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Centre name: 

 
Knightsbridge Nursing Home 

 
Centre ID: 

 
0145 

Centre address: 

 
Longwood Road 
 
Trim, County Meath 

 
Telephone number:  

 
046 9482700 

 
Email address: 

 
care@barchester.ie 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
HC Developments 

 
Person authorised to act on 
behalf of the provider: 

 
 
Pam Hardy 

 
Person in charge: 

 
Sarah Finnegan (deputising) 

 
Date of inspection: 

 
30 April and 1 May 2013 

Time inspection took place: 
 
Day-1 Start: 09:40 hrs Completion: 18:00 hrs 
Day-2 Start: 08:00 hrs Completion: 16:20 hrs 

 
Lead inspector: 

 
Siobhan Kennedy 

 
Support inspector(s): 

 
Leone Ewings 

 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 

 
 
111 + 1 in hospital 

 
Number of vacancies on the 
date of inspection: 

 
 
2 

 

   
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 to inform a registration renewal decision 
and 18 outcomes were inspected. 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 registration renewal inspection was announced and took place over two days. As 
part of the inspection inspectors ascertained the views of 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.  
 
As part of the registration renewal process the Chief Inspector needs to be satisfied 
that the provider and person in charge are fit persons and that the service will 
comply with the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). As part of the application 
for renewal of registration the provider was requested to submit relevant 
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documentation to the Health Information and Quality Authority (the Authority). This 
documentation was reviewed by the inspectors to inform the inspection process. 
 
The fitness of the provider was determined by interview during the previous 
registration inspection and ongoing regulatory work, including subsequent inspection 
of the centre and compliance with matters arising from inspections. The Authority 
had been notified that the person in charge would not be available but that the 
person deputising in her absence, Sarah Finnegan would facilitate the inspection 
process. Sarah Finnegan was interviewed by the inspectors to assess her fitness in 
accordance with Section 50 of the Health Act 2007. Both the provider and the 
deputising person in charge demonstrated throughout the inspection process their 
knowledge of the legislation and standards. They promoted a philosophy of care 
which is person centred and provided good leadership for the staff in this regard. 
 
In the main, the outcomes for residents and relatives were positive. Satisfaction was 
expressed about their day to day life experiences and they were complimentary 
regarding the facilities and services, centres’ routines, meals provided and the staff 
team. Some expressions of dissatisfaction were highlighted in the Authority 
questionnaires. These were shared with management of the centre in order to bring 
about further improvement. 
 
The statement of purpose was comprehensive and met the requirements of the 
Regulations. The inspector requested an amended copy to be forwarded to the 
Authority providing the number of actual staff employed. This was received and 
found to be satisfactory. Each resident had an agreed written contract with the 
exception of one resident, however, there were extenuating circumstances and this 
was being addressed. The documents to be held in respect of persons working at the 
centre were satisfactory with the exception of confirmation of the physical and 
mental fitness of staff for the purposes of the work they carry out. Providing such 
evidence of fitness was in progress and being attended to. 
 
Risk management policies, procedures and systems were in place to assist in the 
identifying, assessing and taking precautions to control/minimise risks. Measures 
were in place to protect residents from abuse. Residents' well-being and welfare was 
maintained by a good standard of evidence-based nursing care and appropriate 
medical and allied healthcare. Residents had opportunities to participate in 
meaningful activities, appropriate to their interests and preferences. The premises 
were maintained to a high standard and residents were encouraged to personalise 
their bedroom space.  
 
Staffing levels had been reviewed since the last inspection and additional "floating" 
staff and management were put in place. However, inspectors were provided with 
evidence indicating that at times there are insufficient staff on duty to meet the 
needs of residents. Staff had opportunities to participate in appropriate induction and 
ongoing training and staff meetings took place. 
 
Overall the centre is operating to a good standard and was found to be largely in 
compliance with the Regulations. The Action Plan at the end of this report outlines 
improvements required in order meet the legislative requirements of the Regulations.  
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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 and in accordance with the Chief Inspector’s guidance. 
 
Inspection findings 
 
The action required from the previous inspection was satisfactorily implemented.  
 
Following the inspection an amended statement of purpose, was provided containing 
the total staffing compliment whole time equipments and actual staff numbers. This 
identified that there were 137 whole time equivalents and 177 actual staff members. 
 
 
Inspection findings 
 
The statement of purpose was comprehensive and met all the requirements of 
Schedule 1 of the Regulations.  
 
Outcome 2 
Each resident has an agreed written contract which includes details of the services to 
be provided for that resident and the fees to be charged. 
 
References: 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
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Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
All of the residents, with the exception of one resident, had an agreed written 
contract which included details of the services to be provided for that resident and 
the specific fees to be charged. There were extenuating circumstances regarding 
agreeing a contract with this resident and the provider and deputising person in 
charge are now addressing the matter. 
 
Outcome 3 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings  
 
The centre was being managed by a suitably qualified and experienced nurse who 
was deputising in the absence of the person in charge. She has authority and is 
accountable and responsible for the provision of the service.  
 
The centre is owned by HC Developments, part of the company of Barchester 
Healthcare who operate a number of nursing and residential care homes throughout 
UK and Ireland. The directors of HC Developments are Mike Parsons, David Duncan 
and Eamon McElroy. The nominated provider on behalf of the Company is Pam 
Hardy, Senior Regional Operations Director who has experience in providing and 
managing nursing and residential care centres.  
 
The person in charge, director of nursing is Gillian McDonald. She qualified as a 
registered nurse in 2003 and has a diploma in general nursing, higher diploma in 
older persons care and a Bachelor of Science degree in nursing. She has a number of 
years of experience of working in the nursing home sector and was appointed 
director of nursing of the centre in April 2011. Gillian McDonald was not available 
during this inspection, however, the person who deputises in her absence, the 
assistant director of nursing, Sarah Finnegan had a satisfactory interview to assess 
her fitness in accordance with section 50 of the Health Act 2007. She qualified as a 
registered nurse in 2002, has been working at the centre since 2008.  
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The deputising person in charge is responsible for the day-to-day 
management/operation of the centre. She is supported in this role by a team of 
clinical nurse managers, nursing, care and support staff. The staff group are 
supported by specialist/senior staff from Barchester UK who visit the centre on a 
regular basis and are available daily by telephone.  
 
Throughout the inspection both the provider and the deputising person in charge 
demonstrated their knowledge of the Regulations and Standards. They were 
observed to promote a philosophy of care which is person centred and provided good 
leadership for the staff team.  
 
Following the inspection the Authority received a request from management of the 
centre to register a key senior management person who would deputise in the 
absence of Sarah Finnegan. This is currently being processed. 
 
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  
 
Substantial compliance                                  Improvements required*       
 
A resident's guide was available. However, it did not meet all the items identified in the 
Regulations as follows:  

 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 by the 
registered provider to residents 

 the most recent inspection report  
 the address and telephone number of the Chief Inspector. 
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Records in relation to residents (Schedule 3)  
 
Substantial compliance                                  Improvements required*                 
 
General Records (Schedule 4) 
 
Substantial compliance                                  Improvements required*                 
 
Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                                 Improvements required*   
       
While there was operating policies and procedures for the items identified in Schedule 
5 of the Regulations there was no policy/operating procedure with regard to nail care 
which was identified as necessary in the preceding regulatory period. 
         
Directory of Residents 
 
Substantial compliance                                  Improvements required*                 
 
Staffing Records 
 
Substantial compliance                                  Improvements required*      
                 
In the main, all of the documents to be held in respect of persons managing or 
working at the designated centre had been obtained with the exception of the 
following:  

 evidence that the person is physically and mentally fit for the purposes of the 
work that they are to perform at the centre  

 confirmation of relevant current registration status with the professional body in 
respect of nursing care for one management staff member, however, there was 
evidence that this is in progress. In the interim, the staff member is not carrying 
on clinical care at the centre. 

 
Medical Records 
 
Substantial compliance                                  Improvements required*                 
 
Insurance Cover 
 
Substantial compliance                                  Improvements required*                 
 
 
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.  
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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 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The Authority had been notified of the expected proposed absence of the person in 
charge and the arrangements in place for the management of the centre during her 
absence. The named person to deputise in her absence is Sarah Finnegan, assistant 
director of nursing. Prior to the period of leave, Gillian McDonald and Sarah Finnegan 
worked together in a managerial capacity with the result, Sarah Finnegan was 
familiar with the Regulations and the Authority's Standards. Following the inspection 
the Authority received a request from management of the centre to register a key 
senior management person who would deputise in the absence of the person in 
charge. This is currently being processed. 
 
Theme: Safe care and support  
Safe care and support recognises that the safety of service users is paramount. A 
service focused on safe care and support is continually looking for ways to be more 
reliable and to improve the quality and safety of the service it delivers.  
 
In a safe service, a focus on quality and safety improvement becomes part of a 
service-wide culture and is embedded in the service’s daily practices and processes 
rather than being viewed or undertaken as a separate activity. 
 
To achieve a culture of quality and safety everyone in the service has a responsibility 
to identify and manage risk and use evidence-based decision-making to maximise the 
safety outcomes for service users. 
 
Outcome 6 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
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Action(s) required from previous inspection:  
 
Maintain an up-to-date record of each resident’s personal property that is signed by the 
resident/relative.  
 
Put in place all reasonable measures to protect each resident from all forms of abuse 
by having a comprehensive policy and procedure in relation to managing a resident's 
finances in the light of the outcome of an investigation. 
 
Inspection findings 
 
The actions required from the previous inspection were satisfactorily implemented.  
 
An examination of some residents' records selected randomly, in relation to their 
personal property showed that they were satisfactorily maintained and the documents, 
in some instances where signed by the resident and in other cases by the residents' 
relatives. Inspectors were informed that regular audits have taken place of the system 
and were found to be working effectively. 
 
The policy and procedure in relation to managing residents’ finances had been 
amended to take account of the outcome of an investigation into elder abuse whereby 
management of centre has taken responsibility for managing a resident's personal 
possessions/finances. 
 
 
Inspection findings 
 
Measures were in place to protect residents from being harmed or suffering abuse. 
There was a policy which provided guidance for staff to manage incidents of elder 
abuse. This included information on the various types of abuse, assessment, 
reporting and investigation of incidences. Prior to the inspection the Authority was 
notified of an incident of an allegation of abuse. This matter was investigated and 
the outcome of the investigation forwarded to the Authority. In discussions with the 
management the inspectors highlighted aspects of the policy and procedure which 
were not fully implemented by staff during the investigation, for example, the 
protocol established for referral to the designated officer and informing relatives. 
There was no evidence of learning and further improvement to ensure the safety of 
residents following the investigation. 
 
The training records identified that staff had opportunities to participate in training in 
the protection of residents from abuse. 
 
During discussions with the inspectors some staff members demonstrated their 
knowledge regarding reporting mechanisms within the centre and what to do the in 
the event of a disclosure about actual, alleged, or suspected abuse.  
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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:  
 
Put in place written operational policies and procedures relating to the health and 
safety, including updating the health and safety statement on an annual basis in 
accordance with the guidance. 
 
Ensure that the risk management policy/procedure is implemented throughout the 
centre by addressing the following risks: 

 fire exit doors were not checked on a daily basis to ensure that they were 
unobstructed 

 the records of accidents did not detail neurological observations  
 there was no generator in the event of a power failure. 

 
Inspection findings 
 
The actions required from the previous inspection were satisfactorily implemented.  
 
The Health and Safety statement was updated in January 2013.  
 
Records were being maintained regarding the checking of fire exit doors over a seven 
day period.  
 
New accident and incident forms had been formatted to include obtaining neurological 
observations of a resident and staff had received training regarding this matter. 
 
The provider informed the inspectors that there is no specific generator but explained 
the procedures/measures in place in the event of a power failure which are considered 
reasonable though have not yet been tested:  

 local ESB distribution network is located beside the designated centre, with 
potential to re-divert supply to the centre from elsewhere, in the event of power 
supply fault 

 the centre is part of the village and a separate substation supplies the village 
with electricity. The village hall has cooking facilities which can be used in an 
emergency 

 emergency lighting is installed within the building and comes on automatically 
 fire alarm and detection system has battery backup and will remain functional 
 access control has battery backup and will remain functional 
 heating is by an under floor heating system, floor slabs are sealed and will 

retain heat for several hours, after boilers have ceased running 
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 oxygen cylinders are available for emergency use 
 water to bedrooms is fed from top floor therefore gravity will continue to supply 

water after circulating pumps have stopped 
 sewage holding tank on site - storage capability for approx 36 hours. 

 
 
Inspection findings 
 
The health and safety of residents, visitors and staff was promoted and protected. 
 
There was a designated health and safety officer and committee who were 
responsible for the overall implementation of the health and safety statement.  
 
Policies, procedures, systems and practises regarding managing risks were in place 
and there was evidence that potential/actual risks had been identified, assessed, 
analysed and monitored with a view to eradicating or minimising them.  
 
An examination of the premises by the inspectors showed that the structure and 
layout was designed to control/minimise risks. For example, residents are 
accommodated in single en suite bedrooms with wide doors to aid evacuation of 
residents if necessary, the sluice rooms and cleaning areas were restricted in the 
interest of residents and visitors’ safety, an emergency call bell system is extensively 
available, handrails are provided on the corridors throughout the building, grab 
support rails were installed in showers and toilets and floor covering was suitable and 
safe.  
 
There were regular inspections and records were maintained by the maintenance 
staff member and an external company of the fire alarm system, fire panel, escape 
routes, emergency lighting and fire fighting equipment. Fire exit signage was in place 
to indicate the location of fire exit doors and escape routes from the building. The 
inspectors observed that the fire plan was displayed in various parts of the building 
and there were magnetic hold open devices on internal doors. Staff had participated 
in fire safety training and this was recorded.  
 
The on-site instructor had an appropriate qualification in moving and handling and 
delivered training to the staff group. Training on moving and handling was ongoing 
to ensure that staff involved in the care of residents were up to date in their 
knowledge.  
 
Resident’s needs and mobility had been risk assessed to indicate the equipment 
necessary and the number of staff required to safely transfer residents by hoist. The 
inspectors examined the records of accidents and incidents. These had been audited. 
There were a range of measures in place to prevent accidents and facilitate 
residents’ mobility, including, exercise programmes, alarm equipment and liaison 
with occupational and physiotherapy.  
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The environment was clean and well maintained and measures were in place to 
control and prevent infection. These included the arrangements for the segregation 
and disposal of waste, including clinical waste. Staff had participated in infection 
prevention and control training.  
 
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:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
A policy to manage aspects of medication from ordering, prescribing, storing and 
administering was available. The inspectors observed staff in charge of medicines 
administer these to residents. The trolley containing medicines was stored in a safe 
place and there was a reference book on it to check medication names and dosages, 
however, there was no hand gel for staffs' use. 
 
The system in operation was prepared blister packs supplied by the pharmacist 
located in an adjacent building. The associated documentation identified the 
prescribed medicines by size and colour, and the dates and times on which they 
were to be administered to the resident. Prior to administering medicines to residents 
the inspectors observed the staff nurses consulting with residents. Inspectors 
considered that the administration of medicines should be in keeping with mealtimes 
and as per directed by the prescription and administration sheet. The inspectors 
received a copy of the local pharmacist training schedule in relation to the 
management of medicines which will be delivered during 2013. This included 
information in relation to medication management, audits and an opportunity for 
residents to discuss their medication with the pharmacist. There was evidence of GPs 
reviewing residents’ medicines on a monthly basis. Inspector's noted that a further 
audit of medication was due this month. 
 
The system for storing controlled drugs was seen to be secure. Controlled drugs 
were stored safely in a double locked cupboard and stock levels were recorded at the 
end of each shift in a register in keeping with the Misuse of Drugs (Safe Custody) 
Regulations, 1982. The inspectors examined a number of medicines available and 
this corresponded to the register. 
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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:  
 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of outbreaks of any infectious disease. 
 
Inspection findings 
 
The action required from the previous inspection was satisfactorily implemented.  

 
All staff were made aware that shingles is an infectious disease and retrospectively 
notification was received by the Authority on 28 February 2013. 
 
 
Inspection findings 
 
Inspectors found that incidents occurring in the centre had been recorded and 
management systems were in place to alert staff to notify the Authority of notifiable 
incidents within three days. Quarterly reports were provided, where relevant, for 
example accidents, incidents involving evacuation. An incident involving a staff 
member had come to the attention of the provider and person in charge at the time 
of this inspection and the person in charge following the inspection gave notice to 
the Chief Inspector of an allegation of misconduct by a person/persons working in 
the centre. 
 
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. 
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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:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
For the purposes of ongoing quality monitoring and continuous improvement the 
person in charge had set up systems to collect data on a number of significant 
aspects of residents' care and quality of life. For example, residents who had been 
given influenza vaccination during the flu season, who had fallen or had pressure 
sores, however, the findings of the review had not yet resulted in a report which 
should be made available to residents and the Chief Inspector. 
 
Inspectors were informed that an annual survey had been carried out in order to 
ascertain the views of residents in relation to the quality of life and quality and safety 
of care, however, these have not yet been analysed. 
 
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  
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Action(s) required from previous inspection:  
 
Set out each resident’s needs in an individual care plan developed and agreed with the 
resident taking account of the following shortcomings:  

 there was insufficient information to instruct staff in the delivery of care, 
regarding repositioning residents and the repositioning/turning chart had not 
been consistently maintained 

 although staff knew that a resident's condition was deteriorating, it was not 
possible to ascertain in the care plan documentation regarding the specific 
clinical needs associated with the deteriorating condition and there was no 
revised treatment plan to take account of the resident's changing circumstances 

 a resident who had lost weight had not been referred to the dietician 
 there was no assessment of a resident's pain although the resident was 

receiving pain relief medication 
 a falls risk assessment had not been carried out following a resident having a 

fall and the resident’s care plan was not updated with the 
measures/interventions to be taken to control/ minimise the risk of re-
occurrence 

 primarily the review of care consisted mainly of the date and the signature of 
the reviewer but contained no information regarding the outcome of the review 

 in some instances fluid balance charts were not totalled 
 recordings in food charts were not specific 
 in some instances information relating to residents' conditions was recorded in 

the plan of care as opposed to the progress notes 
 some of the information detailed in the residents' progress/evaluation notes did 

not include information on the quality of the resident's life during the day. 
 
Revise each resident’s care plan, after consultation with the resident. 
 
Keep each resident’s care plan under formal review as required by the resident’s 
changing needs or circumstances, and no less frequent than at three-monthly intervals.
 
Inspection findings 
 
The actions required from the previous inspection were in the main satisfactorily 
implemented. Those not completely addressed have been restated below. 
Since the last inspection management of the centre had audited the care plans in order 
to ensure that the above matters had been addressed and staff have been trained in 
the care planning documentation. Randomly selected care plans examined by the 
inspectors showed evidence of consultation with residents and/or their relatives and in 
the main, information in relation to the above matters with the exception of 
management of wound care.  
 
There was evidence that residents received the services of allied health professionals 
such as physiotherapy, occupational therapy and the psychiatrist for old age. 
Resident’s healthcare needs were regularly reviewed by the general practitioner (GP) 
and no less frequently than at three-monthly intervals. However, following assessment 
by the speech and language therapists the guidance had not been recorded in the 
residents’ care plans. 
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Actions not fully addressed from previous inspection 
 
The care plan of a resident with a pressure sore did not accurately describe the skin 
integrity nor provide accurate up to date information regarding the pressure area. The 
risks in relation to nutrition and skin integrity were not fully reviewed. 
 
 
Inspection findings 
 
The centre is registered to accommodate 114 residents and provides care for a range 
of needs including palliative, convalescence and respite care. It is divided into six 
distinctive areas. On the ground floor general nursing care is provided to frail elderly 
persons, primarily over 65 years of age in Tara (22 residents) and dementia care  in 
Boyne (16 residents). The first floor accommodates residents with dementia and 
intellectual disability Ledwich (15 residents), Swift (9 residents) and DeLacy (12 
residents. Young physically disabled persons are accommodated in the Butler (17 
residents) and Bective (23 residents). The second floor which also contains 13 
assistive living apartments on the second floor.  
 
From an examination of a sample of residents' care plans, discussions with residents, 
relatives and staff the inspectors were in the main, satisfied that the nursing and 
medical care needs of residents were assessed and appropriate 
interventions/treatment plans implemented. For example, there was information 
which detailed residents' choices with regard to daily routines, risk assessments such 
as moving and handling, dependency, nutrition and continence.  
 
There were systems and practices operating regarding restraint and where restraint 
was used as an enabler, for example, the use of bedrails. The documentation 
showed consultation with the resident or the resident’s relative, the GP and the nurse 
in charge.  
 
Residents had opportunities to participate in activities appropriate to their interests 
and preferences. A variety of social and recreational activities were taking place 
throughout the centre led by a variety of staff. Some residents were engaged in a 
music session and singing songs. A group of residents were participating in an 
exercise programme. Some residents preferred other activities such as attending 
Mass, reading, watching television, playing games or entertaining their visitors. In 
the main, residents expressed satisfaction with their participation in the various 
planned activities. However, a resident and a relative commented in the Authority's 
questionnaires that they were not fully satisfied with this aspect of service delivery. 
(See Outcome 16) Staff delivering the activity programme to residents with dementia 
had received training in this area. 
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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 
 
The location, design and of the centre is suitable for its stated purpose and meets 
residents individual and collective needs in a comfortable and homely manner. It is a 
three-storey purpose built centre which opened in 2008. The centre forms part of a 
larger care village, comprising private residences and a village hall located in 
landscaped grounds.  
 
The building has been designed and built to a high standard and initially was for 119 
beds. Currently residents' bedroom accommodation comprises of 112 single en suite 
rooms and one two-bedded en suite room, a total of 114 beds. The inspectors were 
informed that the additional five beds (phase 3 of the building project) may take 
place in due course. In addition to residents' bedrooms there are two designated 
assisted living rooms. All bedrooms are spacious and adequately furnished with an 
electric profiling bed and standard bedroom furniture. There are assisted bathrooms 
showers, and visitor’s toilets on each floor. A passenger lift and stairways accesses 
all floors. There is adequate communal day and dining space throughout the centre. 
Inspectors noted that there was insufficient seating for residents in the nursery room 
on the first floor.  
 
The ground floor accommodates an open plan reception area, hairdressing/beauty 
salon, oratory, separate rooms for visitors and recreation and a coffee lounge which 
provides meals and snacks for visitors and residents. From this area residents can in 
the main, access extensive safe and secure grounds. Inspectors noted that the 
pergola seating area was not ramped for residents using wheelchairs and a railing 
preventing residents from accessing a sloped area did not have sufficient length to 
protect residents in this area.There was appropriate equipment for use by residents 
and staff which was in good working order.  
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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 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
There was a written operational policy and procedure for the making, handling and 
investigation of complaints. It was displayed in the centre and was available for each 
resident. Stage one of the policy refers to 2 processes (formal and informal) for 
handling complaints. This is conducted by the person in charge in an effort to bring 
local resolution to problems brought to the attention of staff in a timely manner. The 
inspectors examined the complaints log and verified that the complaints investigated 
were satisfactorily resolved. However, a respondent who completed a questionnaire 
identified that a complaint was made but inspectors were not able to find this 
complaint in the log. A relative who responded in the Authority's questionnaire stated 
that a complaint was made "but I didn't feel I got satisfaction".  
 
Outcome 14 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
 
References: 
Regulation 14: End of Life Care 
Standard 16: End of Life Care 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
 
 
 



Page 20 of 37 

 

Inspection findings 
 
The inspectors were informed that currently there is no resident at end of life stage 
being cared for in the centre. A resident had been admitted but had subsequently 
improved. The local palliative care team are available to provide advice and support 
if necessary. Staff members in the centre have received training in this area of care. 
 
Outcome 15 
Each resident is provided with food and drink at times and in quantities adequate for 
his/her needs. Food is properly prepared, cooked and served, and is wholesome and 
nutritious. Assistance is offered to residents in a discreet and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes   
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Residents received a nutritious and varied diet that offered choice. The inspectors 
observed the lunchtime meal, which was relaxed, and unhurried. It provided a social 
opportunity for residents to interact with each other and staff. Resident’s were given 
a daily menu with a choice of meals. Residents' choices were then recorded by care 
staff in advance and given to the catering staff in order to prepare their meals. 
Inspectors heard staff reminding residents of their choice and offering an alternative 
if necessary. Staff were available to assist residents to have their meals. Catering 
staff were knowledgeable about the dietary needs of residents and were aware of 
those who required a special diet. If residents needed their food pureed or mashed 
they had the same menu options as others and the food was presented in appetising 
individual portions. Menu choices were available to suit the younger resident group 
as well as the elderly. There was evidence from the questionnaires completed for the 
Authority and discussions on the day of the inspection that residents were satisfied 
with the food/meals provided. 

The meals were served in the dining rooms or residents' bedrooms depending on 
personal preference. The dining rooms were spacious, bright and well decorated.  
A recent Environmental Health inspection report for the catering areas and services 
was available and it stated they found them to be satisfactory. 
 
Outcome 16 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. 
He/she is facilitated to communicate and enabled to exercise choice and control over 
his/her life and to maximise his/her independence.  
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References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
Standard 5: Civil, Political, Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts    
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Management had setup residents' monthly meetings so that residents could be 
involved in decision making in the centre and used the meetings to obtain their 
feedback regarding their preferences and choices and quality of life. 
 
Advocates from Age Action and had visited the centre and the National Advocacy 
Programme run by Third Age had visited the centre to be available as an advocate 
for residents. 
 
On behalf of the Authority, management of the centre distributed questionnaires to 
ascertain the views and opinions of those in receipt of the services of Knightsbridge 
nursing home. In total nine residents' questionnaires and nine carers'/relatives' 
questionnaires were returned. In the main, the information contained in the 
questionnaires was positive and highly complementary of the facilities and services 
and staff working at the centre. The questionnaires confirmed that residents were 
consulted and were able to communicate with staff if they had any concerns or 
problems. In some instances, the residents identified the staff member with whom 
they would confide. 
 
However, four relatives commented as follows:  

 there were insufficient staff on duty during the daytime  
 care staff did not have sufficient time to spend with a resident  
 there were inadequate activities for the residents on the second floor of the 

centre.  
 

In addition resident replies included the following comments: 
 one resident said they would like to be more involved in activities 
 one resident commented "sometimes meat served is tough, not eaten and 

therefore wasted" 
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On inspection, it was noted that the outcome of residents’ moving and handling 
assessments in the written communication to care staff was not sufficiently specific 
regarding the particular hoist to be used. Inspectors overheard staff in the dementia 
unit on first floor requesting residents not to enter the kitchen in a manner that was 
not fully respectful of residents’ rights. In the documentation some written language 
was not respectful of adulthood for example, "cot sides" and "nappies" as opposed to 
bedrails and continence products. 
 
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 
Standard 17: Autonomy and Independence 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
There was a policy on residents' personal property and possessions and adequate 
space was provided for their personal possessions in their own bedrooms. Inspectors 
observed a staff member taking garments from the wardrobes and showing them to 
a resident so that s/he had a choice with regard to what to wear during the day.  
 
Residents informed the inspectors that the laundry facilities were good and clean 
clothing was returned promptly. The inspectors noted that an indelible black ink 
marker was used to identify the residents' initials on their garments which is not in 
keeping with person centred care. 
 
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.  
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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:  
 
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. 
 
Provide staff members with access to education and training to enable them to provide 
care in accordance with contemporary evidence based practice. 
 
Maintain a planned and actual staff rota, showing a code to identify the abbreviations. 
 
Inspection findings 
 
The actions required from the previous inspection were satisfactorily actioned or are in 
progress. Those not fully addressed have been restated below.  
 
Documentation specified in Schedule 2 of the Regulations have been obtained in 
respect of each person with the exception of certification in relation to medical and 
physical fitness. 
 
There was evidence that staff had access to education and training. The person in 
charge and training manager had carried out an audit of staff training and a record of 
all the training participated in by staff had been maintained. Traditional training had 
been provided in relation to the moving and handling, fire safety and prevention, food 
hygiene, infection prevention and control, COSHH, first aid and dementia care and 
computer-based e-learning systems were adopted to disseminate training in health and 
safety, food hygiene, customer service and updating in moving and handling. Staff had 
participated in induction training prior to commencing work on their own in the centre. 
The majority of care staff have FETAC Level 5 qualifications.  
 
Inspectors checked the staff rota and found that it had been coded to identify the 
abbreviations and was well maintained with staff rostered and identified.  
 
Actions not fully addressed from previous inspection 
 
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 in relation to medical and physical fitness have been obtained in respect of 
each person. 
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Inspection findings 
 
Since the last inspection staffing levels had been reviewed with regard to 
management and “floating” care staff. However, inspectors were provided with 
evidence that suggests staffing levels are not adequate at all times. For example, the 
following information was ascertained:  

 at one time during the inspection inspectors observed two residents alone 
asleep in the day room with no supervision 

 a staff member was observed feeding three residents at the same time 
 protective time was not provided for a Sonas session 
 staff considered that there were insufficient staff rostered to work in Tara 

wing prior to the “floating” staff member who came from Boyne to assist with 
the residents in Tara 

 four respondents who completed questionnaires considered that there was 
insufficient care staff, particularly during the daytime. However, one 
respondent that the staffing levels were not sufficient, particularly if residents 
were feeling unwell ("others suffered"). One care/relative considered that 
there were insufficient activities for a resident located on the second floor and 
not enough care staff on during the day 

 one resident stated "would like more time for care assistant to spend with me" 
 reflection on a notifiable incident to the Authority whereby one resident went 

into another resident’s bedroom unobserved by staff raised the question 
regarding sufficiency of supervision of the corridors 

 while it has been recognised by staff that the additional "floating" member of 
staff is beneficial it can also have a negative impact, in that the care staff 
member may not be familiar with the work of the wing as highlighted by a 
staff member saying "I don't normally work here" and a comment made by a 
relative who completed the Authority's questionnaire "would like to see the 
same faces every day on the floor". 

 
In general the inspectors found staff to be confident, well informed and 
knowledgeable of their roles, responsibilities and the standards regarding residential 
care. However, in one instance the inspectors noted that a resident who was in bed 
had not received appropriate, personal hygiene and care and was dressed 
inappropriately. The care staff member was not sure of the way to move the resident 
in the bed and had to wait on a senior member of the nursing staff.  
Staff confirmed that they were supported to carry out their work by the deputising 
person in charge and highlighted her leadership qualities saying she is 
“approachable’’ and “open to suggestions made by staff’’. They also considered that 
her previous practical knowledge of working on the floor and caring for residents to 
be beneficial.  
 
A record of An Bord Altranais agus Cnáimhseachais na hÉireann PINs (professional 
identification numbers) for all registered nurses had been maintained and was found 
to be satisfactory with the exception of one management staff member, however, 
there was evidence that this is in progress. In the interim, the staff member is not 
carrying out clinical work. 
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Staff meetings for all groups of staff took place on a regular basis and daily 
‘handover’ meetings were scheduled so that each staff group were updated with 
regard to residents’ care and condition. 
 
Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider, a 
support worker from Barchester Healthcare United Kingdom and the assistant 
director of nursing who was deputising for the person in charge 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: 

 
Knightsbridge Nursing Home 

 
Centre ID:  

 
0145 

 
Date of inspection: 

 
30 April and 1 May 2013 

 
Date of response: 

 
19/06/2013 

 
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 2: Contract for the provision of services  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
A written contract which included details of the services to be provided for that 
resident and the specific fees to be charged had not been agreed with a resident. 
 
Action required:  
 
Agree a contract with each resident within one month of admission to the designated 
centre. 
 
 
 
 
 

                                                 
∗ 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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Reference:  
Health Act, 2007 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 

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

Timescale: 
 

Provider’s response: 
 
At present there is 114 residents in the home, 113 of these 
residents have an agreed and signed contract of care in place. 1 
resident with extenuating circumstances, which was discussed 
during inspection, does not have a signed contract of care. The 
social worker involved with this resident was contacted and did 
advise to refer to ward of court. Ward of court was contacted, 
they did not have any advice to give on this subject and informed 
me that if the resident does not need assistance with financial 
arrangements then ward of court is not necessary. However, on 
request of this in writing, the attached email was received. 
Following advice, the ward of court has been written to and we 
continue to await further assistance with this matter. Any further 
information on this case will be sent on accordingly. 
 

 
 
08/05/2013 and 
ongoing 

  
Outcome 4: Records and documentation to be kept at a designated centre 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The resident's guide was available did not meet all the items identified in the 
regulation as follows:  

 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 by the 
registered provider to residents 

 the most recent inspection report  
 the address and telephone number of the Chief Inspector. 

 
There were no operating policies and procedures for nail care. 
 
Evidence that the person is physically and mentally fit for the purposes of the work 
that they are to perform at the centre and confirmation of relevant current 
registration status with the professional body in respect of nursing care for one 
person working at the centre had not been obtained. 
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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:  
 
Put in place written and operational policies relevant to care provision in the centre, 
for example, the provision of the nail care. 
 
Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory information 
and documents specified in Schedule 2 of the Regulations have been obtained. 
 
Action required:  
 
Put in place recruitment procedures to ensure that staff have relevant current 
registration status with professional bodies in respect of nursing and other health and 
social care professionals. 
 
Reference:  

Health Act, 2007 
Regulation 21: Provision of Information to Residents  
Regulation 27: Operating Policies and Procedures  
Regulation 18: Recruitment 
Standard 29: Management Systems 
Standard 1: Information  
Standards 22: Recruitment  

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

Timescale: 
 

Provider’s response: 
 
Resident's guide attached and copy of same distributed to all 
residents and ongoing to new admissions. 
Personal, Oral and Intimate care Policy already in place, same 
reviewed and provision of nail care added to same. 
Fitness to practice declarations are in place for all new members 
of staff and have been distributed to all current members of staff 
so awaiting completion and return of same. 
The staff member who is part of the management team and not 
carrying on any clinical care at the centre, did contact An Bord 
Altrainis on 18/06/2013. They now have all of the correct 

 
 
18/06/2013 
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documentation for her and are processing her PIN. They have 
informed her that she should receive her PIN in the next few 
weeks. Once received the PIN will be forwarded on immediately. 
The staff member is registered with NMC in the UK at present.    
 
 
Theme: Safe care and support  
 
Outcome 6: Safeguarding and safety 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Aspects of the policy and procedure in relation to the protection of residents was not 
fully implemented by staff during an investigation. For example, the protocol 
established for referral to the designated officer and informing relatives. There was 
no evidence of learning and further improvement to ensure the safety of residents 
following the investigation. 
 
Action required:  
 
Review the policy the policy and procedure in relation to the protection of residents 
following an investigation of elder abuse and ensure that staff have the knowledge to 
implement it. 
 
Action required:  
 
Ensure that there are arrangements for learning from serious or untoward incidents 
or adverse events involving residents. 
 
Reference: 

Health Act, 2007 
Regulation 6: General Welfare and Protection  
Regulation 31: Risk Management Procedures 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
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: 
 
Policy on protection of residents reviewed in April 2013, reviewed 
again after inspection. Checklist on actions to be taken when an 
allegation of abuse is reported has been added to this policy to 
guide staff. Included in the policy and on the checklist is action to 
carry out a reflective analysis after any allegation of abuse is 
investigated. This will aim to aid learning from events and actions 
taken. 

 
 
13/06/2013 
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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 findings of the review in respect of ongoing quality monitoring and continuous 
improvement had not resulted in a report which should be made available to 
residents and the Chief Inspector.  
 
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 residents 
and, if requested, to the Chief Inspector. 
 
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: 
 
Satisfaction survey report carried out in September 2012, 
received in February 2013. 6 monthly action plan on same in 
progress, 80% complete. Once finalised a copy will be given to 
each resident and will be sent onto the Chief Inspectorate. Other 
audits done to monitor quality continuous improvements are 
professional practice/lived in experience annually and managers 
quality assurance tool which is done 3 times per year, list of 
same attached. Any areas identified in same, addressed at 
resident's meeting. These audits are available to the Chief 
Inspectorate, if requested and are discussed at residents meeting 
to ensure residents are kept informed. There are monthly reports 
done on nutritional risk, tissue viability including pressure ulcers, 
infection control, safety devices such as bed rails, hospital 
attendances and accident/incident forms. These are also sent to 
our care specialist in England for further analysis, sample of 
forms attached.  Each month when data is collected a meeting is 
held with CNM's/Head of unit and PIC to identify any common 
trends or improvements/dis-improvements to resident's 
condition. Minutes of these meetings in folder in DON office.    
 

 
 
10/06/2013 
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Outcome 11: Health and social care needs 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Action not fully addressed from previous inspection. 
 
The care plan of a resident with a pressure sore did not accurately describe the skin 
integrity nor provide accurate up to date information regarding the pressure area. 
The risks in relation to nutrition and skin integrity were not fully reviewed. 
 
The guidance following assessment by the speech and language therapist had not 
been recorded in the residents' care plans in order to inform staff regarding the 
delivery of care. 
 
Action required:  
 
Keep each resident’s care plan under formal review as required by the resident’s 
changing needs or circumstances, and no less frequent than at three-monthly 
intervals. 
 
Action required:  
 
Revise each resident’s care plan, after consultation with him/her. 
 
Reference:  

Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Standard 3: Consent  
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 17: Autonomy and Independence 
  

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

Timescale: 
 

Provider’s response: 
 
As per previous inspection, all care plans are written individually 
with a resident/next of kin. This is evidenced through the care 
profile review which is done on a 6 monthly basis with family 
members, same form attached. However, the named nurse 
reviews the care plans monthly. Audits are carried out at least bi-
monthly that identify new admissions and changes in residents 
condition, to ensure up to date care planning. Also a bi-annually 
audit of all care plans in the home identifies any repetitive areas 
of lacking within the care plans. We have also introduced a 
monthly care profile review form which identifies each care plan 
and formalises the review whilst also including the resident. 
Same attached. Speech and language therapist send their own 

 
 
10/05/2013 
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report which we file in the care plan and follow accordingly, 
nursing staff have been informed to write this information into 
care plan 6 (nutrition) also. A recent training day on pressure 
area care had a good attendance by staff and has increased 
awareness.   
 
 
Outcome 12: Safe and suitable premises 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was insufficient seating for residents in the nursery room on the first floor.  
 
Externally the pergola seating area was not ramped for residents using wheelchairs 
and a railing preventing residents from accessing a sloped area did not have 
sufficient length to protect residents. 
 
Action required:  
 
Ensure the layout of the premises meets the needs of each resident by having 
appropriate seating in the nursery room on the first floor. 
 
Action required:  
 
Provide and maintain external grounds which are suitable for, and safe for use by 
residents. 
 
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: 
 
Nursery room on first floor has been attended to and appropriate 
seating added for the purpose of resident's needs. 
Pergola area has been ramped appropriately. 
Railing preventing residents from accessing a sloped area has 
been extended further to protect residents.  
Pictures of same attached. 
 

 
 
17/06/2013 
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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 complaint of a respondent who completed one of the Authority’s questionnaires 
was not recorded in the complaints log presented for inspection and another 
respondent considered that the complaint was not dealt with, to the satisfaction of 
the complainant. 
 
Action required:  
 
Record all complaints and the results of any investigations into the matters 
complained about. Ensure these records are in addition to and distinct from a 
resident’s individual care plan. 
 
Reference:  

Health Act, 2007 
Regulation 39: Complaints Procedures 
Standard 6: Complaints  

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

Timescale: 
 

Provider’s response: 
 
Where we may have previously dealt with and resolved a concern 
at local level and documented it as a concern rather than a 
complaint. All concerns/complaints will now be logged 
appropriately on our complaint's logging form which is part of our 
existing policy. This will formalise each concern raised by a 
resident/relative and can be easily found by visiting authorities as 
necessary. Complaints logged are referred to in the resident's 
care plan as required but also kept in our complaints folder in the 
DON office to follow up on completion of the concern/complaint.    
 

 
 
17/06/2013 

 
Outcome 16: Residents’ rights, dignity and consultation 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Communication to staff was not specific enough in respect of the outcome of the 
residents' moving and handling assessment of needs and the equipment/specific hoist 
to be used. 
 
In the documentation some written language was not respectful of adulthood for 
example, "cot sides" and "nappies" as opposed to bedrails and continence products. 
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Staff in the dementia unit on first floor requested residents not to enter the kitchen in 
a manner that was not fully respectful of residents being accommodated in their 
home. 
 
Action required:  
 
Ensure that the written operational policies and procedures on communication are 
specific in instructing staff and is implemented. 
 
Action required:  
 
Provide each resident with the freedom to exercise choice to the extent that such 
freedom does not infringe on the rights of other residents.  
 
Action required:  
 
Put in place arrangements to facilitate residents’ participation in the organisation of 
the designated centre. 
 
Reference:  
                 Health Act, 2007  

Regulation 10: Residents’ Rights, Dignity and Consultation  
Regulation 11: Communication  
Standard 2: Consultation and Participation  
Standard 1: Information  

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

Timescale: 
 

Provider’s response: 
 
Communication policy was reviewed in April 2013 and was 
reviewed again after inspection. The trainer in the home has 
been made aware of the use of different language in relation to 
moving and handling training and has reviewed same. He will 
ensure the training on induction and the ongoing refresher 
training includes a list of the different equipment we have in use 
in the centre and incorporate this into the training. This will 
ensure that all staff are aware of the equipment being used in 
the centre and be able to identify this in the care plan also.   
Use of appropriate language is integrated into the Dementia 
training which has begun and is ongoing for all staff, including 
new staff on induction.  
Freedom of choice is integrated into many of our policies, 
especially involving assessment, care planning, nutrition and risk 
management. To further educate staff on providing residents 
with the freedom to exercise choice, Dementia training is in place 
and ongoing in relation to communicating with all residents in a 
respectful manner. 

 
 
12/06/2013 
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There are monthly resident meetings which provide residents 
with the opportunity to discuss any concerns or ideas they may 
have. Residents are encouraged to attend these meetings and 
will be continued to do so. At our most recent meeting, residents 
were asked about issues which inspectors had commented on ie: 
times of medication round and what they would like to see in 
their residents guide.  
Annual activities questionnaires are sent out to all residents and 
families. Setting up a YPD resident meeting was deemed to be 
useful due to the different needs of this group of residents. 
We do have a comments/suggestions box in reception so it has 
been displayed in a more prominent area where people may see 
it more clearly. 
 
 
Outcome 17: Residents’ clothing and personal property and possessions 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Indelible black ink marker was used to identify the residents' initials on their 
garments which is not reflective of person centred care. 
 
Action required:  
 
Provide adequate facilities for each resident to maintain his/her own clothes  
 
Reference:  

Health Act, 2007 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 

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

Timescale: 
 

Provider’s response: 
 
The laundry system is quite satisfactory with 114 residents, the 
sluice linen, towels and bedding are laundered daily as needed. 
The residents personal clothing is laundered twice weekly or 
more often if required. We did have a button system for labelling 
clothing previously but the residents/relatives did not like this 
system. It was thought by some to be very uncomfortable having 
a little button on the inner label especially on items of 
underwear. Also, the staff in the laundry noted that the buttons 
quite often fell off and were not secure. We do use indelible black 
marker but very discreetly on the inner labels of resident's 
clothing with only their room number identified. Some families 
label clothes themselves and prefer to label them with names 
including the respite residents who are only here for 1-2 weeks at 

 
 
12/06/2013 
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a time. We are satisfied that this system works for us at present 
and the other system was not deemed as satisfactory to 
residents or staff. 
 
 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
The provider/person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
Staffing levels were not adequate at all times, for example, the following information 
was ascertained:  

 at one time during the inspection inspectors observed two residents alone 
asleep in the day room with no supervision 

 a staff member was observed feeding three residents at the same time 
 protective time was not provided for a Sonas session 
 staff considered that there were insufficient staff rostered to work in Tara wing 

prior to the “floating” staff member who came from Boyne to assist with the 
residents in Tara 

 four respondents who completed questionnaires considered that there was 
insufficient care staff, particularly during the daytime. However, one 
respondent that the staffing levels were not sufficient, particularly if residents 
were feeling unwell ("others suffered"). One care/relative considered that 
there were insufficient activities for a resident located on the second floor and 
not enough care staff on during the day 

 one resident stated "would like more time for care assistant to spend with me" 
 reflection on a notifiable incident to the Authority whereby one resident went 

into another resident’s bedroom unobserved by staff raised the question 
regarding sufficiency of supervision of the corridors 

 while it has been recognised by staff that the additional "floating" member of 
staff is beneficial it can also have a negative impact, in that the care staff 
member may not be familiar with the work of the wing as highlighted by a 
staff member saying "I don't normally work here" and a comment made by a 
relative who completed the Authority's questionnaire "would like to see the 
same faces every day on the floor". 

 
A staff member did not provide care in accordance with contemporary evidence 
based practice as a resident who was in bed had not received appropriate, personal 
hygiene and care and was dressed inappropriately. The care staff member was not 
sure of the way to move the resident in the bed and had to wait on a senior member 
of the nursing staff. 
 
Action required:  
 
Ensure that the numbers and skill mix of staff are appropriate to meet the assessed 
needs of residents, and the size and layout of the designated centre. 
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Action required:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence based practice, particularly in 
relation to skin care and pressure ulcer prevention. 
 
Reference:  

Health Act, 2007 
Regulation 16: Staffing  
Regulation 17: Training and Staff Development 
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: 
 
Full review of dependency levels has been completed within the 
centre and the staffing levels in relation to these are currently 
under review. Any changes/decisions made will be sent on as 
required. The centre is quite large with a lot of communal areas 
and long corridors, which give the residents the space they need 
and different areas to go to. However, the daily routine including 
staff allocation and breaks have been reviewed as some of the 
issues identified were shown to be due to staff organisation and 
lack of communication with each other, so this has been 
addressed. CNM's do rosters and are very mindful of skills mix 
and know their staff in each area.  
Link nurse in skin care has been identified and had training in 
this area. Training day on skin care and prevention of pressure 
ulcers was carried out on 12/06/2013 with very good numbers of 
staff attendance. On induction, new staff will receive training on 
this area also. 
 

 
 
17/06/2013, will 
keep updated if 
any change in 
staffing levels 

 
 
 
 


