, all residents and family members 
have access to them. A copy is  given to residents prior to 
admission.All fees outlined in the Residents Guide are relevant to 
Elmhurst nursing Home only. Care plans are devised within 48hrs 
of admission and are discussed with and signed  by the resident 
or the next of kin if the resident is unable to sign. Their individual 
needs are highlighted at this time and contiue to be assessed and 
updated through out their stay. The resident has full access to 
their file at any time. The complaints procedure is inserted in this 
document. 
 

 
 
20/08/13 
Completed 
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Outcome 4: Records and documentation to be kept at a designated centre 
The provider and person in charge are failing to comply with a regulatory 
requirement in the following respect:  
 
Operating Policies and Procedures (Schedule 5) 
 
Improvements were required:    
 

 A policy for protection of vulnerable adults was available, however, it did not 
reflect the practice/interventions to be adopted and did not detail the specific 
procedures in place/available or to be adopted regarding the prevention, 
detection and response to abuse to guide and inform staff and did not include 
the name and contact details of the local designated adult protection 
officer/elder abuse officer were available 

 Recruitment, selection and vetting of staff practices found in records/staff files 
reviewed did not demonstrate a robust system 

 Monitoring and documentation of nutritional intake was not detailed 
sufficiently to ensure adequate arrangements were maintained in line with 
evidence best practice and practices in place 

 a policy regarding health and safety of residents, staff and visitors that 
described arrangements/practice/s was not available 

 A risk management policy was not available. The person in charge informed 
inspectors that this policy and many others were under review 

 A recently developed policy was available in relation to the handling and 
investigation of complaints, however, it did not describe the complaints officer, 
appeals person, procedure to be adopted by staff on receipt of a complaint 
verbally or otherwise and did not include reference to the records/template to 
be used in practice 

 Behaviour management - a policy on challenging behaviour management was 
available, however, it did not include responding and management of 
inappropriate behaviour  

 as outlined in Outcome 1, admission to the designated centre was to include 
residents with a mild intellectual disability, however, an assessment tool or 
criteria used for admission to assess/confirm how this would be determined 
was not available.          

 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5 of the 
Regulations. 
 
Action required:  
 
Review all the written operational policies and procedures of the designated centre 
on the recommendation of the Chief Inspector and at least every three years.  
 
Reference:    

Health Act, 2007 
Regulation 27: Operating Policies and Procedures 
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Standard 29: Management Systems 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The policy for Abuse of older people  has a flow chart added to 
highlight who to contact in the case of an allegation of abuse 
including the adult protection officer,policy enclosed. Please also 
find the policy for protection of vulnerable adults. The visitors 
policy has been reviewed and is enclosed. The complaints policy 
now has the complaints officer and appeals officer beside the 
names which were already in place and highlighted as being the 
relevant people. Copy enclosed.   Please find a list of all policies 
in practice in Elmhurst Nursing Home. Some policies, including 
the risk management policy, is under review which will be 
discussed at our Policy review meeting on the 9th Sep 2013. All 
policies were previously in place and some had been removed for 
the purpose of review ,the risk mananagement policy being one 
of these. I have highlighted the policies under review. It was not 
a situation that the centre had never had polices in place.13 out 
of 54 policies were under review at the time of the previous 
inspection in August 2013 but all policies are now signed off and 
in action. All policies are reviewed on a 3yr basis or more 
frequently if necessary, and are amended as required prior to 
this. 
 

 
 
partially 
completed. 
30/09/13 

 
Outcome 4: Records and documentation to be kept at a designated centre 
The provider and person in charge are failing to comply with a regulatory 
requirement in the following respect:  
 
An incomplete nutritional screening assessment was found for one resident at risk of 
undernourishment.  
 
Nursing records completed and signed by the person as nurse on duty was not in 
accordance with relevant professional guidelines as the registered professional name 
was not used. 
 
Action required:  
 
Complete, and maintain in a safe and accessible place, an adequate nursing record of 
each resident’s health and condition and treatment given, on a daily basis, signed 
and dated by the nurse on duty in accordance with any relevant professional 
guidelines.  
 
Action required:  
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Maintain, in a safe and accessible place, a record of each drug and medicine 
administered in respect of each resident, giving the date of the prescription, dosage, 
name of the drug or medicine, method of administration, signed and dated by a 
medical  practitioner and the nurse administering the drugs and medicines in 
accordance with any relevant professional guidelines.  
 
Reference:    

Health Act, 2007 
Regulation 25: Medical Records 
Standard 10: Assessment  
Standard 13: Healthcare 
Standard 14: Medication Management  
 

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

Timescale: 
 

Provider’s response: 
 
The one resident whose MUST score had not been updated had 
been reviewed by the dietitian on two separate occassions,and 
was on weekly weights and supplements as recommended by the 
Dietician. They also had a care plan in place highlighting the 
residents recent weight loss. A meeting had been held wit the 
Catering Manager to discuss the prepration of preferred meals 
that the resident may wish to include on their menu to encourage 
and increase their appetite. It must be pointed out that this 
resident is continuously reviewed by the Dr in relation to his 
weight loss.There is two MUST experts responsible for MUST 
scoring in each unit. They have been trained and liaise with the 
staff nurse when there is a concern noted. We had additional 
training in Nutrition and MUST scoring on the 10/09/13 which 
included Basic Nutrition and how to use the MUST scoring tool , 
both staff nurses and care staff attended. 
A comprehensive medication policy was in place. Medication 
usage reviews are complied by the pharmacist and signed off by 
the GP and the nurse in charge, on a 3 monthly basis. All 
residents are reviewed within a 3 monthly timeframe but can be 
seen by the GP on a need basis. Our Pyschiatric Consultant 
complete's his ward round in the Enduring Mental Health unit on 
a daily basis, excluding weekends,. Emergency psychaitric cover 
is avaible at weekends.  The GP visits weekly or more frequently 
if required, and  deals with all medical matters that arise with the 
residents. Medication audits are carried out monthly by the 
Clinical Nurse Manager, and the pharmacist with compiles her 
own mediaction audit on policies and practice in the units. All 
medications are documented and signed according to the 
prescriptions and relevant guidelines.The nurse referred to will 
sign his 3 names to all nursing documentation instead of the 2 
names currently being used, as per ABA guidelines, as will all 

 
 
20/09/13 
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nurses. 
 
 
Theme: Safe care and support  
 
Outcome 6: Safeguarding and safety 
The provider and person in charge are failing to comply with a regulatory 
requirement in the following respect:  
 
A policy for protection of vulnerable adults was available, however, it did not reflect 
the practice/interventions to be adopted and did not detail the specific procedures in 
place/available or to be adopted regarding the prevention, detection and response to 
abuse to guide and inform staff.  
 
The policy did not include the name and contact details of the local designated adult 
protection officer/elder abuse officer as required. 
 
Training related to abuse and protection of vulnerable residents had not been 
provided to staff involved in allegation of abuse and the roster did not demonstrate 
supervisory recommendations were implemented consistently. 
 
Action required:  
 
Put in place all reasonable measures to protect each resident from all forms of abuse. 
 
Action required:  
 
Put in place a policy on and procedures for the prevention, detection and response to 
abuse. 
 
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. 
 
Action required:  
 
Maintain a record of all incidences where a resident is harmed or suffers abuse. 
 
Action required:  
 
Take appropriate action where a resident is harmed or suffers abuse. 
 
Reference:    

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
There is a robust policy in place for the protection of vulnerable 
adults. There is also a policy for Elder abuse. All staff are trained 
in how to respond to abuse and are aware of the process of 
reporting suspected abuse. It has been highlighted to staff to 
remove the resident from the alleged abuser 
immediately.Training is carried out annually and all staff are 
obliged to attend. Evidence of this was shown to the inspectors 
on the day. We have compiled a flow chart to help guide both 
staff, residents and visitors to the process of how to report 
allegations of abuse . We have liaised with the Adult Protection 
Officer in our area who is there to support us should we need 
advice or guidance. Details are included in the policy. 
Evidence was given to the inspectors of the most recent 
allegation of abuse and the records had all been and remain 
maintained. As discussed at the inspection in August 2013 the 
PIC informed the inspectors that the person involved in the 
recent allegation did not work alone, he is accompanied by 
another staff member on all times throughout the investigation. 
The inspectors appeared satisifed with the handling of the 
investigation of the recent allegation of abuse at the time of 
inspection.   
 

 
 
21/08/03 
Completed 

 
Outcome 7: Health and safety and risk management  
The provider and person in charge are failing to comply with a regulatory 
requirement in the following respect:  
 
The health and safety statement had not been updated as required. 
 
Action required:  
 
Put in place written operational policies and procedures relating to the health and 
safety, including food safety, of residents, staff and visitors. 
 
Reference:  

Health Act, 2007 
Regulation 30: Health and Safety 
Standard 26: Health and Safety  

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

Timescale: 
 

Provider’s response:  
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The  Health and Safety Policy has the name of the newly 
appointed Health and Safety Officer. 
 

 
15/08/03 
Completed 

 
Outcome 7: Health and safety and risk management  
The provider and person in charge are failing to comply with a regulatory 
requirement in the following respect:  
 
A risk management policy was not available. 
 
A training programme was in place that included fire, manual handling, elder abuse, 
health and safety, infection control and food hygiene (six courses) on the same date. 
Inspectors were not satisfied that this practice was in accordance with legislative and 
best practice requirements having six courses/topics that included mandatory training 
delivered within one day. Inspectors requested that information in relation to each 
course content and its timeframe, and the name and qualification of the instructors 
or facilitators delivering training was to be made available for inspection at the next 
inspection.  
 
Inspectors found that the provision of one full body hoist for nine residents and up to 
49 residents spread over two units was insufficient. 
 
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the identification 
and assessment of risks throughout the designated centre and the precautions in 
place to control the risks identified.   
 
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. 
 
Action required:  
 
Put in place an emergency plan for responding to emergencies. 
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Action required:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 
Action required:  
 
Provide training for staff in the moving and handling of residents. 
 
Reference: 

Health Act, 2007 
Regulation 31: Risk Management Procedures 
Standard 26: Health and Safety  
Standard 29: Management Systems  

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

Timescale: 
 

Provider’s response: 
 
We have a Quality and Risk Management Committee which is 
chaired by the CEO. All risks arising at ward level are discussed at 
our monthly meetings which are attended by a representative 
form all areas. Comprehensive risk registers are complied by the 
ward managers as risks are identified. Controls are put in place 
and any further action that may be needed is hightlighted and 
assigned to a person responsible for same. Risks are rated and 
their impact discussed at management level. 
All staff must partake in mandatory training which is completed 
on their induction. All information requested regarding the 
content of such training and the qualifications of the trainers has 
been submitted with this response. Our training programme is 
currently under review.Manual handling refresher training is 
carried out annualy with a full days training every 3 years. The 
HSA has advised this is adequate.  
All steps are taken to prevent accident to persons on the grounds 
and in the designated centre. A risk had been identified with 
regard to the evacuation of one resident in Elmhurst Nursing 
Home. This risk was scheduled to be discussed at the next risk 
management meeting on the 27th August 2013. The risk will be 
addressed then with the view to having an outcome and will then 
be placed on the risk register. In the mean time, if a fire 
occurred, we would have to rely on the help of the fire service to 
aid evacuation of that resident 
 

 
 
02/02/14 

 
Outcome 7: Health and safety and risk management  
The provider and person in charge are is failing to comply with a regulatory 
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requirement in the following respect:  
 
While fire training was held and staff described how they would respond in the event 
of the fire alarm, inspectors confirmed that a simulated/mock evacuation had not 
been practiced to ensure staff were familiar with the equipment available and to be 
used by residents, and staff practice in the use of fire extinguishers was not included 
in training held to date. 
 
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:  
 
Maintain, in a safe and accessible place, a record of all fire practices which take place 
at the designated centre.  
 
Reference: 

Health Act, 2007 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety  

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

Timescale: 
 

Provider’s response: 
 
We have clear flow charts circulated in all areas on how to 
respond to a fire. All staff are trained by way of theory and 
practice. We had a recent fire drill on the 22/08/13 with the Fire 
Officer and the Trianing officer and members of staff and 
residents in Elmhurst Nursing Home. Drills will continue until all 
staff have completed the drill and are confident in carrying out 
the drill. Residents will be included in drills where possible. 
Emphasis at fire training is on horizontal evacuation and getting 
residents to safety as opposed to the use of the equipment which 
we feel confroms with standard 26 as there is arangements for 
detecting containing and extinguishing fires and fire fighting 
equipment is maintained. The fire officer lives on the grounds 
and would be the person responsible for use of this equipment 
while clinical staff progress with horizontal evacuation. Standard 
26.17 specifies staff must undertake fire training and evacuation 
annually.   
 

 
 
01/01/14 

 
Outcome 8: Medication management 
The provider and person in charge are failing to comply with a regulatory 
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requirement in the following respect:  
 
The dose prescribed was different to the dose to be administered which may increase 
the risk of errors, and in one instance a medication included on the prescription sheet 
that was administered to one resident had not been signed by the GP. 
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
Action required:  
 
Put in place suitable arrangements and appropriate procedures and written policies in 
accordance with current regulations, guidelines and legislation for the handling and 
disposal of unused or out of date medicines and ensure staff are familiar with such 
procedures and policies. 
 
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: 
 
A comprehensive medication policy and audit system is in place. 
Staff are also given Compentency assessments with the 
administration and control of medications within the work place. 
Monthly medication audits are carried out by the Clinical Nurse 
Manager and the 3monthly by the Pharmacist. Medication usage 
reviews are also carried out on a 3mothly basis. The one 
medication which was not signed has been signed by the Dr.The 
policy clearly states the DUMP. 
 

 
 
Completed 

 
Theme: Effective care and support 
 
Outcome 10: Reviewing and improving the quality and safety of care  
The provider and person in charge are failing to comply with a regulatory 
requirement in the following respect:  
 
A report was required by the Authority within two working days from the person in 
charge and provider in relation to reviewing the quality and safety of care provided 
to, and the quality of life of, residents in the designated centre. 



 

Page 31 of 35 

 

 
This report was to include action and controls following disclosure of an incident that 
had been identified as a risk and assessed as could possibly reoccur and that may 
have a significant impact on resident outcomes and compromise their care and 
welfare and that of their visitors.  
 
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:  
 
Make a report in respect of any review conducted by the registered provider for the 
purposes of Regulation 35(1), and make a copy of the report available to the Chief 
Inspector, as requested. 
 
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: 
 
A report was complied and submitted within the timeframe to the 
Chief inspector. Any allegations of suspected abuse are 
investigated in an appropriate time frame and with utmost 
thoroughness.The resident is protected throughout the whole 
process and supported. HIQA are notified in a timely manner. All 
family memebers are involved. We aim to protect our residents 
by using appropriately trained and vetted staff, by monitoring 
interactions and speaking to the residents, listening to their 
concerns and hearing their voice. Resident meetings are held 
every 2 months and the Residents Advocate is available at any 

 
 
Completed 
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time to talk to a resident.  
Residents and families had all been consulted in relation to a 
change in visiting procedures in the Desmond Centre and had not 
expressed any issues in reation to this. 
 
 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
The provider and person in charge are failing to comply with a regulatory 
requirement in the following respect:  
 
Staffing Records 
 

 Details and documentary evidence of relevant accredited training of staff was 
not available in the sample of files reviewed. 

 In relation to one nurses file the contract of employment and signature used in 
care records did not reflect the name found on the current registration 
document provided by professional bodies or personal identification document 

 while three written references were found in staff files, evidence was not 
available that references were verified, including a reference from a person’s 
most recent employer  

 evidence that the staff/person working in the centre was physically and 
mentally fit for the purposes of the work that they are to perform at the 
designated centre or, where it is impracticable for the person to obtain such 
evidence, a declaration signed by the person that they are so fit, was not 
consistently maintained or available 

 
Rosters were incomplete and staffing arrangements required improvement. The 
following findings require review and improvement: 

 the surname of the staff or person working in the designated centre was not 
recorded consistently on the roster 

 the professional registered name of a nurse was not recorded on the roster 
 the roster did not demonstrate that a minimum of four nurses were on duty 

daily as stated in the statement of purpose and a minimum of two nurses were 
not on duty in each unit on the roster available despite deing a 
recommendation following an allegation of abuse 

 a male and female nurse was not consistently on duty in each unit. The roster 
included that on one day shift three male nurses were on duty (two in 
Desmond) and one female nurse in Elmhurst. A male care staff, a female care 
staff and an agency care staff was also on duty in Desmond Unit on this day 

 
Staffing levels and skill mix 
 
Since registration and the last inspection, the total staffing complement, in whole 
time equivalents had reduced significantly for the designated centre with the 
complements in management (one CNM1), nursing (two nurses) and care assistant 
(three) without a decrease in capacity or resident numbers. This is to be reviewed 
and clarified by management.Over a two week period, the roster reviewed included 
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eight agency care staff working in the designated centre.  
 
Rotation of night staff to days was not practiced by all staff, including nurses, to 
facilitate appraisal and review and in order to ensure that all staff members are 
supervised on an appropriate basis pertinent to their role.  
 
Training and Staff Development 
 
Inspectors were not satisfied with training arrangements in place that included fire, 
manual handling, elder abuse, health and safety, infection control and food hygiene 
(six courses) on the same date. Inspectors were not satisfied that this practice was in 
accordance with legislative and best practice requirements and have requested a 
detailed summary of course content and qualifications of those delivering this 
training. Staffing records were incomplete and did not provide sufficient assurances 
that mandatory training was delivered as required. Staff files reviewed did not include 
evidence that staff have qualifications suitable to the work that they are to perform, 
and the skills and experience necessary for such work. An update in relevant training 
related to protection of residents and prevention of abuse had not been provided to 
staff following their involvement in recent allegations of abuse. 
 
Action required:  
 
Ensure that the numbers and skill mix of staff are appropriate to the assessed needs 
of residents, and the size and layout of the designated centre. 
Action required:  
 
Ensure that an appropriately qualified registered nurse is on duty and in charge of 
the designated centre at all times, and maintain a record to this effect. 
 
Action required:  
 
Maintain a planned and actual staff rota, showing staff on duty at any time during the 
day and night. 
 
Reference:  

Health Act, 2007 
Regulation 16: Staffing 
Standard 23: Staffing Levels and Qualifications 

 
Action required:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence based practice. 
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
Make staff members aware, commensurate with their role, of the provisions of the 
Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 as amended, the statement of purpose 
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and any policies and procedures dealing with the general welfare and protection of 
residents. 
 
Reference:  

Health Act, 2007 
Regulation 17: Training and Staff Development 
Standard 24: Training and Supervision 
 

Action required:  
 
Put in place written policies and procedures relating to the recruitment, selection and 
vetting of staff. 
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory information 
and documents specified in Schedule 2 of the Regulations have been obtained in 
respect of each person. 
 
Put in place recruitment procedures to ensure the authenticity of the staff references 
referred to in Schedule 2 of the Regulations. 
 
Put in place recruitment procedures to ensure that no staff members are employed in 
the designated centre unless they are of integrity and good character.   
 
Put in place recruitment procedures to ensure that no staff members are employed in 
the designated centre unless they have qualifications suitable to the work that they 
are to perform. 
 
Put in place recruitment procedures to ensure that no staff members are employed in 
the designated centre unless they have the skills and experience necessary for such 
work. 
 
Put in place recruitment procedures to ensure that no staff members are employed in 
the designated centre unless they are physically and mentally fit for the purposes of 
the work which they are to perform. 
 
Reference:  

Health Act, 2007 
Regulation 18: Recruitment 
Standards 22: Recruitment  

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

Timescale: 
 

Provider’s response: 
 
An extremely robust recruitment procees has always been in 
place. All staff are fully qualified for all positions and there is no 
question that inadequately trained staff are employed.   

 
 
June 2014 
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Staff training records were given to the inspectors which 
contained all mandatory training undertaken to include manual 
handling , fire training and elder abuse, however this had not 
been put on each staff members individual file. The nurse in 
question would sign 2 names under normal circumsatnces 
however will sign the 3 names from here on as per ABA 
guidelines.  
Schedule 2 states 3 written  references are necessary and one 
from the previous employer ( if any ). In the case of the 
employee referred to there was no previous employer to obtain 
this from. Neither the standards or regulations specify the 
references need to be on headed paper nor does it refer to cross 
checking of references. Recruitment procedures are in place with 
reference to all the mentioned and all relevant qualifications are 
sought in advance of commencemnet of employment. Staff who 
had medicals put in place stating they are "fit" will retrospectavily 
be requested to make a self declaration that they are mentally 
and physically fit for work in the designated centre. 
 
 
 
 
 
 
 
 
 
 


