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Centre name: Plunkett Community Nursing Unit 

Centre ID: ORG-0000653 

Centre address: 

Elphin Street, 
Boyle, 
Roscommon. 

Telephone number:  071 9662026 

Email address: gerard.mccormack@hse.ie 
Type of centre: The Health Service Executive 

Registered provider: Health Service Executive 

Provider Nominee: Catherine Cunningham 

Person in charge: Gerard McCormack 

Lead inspector: Mary McCann 

Support inspector(s): None 

Type of inspection  Unannounced 

Number of residents on the 
date of inspection: 36 

Number of vacancies on the 
date of inspection: 5 
 
 

   
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 c・ ompliance: the purpose of monitoring is to gather evidence on 

which to make judgements about the ongoing fitness of the registered provider and 
the provider’s compliance with the requirements and conditions of his/her 
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・  
 to carry out thematic inspections in・  respect of specific outcomes 
 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. In contrast, thematic inspections focus in detail on one or more 
outcomes. This focused approach facilitates services to continuously improve and 
achieve improved outcomes for residents of designated centres. 
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Compliance with 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, the purpose of 
which was to monitor ongoing regulatory compliance. This monitoring inspection was 
un-announced and took place over 1 day(s).  
 
The inspection took place over the following dates and times 
From: To: 
  
16 September 2013 11:30 16 September 2013 17:30 
 
The table below sets out the outcomes that were inspected against on this 
inspection.   
 
Outcome 03: Suitable Person in Charge 
Outcome 04: Records and documentation to be kept at a designated centre 
Outcome 05: Absence of the person in charge 
Outcome 06: Safeguarding and Safety 
Outcome 07: Health and Safety and Risk Management 
Outcome 08: Medication Management 
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 18: Suitable Staffing 
 
Summary of findings from this inspection  
This monitoring inspection was carried out as part of the Health Information and 
Quality Authority’s (the Authority) regulatory monitoring function to check progress 
on any outstanding actions from previous inspections and to monitor compliance with 
the Health Act 2007 (Care and Welfare of residents in Designated Centres for Older 
People) Regulations 2009 (as amended). It was unannounced and took place over 
one day. 
 
This was the sixth inspection of this centre. Previous inspection reports are available 
on www.hiqa.ie. The last inspection was carried out on 26 June 2012. 
 
Overall, the inspector was satisfied that the residents were well cared for. Residents 
who were able to express their opinions were complimentary in relation to the care 
provided, the staff and the food. However, there was poor evidence of provision of 
evidence-based practice with regard to wound care and falls management. Residents 
had good access to general practitioner (GP) services and to a range of other allied 
health professionals. Good levels of staffing were observed by the inspector. Staff 
informed the inspector that staff turnover was low which contributed to continuity of 
care and staff were knowledgeable of residents preferred routines. The inspector met 
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with the Person in Charge, the recently appointed Clinical Nurse Manager, residents 
and staff members during the inspection. The inspector observed practices and 
reviewed documentation such as care plans, medical records, accident logs, policies 
and procedures and audit file. Residents who were able to express their opinion were 
complimentary in relation to care services includes meals and staff spoken with by 
the inspector were complimentary of the service provided and stated they were “well 
cared for” and “the food was good”. The inspector reviewed records of accidents and 
incidents that had occurred in the designated centre and was satisfied that all 
relevant incidents were notified to the Chief Inspector. 
 
While some nursing staff had received training in care planning, this was an area 
that required further review. A revised risk management process was in place and 
there were up to date risk assessments with control measures documented for risks 
identified. However, improvements were identified to ensure that the risk 
management policy complied with the Regulations. While meaningful activities were 
observed taking place for day care residents on the afternoon of the inspection the 
inspector noted there were residents particularly those who were cognitively 
impaired who were not engaged in meaningful activity. 
 
The inspector reviewed the eight actions which comprised of 17 requirements from 
the previous inspection. These are discussed throughout the report. The following 
improvements are required in order to comply with the Regulations: 
 Mandatory training in fire safety and safe manual handling  for all staff to be ・

continuously compliant with current legislation. 
 Review of falls management.・  
 Review of wound care.・  
 Training for staff in evidence・ -based practice with regard to wound care and falls 

prevention management. 
 A requirement to address deficits in care planning.・  
 Further rev・ iew of the quality of care and the quality of life of residents. 
 Further amendment to the risk management policy.・  

 
There were aspects of the physical environment which did not meet the Authority’s 
Standards in that the centre has multiple-occupancy rooms. This is discussed further 
under Outcome 12. 
 
The areas for improvement are discussed further in the body of the report. Actions 
partially completed or not addressed and further actions required from this inspection 
are set out in the action plan at the end of this report. 
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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. 

 
Outcome 03: Suitable Person in Charge 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
Theme:  
Leadership, Governance and Management 
 
Judgement: 
Compliant 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
The person in charge, Gerry McCormack, has been the person in charge since the 
commencement of the Authority's inspection function. He is a registered nurse with the 
required experience in the area of nursing older people and worked full-time in the 
centre. 
 
He had maintained his continuous professional development and has recently completed 
a Diploma in Gerontology His  registration with an Bord Altranais agus Cnáimhseachais 
na hÉireann (Nursing and Midwifery Board of Ireland) was up-to-date and his mandatory 
training was also up-to-date. 
 
He was supported in his role by a Clinical Nurse Manager (CNM) who deputised in his 
absence. 
 
 
Outcome 04: Records and documentation to be kept at a designated centre 
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). 
 
Theme:  
Leadership, Governance and Management 
 
Judgement: 
Non Compliant - Minor 
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Outstanding requirement(s) from previous inspection:  
The action(s) required from the previous inspection were satisfactorily implemented. 
 
Findings: 
Records in relation to residents (Schedule 3) 
Medical and care files reviewed. There were inadequate care plans and a lack of falls 
diaries for frequent fallers. A comprehensive record of the treatment provided to the 
resident following an accident and the documentation with regard to wound care was 
poor. Improvements are required with regard to these and are commented upon in the 
report. 
 
Operating Policies and Procedures (Schedule 5) 
Operational policies and guidance documents were in place to guide and inform staff. 
Following the last inspection the provider had been required to adapt comprehensive 
contemporary evidence-based restraint practices which comply with current legislation. 
The provider had enacted a restraint register and the person in charge informed the 
inspector that the centre was trying to decrease the use of bed rails and this had been 
reduced for new admissions but they were not as successful with residents who had 
come to rely on the use of bed rails. 
 
Review of the risk management policy is required - this is discussed under Outcome 7 
 
Medical Records 
Three medical files were reviewed by the inspector. Not all medical files reviewed had 
evidence of medication reviews every three months. Additionally a sample of medication 
charts was reviewed by the inspector. These were found to comply with good practice. 
 
Staffing records 
There was no planned rota available. The actual rota for staff was completed in pencil 
which is contrary to good practice guidelines. 
 
Some records were maintained in an organised manner and were easily retrievable, 
however. filing and organisation of some records for example staff training records 
required review. The person in charge confirmed that records were accessible to the 
residents to whom they referred to on request. 
 
 
Outcome 05: Absence of the person in charge 
The Chief Inspector is notified of the proposed absence of the person in charge from the 
designed centre and the arrangements in place for the management of the designated 
centre during his/her absence. 
 
Theme:  
Leadership, Governance and Management 
 
Judgement: 
Compliant 
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Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
There were appropriate arrangements in place for the management of the designated 
centre during the absence of the person in charge. The previous person who deputised 
for the person in charge had retired. A replacement Clinical Nurse Manager (CNM) had 
been appointed and commenced working at the centre on 22 July 2013. The inspector 
met with the CNM and found that she was an experienced nurse having qualified as a 
nurse in 1999. She had been a CNM since 2005. She had completed the Diploma in 
Gerontology in 2010, and has completed a first line management course. Her  
registration with an Bord Altranais agus Cnáimhseachais na hÉireann (Nursing and 
Midwifery Board of Ireland) was up-to-date and his mandatory training was also up to 
date. 
 
 
Outcome 06: Safeguarding and Safety 
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. 
 
Theme:  
Safe Care and Support 
 
Judgement: 
Compliant 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
Measures were in place to protect residents from being harmed or abused. 
 
A policy was available which gave guidance to staff on the assessment, reporting and 
investigation of any allegation of abuse. All staff spoken with displayed sufficient 
knowledge of elder abuse and all were clear on reporting procedures should they receive 
an allegation of abuse. Residents spoken with said that they felt safe and secure in the 
centre. The training records showed that the all staff had received training on identifying 
and responding to elder abuse. 
 
The inspector spoke with the person in charge with regard to the systems in place for 
safeguarding residents’ money. The centre did not act as an agent for any resident. The 
centre adhered to the national HSE policies on managing residents’ finances. The centre 
was responsible for safekeeping small amounts of money for a small number of 
residents. A locked, safe was provided for this purpose. 
 
There was a clear documented system for recording the receipt of all money and 
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valuable and monitoring all transactions. 
 
The inspector observed staff throughout the course of the inspection and noted 
respectful and caring interactions between staff and residents. Staff assisted residents 
when they sought assistance. Staff were aware of the importance of respecting the 
privacy and dignity of residents and privacy notices were displayed on all bedroom 
doors. 
 
 
Outcome 07: Health and Safety and Risk Management 
The health and safety of residents, visitors and staff is promoted and protected. 
 
Theme:  
Safe Care and Support 
 
Judgement: 
Non Compliant - Moderate 
 
 
Outstanding requirement(s) from previous inspection:  
Some action(s) required from the previous inspection were not satisfactorily 
implemented. 
 
Findings: 
Risk assessment – Smoking 
At the time of the last inspection the inspector found that  a register of the risks specific 
to the centre, such as risks associated with smoking, residents carrying out light duties, 
or the maintenance works which were in progress was not in place. On this occasion the 
inspector found that a comprehensive risk register was in place. 
 
Risk Management Policy 
A risk management policy which had been updated since the last inspection was in place 
but required further review to ensure it addressed all the risks specified in the 
Regulations such as self harm, violence and aggression and the arrangements for the 
identification, recording, investigation and learning from serious incidents. The inspector 
saw that a safety statement was available. The inspector saw that since the last 
inspection risk assessments had been carried out. The hazard and controls in place to 
mitigate the risk were documented. 
 
The design of the ramped areas did not comply with Building Regulations 2000, 
Technical Guidance Document M, Access for People with Disabilities (Part M Building 
Regulations) at the time of the last inspection. Handrails have been provided in both 
garden areas. 
 
Fire Safety 
Post the last inspection the provider was also requested to provide suitable training for 
staff in fire prevention and to 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. 
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The inspector found on this occasion that not all staff had up to date fire training. Some 
fire drills had been completed but not all staff had participated in one to date. The 
person in charge informed the inspector that further training in fire safety and fire drills 
were planned. The inspector reviewed the fire records which showed that all fire 
equipment had been regularly serviced. The fire extinguishers were serviced annually 
and quarterly servicing of the fire alarms and emergency lighting system was also 
carried out by external fire safety consultants. There was also a documented, in-house, 
daily check of all escape routes. The inspector found on speaking with staff that all were 
able to describe the correct procedure to follow in the event of the fire alarm going off. 
 
Accident and Incident Management 
Some measures were in place to prevent accidents and facilitate residents’ mobility. 
Handrails were provided on both sides of the corridor to promote independence. 
 
The inspector was concerned that falls prevention strategies were not in place to protect 
residents from injury. Records were maintained of all accidents and incidents but these 
were not fully complete and were not detailed as to the assessment measures that staff 
utilised before, for example, where a resident had fallen whether it was safe to mobilise 
the resident.  Where the incident related to a fall, the falls risk assessment for the 
resident was not reviewed and not all residents who had fallen had up to date risk 
reduction/falls prevention care plans in place. The care plans reviewed failed to detail if 
the resident had been referred or seen by the physiotherapist or any other specific 
preventative strategy to minimise the risk of re-occurrence. Falls diaries were not 
completed to check whether any trends of common themes were associated with the 
falls. There was no evidence of an overall review when residents sustained a repeat fall 
in accordance with evidence-based guidance so that possible contributory factors such 
as medication, eyesight, continence or footwear could be assessed and a coordinated 
plan of care put in place to promote the safety of residents. 
 
The person in charge informed the inspector that preventative measures were being 
taken to prevent re-occurrence, such as review to physiotherapy, provision of a tactile 
alarm and/or a low-low bed. All residents who sustained a fall (witnessed or un-
witnessed) were not subject to neurological observation to ensure they did not sustain a 
head injury. 
 
Emergency Plan 
An emergency plan was in place which identified what to do in the event of fire, flood, 
loss of power or heat and any other possible emergency. Alternative accommodation for 
residents was available if evacuation was necessary. 
 
Staff Training – Moving and Handling 
The person in charge was aware of the need to ensure that all staff had training in 
moving and handling, however, not all staff had up to date moving and handling 
training. 
 
Visitors’ Log 
A visitors’ log was in place to monitor the movement of persons in and out of the 
building to ensure the safety and security of residents and to inform staff of persons in 
the premises should evacuation be required. 
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Missing Person Policy 
A missing person policy was in place to instruct staff as to the procedure to follow 
should a resident be reported as missing. Recent photographic identification was 
available for each resident. 
 
 
Outcome 08: Medication Management 
Each resident is protected by the designated centres policies and procedures for 
medication management. 
 
Theme:  
Safe Care and Support 
 
Judgement: 
Compliant 
 
 
Outstanding requirement(s) from previous inspection:  
The action(s) required from the previous inspection were satisfactorily implemented. 
 
Findings: 
The medication policy had been reviewed since the last inspection and the inspector 
found that a comprehensive policy was now in place which guided staff on all aspects of 
medication management. The inspector spoke with the nurse who was administering the 
evening medication on the day of inspection. She administered medication in line with 
professional guidelines and was knowledgeable of the medication administered. She 
described good input from the pharmacist who attended the centre five days per week. 
 
Photographic identification was available on the medication prescription chart for each 
resident to ensure the correct identity of the resident receiving the medication and 
reduce the risk of medication error. A dedicated fridge was used to maintain a cold chain 
and ensure those medications which required cold storage were stored appropriately. 
 
The prescription sheets and medication records for four residents were inspected. The 
following omission was noted: 
- no signature for discontinuation of medication. 
 
No medication was being crushed at the time of inspection. Staff explained to the 
inspector that where a resident had difficulty swallowing tablet form medication the 
pharmacist had ensured that liquid form was available. 
 
There was evidence available in a minority of files reviewed by the inspector to support 
that medication was being reviewed at three-monthly intervals. 
 
No evidence was made available to the inspector that any medication management audit 
has been undertaken. 
 
Medications that required strict control measures (MDAs) were carefully managed and 
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kept in a secure cabinet in keeping with the Misuse of Drugs (Safe Custody) Regulations, 
1984. Nurses kept a register of MDAs. The stock balance was checked and signed by 
two nurses at the time of administration and change of each shift. The inspector 
checked the balances and found them to be correct. 
 
 
Outcome 10: Reviewing and improving the quality and safety of care 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
 
Theme:  
Effective Care and Support 
 
Judgement: 
Non Compliant - Moderate 
 
 
Outstanding requirement(s) from previous inspection:  
Some action(s) required from the previous inspection were not satisfactorily 
implemented. 
 
Findings: 
At the time of the last inspection the inspector found that here was no clear system in 
place to capture the reviews planned or undertaken of the quality and safety of care 
provided to residents and the quality of life of residents in the designated centre and 
improving the quality of care provided at, and the quality of life of residents in, the 
designated centre. This action remained live and required input to comply with current 
legislation and ensure positive outcomes for residents. An informal system was in place 
by way of daily communication with residents and/or their family members on visiting. 
 
The person in charge was doing some work in this area but there no formalised system 
in place. He informed the inspector that a weights audit had been completed which 
found that 33 of the 37 residents had been weighed in the last month. However, the 
policy is that all residents are weighed monthly. There was no meaningful analysis of 
this information in order to identify how to achieve a higher compliance rate or identify 
possible areas where improvements could be made. There was no evidence that clinical 
data was collected and reviewed with regard to falls management, wound care, accident 
and incidents, medication management or other clinical areas. 
 
Further work is required to review what data is collected and use it to identify possible 
trends and areas for improvement and ensure that the review results in improvements 
in the quality and safety of the service for residents. 
 
The inspector spoke with one of the nursing staff who had completed a hand hygiene 
audit. This had indicated that hand hygiene training was required. The training was 
completed and the nurse informed the inspector that she planned to complete another 
audit in this area. 
 
The person in charge informed the inspector that a senior manager in older person’s 
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services had recently completed an audit of care plans. However, there was no 
documentation available in the centre with regard to this audit. 
 
Following the last inspection the provider had agreed to address this matter by 
September 2012. 
 
Although a forum for residents/relatives was in place the inspector did not see any 
evidence that information collected as a result of audits or reviews was conveyed to 
residents. 
 
A report on reviews conducted for the purpose of Regulation 35 - Quality and Safety of 
Care and Quality of Life was not available. 
 
 
Outcome 11: Health and Social Care Needs 
Each residents 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 residents 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. 
 
Theme:  
Effective Care and Support 
 
Judgement: 
Non Compliant - Moderate 
 
 
Outstanding requirement(s) from previous inspection:  
Some action(s) required from the previous inspection were not satisfactorily 
implemented. 
 
Findings: 
The provider had replied to the above actions by stating “Residents or their significant 
others will be informed of any changes to care plan. They will be informed of next 
review date so they can participate in the development/review of their care plan.” 
However the inspector found that this was not the case on inspection. 
 
Assessment and Care Planning 
The inspector found that while all residents had care plans improvements were required 
in this area. On admission, a comprehensive nursing assessment and additional risk 
assessments were carried out for all residents. For example, a nutritional assessment 
tool was used to identify risk of nutritional deficit, a falls risk assessment to risk rate 
propensity to falling. The inspector noted that the assessments did not inform the care 
plans and where a reassessment was undertaken the care plan was not reviewed. For 
example, where a resident had fallen the falls risk assessment was not reflected in the 
care plan. Care plans were not linked together to give a global view of the residents 
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care. For example, skin integrity, nutrition, mobility and pressure area care were not 
linked. Care plans were not in place for all identified needs, for example, where a 
resident developed an acute problem – a laceration post a fall or a respiratory tract 
infection –there was no care plan in place to facilitate and guide the delivery of care. 
While there was a care plan in place with regard to emergency care of epilepsy this care 
plan did not document what medication was prescribed, when it should be given and 
any other special consideration that may be necessary. 
 
Care plans were not reviewed at three-monthly intervals or as required in response to 
changing needs. There were many care plans that had been enacted for significant 
periods of time and had a staff signature that they were reviewed but no narrative or 
changes to the identified need. There were often contradictions documented for 
example two types of wound dressings documented. When this was discussed with the 
person in charge he could describe changes to the identified needs but these were not 
reflected in the current care plan. 
 
A narrative record was recorded for each individual care plan that was enacted each day 
but it was difficult to obtain an overall clinical picture of the resident. The records 
generally described aspects of physical care only and did not convey the full range of 
care provided on a daily basis such as the social and psychological support provided to 
ensure residents well-being. Nurses’ entries were not timed which is contrary to best 
practice guidelines from An Bord Altranais. 
 
Resident Consultation and Involvement in the Care Plans 
There was poor evidence of involvement of the residents in the development and review 
of the care plan. There was a signature of the resident and/or their significant other on 
a template that had been developed by the centre stating that the resident did not wish 
to be consulted with regard to their care plans. This was not reviewed on an ongoing 
basis and was not consultative in nature and did not encourage or facilitate a 
consultative approach. Hence there was no evidence available of compliance with 
Regulation 8. with regard to consulting with residents in most cases. Also as a result of 
this approach there was a lack of information as to whether the resident and/or their 
significant other agreed, disagreed or wished to make any comment with regard to the 
care plan. Consequently, this did not take account of individual residents' choices and 
preferences in all aspects of their care. Where person-centred care wishes are recorded 
and incorporated into care plans, this gives guidance in daily routines and management 
plans for staff to follow with the aim of ensuring residents are involved in their care and 
care is delivered in a consistent manner. In the absence of clear care plans it is not 
possible for the provider to ensure that suitable and sufficient care to maintain the 
resident’s welfare and wellbeing, having regard to the nature and extent of the 
resident’s dependency and needs as set out in their care plan is delivered. 
 
Healthcare/Provision of Allied Health Services 
While there was poor documentary evidence in the care files, the inspector found from 
talking with the nursing staff and residents that it seemed that residents’ overall 
healthcare needs were met and they had access to appropriate medical and allied 
healthcare services. Residents had good access to general practitioner (GP) services and 
out-of-hours cover was also readily available. The GP attended the centre four days per 
week and was available if required on the day he didn’t attend. The physiotherapist 
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attended the centre three days per week she was assisted by a physiotherapy assistant. 
Residents also had access to a range of other services on referral including speech and 
language therapy (SALT), dietetic services and occupational therapist (OT). Chiropody, 
dental and optical services were also provided. Audiology services were arranged as 
required via GP referral. There was access to the local palliative care team. 
 
Restraint Management 
The inspector found that progress had been made with regard to the use of restraint. 
While there continued to be a high usage of bed rails, efforts were being made to 
reduce this and the overall all usage of bed rails had decreased since the last inspection. 
No other forms of restraint were in use. The centre’s policy on restraint was based on 
national policy and guidelines, however, it was not being used to consistently guide 
practice. Risk assessments for the use of restraint were carried out and reviewed but 
they did not demonstrate that the use of alternatives had been fully addressed. Care 
plans had not been developed to guide the care of residents who used restraint. 
 
Wound Prevention and Management 
Wound prevention and management was not in line with evidence-based practice. There 
were poor arrangements in place to manage and monitor wounds. There was no 
procedure in place for measuring a wound to ensure that there was a base line obtained 
for comparative purposes to monitor whether the wound was progressing or regressing. 
The wound care chart was poorly maintained and the care plan was inadequate and 
confusing to guide and inform staff as to the delivery of care which complied with 
evident based practice and promoted healing. The centre had access to specialist tissue 
viability services and dietician services. 
 
“Do Not Resuscitate” Orders 
The inspector found on reviewing some files that  ‘Do not resuscitate’ orders were in 
place with no evidence of discussion recorded with the resident or their significant 
other/s. Where there was evidence that a discussion had taken place with the resident 
and the family with regard to this decision no review had occurred since 2010. 
 
Nutritional Care 
The inspector noted that residents’ weights were stable on files reviewed. The person in 
charge informed the inspector that there were no resident who had had significant 
unintentional weight loss. Residents had access to the dietician and SALT services and 
supplements were prescribed where indicated 
 
Meaningful Activities 
Activities included live music, singing, exercise classes, arts and crafts and mass. Social 
assessments were carried out with all residents however there were no social care plans 
in files reviewed. Some one-to-one activities were provided for residents who did not 
wish to participate in the group setting. 
 
 
Outcome 12: Safe and Suitable Premises 
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 
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order. 
 
Theme:  
Effective Care and Support 
 
Judgement: 
Non Compliant - Moderate 
 
 
Outstanding requirement(s) from previous inspection:  
The action(s) required from the previous inspection were satisfactorily implemented. 
 
Findings: 
The layout and design of the multi occupancy rooms continues to pose difficulties to 
provide for residents’ individual and collective needs in a comfortable and homely way 
on a daily basis. The residents’ personal space is not designed or laid out in a manner to 
ensure their safety, encourage and aid their independence and assure their comfort, 
privacy and dignity. There were nine multi-occupancy rooms five of which 
accommodated four residents and four bedrooms which accommodated three residents. 
The physical environment does not comply with the Regulations and the Authority's 
Standards. 
 
 
Outcome 18: Suitable Staffing 
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. 
 
Theme:  
Workforce 
 
Judgement: 
Non Compliant - Minor 
 
 
Outstanding requirement(s) from previous inspection:  
Some action(s) required from the previous inspection were not satisfactorily 
implemented. 
 
Findings: 
The staff rota contained each staff member’s full name and position. The person in 
charge informed the inspector that he had prepared some documentation with regard to 
the volunteers but had not formalised their arrangement with the centre. He stated all 
volunteers were supervised at all times. 
 
There was a comprehensive written operational staff recruitment policy in place. The 
provider had ensured a good level of staffing and skill mix in order to meet the needs of 
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the residents. On the day of inspection seven health care assistants and three nursing 
staff and the person in charge providing care to 35 residents. The inspector reviewed 
the rosters and saw that this was usual practice. Two nurses supervised the delivery of 
care during the night shift and there were two care staff also on duty. The person in 
charge was also present in the centre on a full-time basis. In addition there were 5 
catering/dining room staff. One staff for laundry, two administration staff and an artist 
was on-site for two hours in the morning. 
 
Formal induction arrangements for newly employed staff were in place. There was a lack 
of evidence-based practice with regard to assessment and care planning and falls 
management. Staff members require access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
No planned roster was available. An actual roster was in place. This was completed in 
pencil which is contrary  to best practice. A staff handover occurred at the 
commencement of the morning and night shift. The person in charge informed the 
inspector that all nursing staff had the required up-to-date registration with An Bord 
Altranais agus Cnáimhseachais na hÉireann. 
 
There were 35 residents in the centre on the day of inspection (one resident was in the 
acute hospital) - 14 of these residents were assessed as maximum dependency, 10 as 
high, five as medium dependency, four as low dependency and two as independent. The 
inspector noted that residents were supervised in communal areas at all times during 
the inspection and there was adequate staff in the dining room at lunch time to ensure 
residents were assisted in a timely fashion. 
 
As there were three staff nurses on duty at all times with the person in charge this gave 
him time to supervise staff and to fulfil his managerial and supervisory role. 
 
Residents spoken with informed the inspector that staff were always available to look 
after them. The inspector was of the opinion that the numbers and skill-mix of staff was 
appropriate to the assessed needs of residents, and the size and layout of the 
designated centre and that staff were supervised on an appropriate basis pertinent to 
their role. 
 
 

 
Closing the Visit 
 
At the close of the inspection a feedback meeting was held to report on the inspection 
findings, which highlighted both good practice and where improvements were required. 
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Provider’s response to inspection report1 
 

Centre name: 
 
Plunkett Community Nursing Unit 

Centre ID: 
 
ORG-0000653 

Date of inspection: 
 
 

Date of response: 
 
 

 
Requirements 
 
This section sets out the actions that must be taken by the provider or person in 
charge to ensure Compliance with 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. 
 
 
Outcome 04: Records and documentation to be kept at a designated centre 
Theme: Leadership, Governance and Management 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
Filing and organisation of some records for example staff training records required 
review. 
 
Action Required: 
Under Regulation 22 (1) (ii) -(iii) you are required to: Keep the records listed under 
Schedule 3 (records in relation to residents) and Schedule 4 (general records) up-to-
date and in good order and in a safe and secure place. 
 
Please state the actions you have taken or are planning to take:      
The Excel training sheet to be updated to reflect the training that has been done this 
year. The responsibility of updating this has been given to in house clerical staff 
 

                                                 
1 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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Proposed Timescale: 30/11/2013 
 
Outcome 07: Health and Safety and Risk Management 
Theme: Safe Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
The inspector found there were poor preventative strategies to minimise the risk of re-
occurrence of falls. Where falls had occurred neurological observations post the fall 
were not recorded in all instances. The incident recording post the falls documented 
minimal information as to the immediate assessment post the fall to ensure it was safe 
to mobilise the resident. 
 
Action Required: 
Under Regulation 31 (4) (a) you are required to: Take all reasonable measures to 
prevent accidents to any person in the designated centre and in the grounds of the 
designated centre. 
 
Please state the actions you have taken or are planning to take:      
There are care plans in situ for Residents who smoke 
 
 
 
Proposed Timescale: 21/10/2013 
Theme: Safe Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
A risk management policy which had been updated since the last inspection was in 
place but required further review to ensure it addressed all the risks specified in the 
Regulations. 
 
Action Required: 
Under Regulation 31 (1) you are required to: Put in place a comprehensive written risk 
management policy and implement this throughout the designated centre. 
 
Please state the actions you have taken or are planning to take:      
This policy will be reviewed and adapted to include the items covered under regulation 
31(2). 
 
 
 
Proposed Timescale: 30/11/2013 
Theme: Safe Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
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Not all staff had up to date manual handling training. 
 
Action Required: 
Under Regulation 31 (4) (f) you are required to: Provide training for staff in the moving 
and handling of residents. 
 
Please state the actions you have taken or are planning to take:      
Moving and handling training will take place on 26th October 2013 for the staff whose 
training is out of date. 
 
 
 
Proposed Timescale: 31/10/2013 
Theme: Safe Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
Not all staff had up to date training in fire safety. 
 
Action Required: 
Under Regulation 32 (1) (d) you are required to: Provide suitable training for staff in 
fire prevention. 
 
Please state the actions you have taken or are planning to take:      
Fire training is booked for December  4th  2013 and all staff who need updated will 
attend 
 
 
 
Proposed Timescale: 04/12/2013 
Theme: Safe Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
Some fire drills had been completed but not all staff had participated in one to date. 
 
Action Required: 
Under Regulation 32 (1) (e) you are required to: 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. 
 
Please state the actions you have taken or are planning to take:      
Fire training is booked for December  4th  2013 and all staff who need updated will 
attend 
 
 
 
Proposed Timescale: 04/12/2013 
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Outcome 10: Reviewing and improving the quality and safety of care 
Theme: Effective Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
Although a forum for residents/relatives was in place the inspector did not see any 
evidence that information collected as a result of audits or reviews was conveyed to 
residents. 
 
A report on reviews conducted for the purpose of Regulation 35 was not available. 
 
Action Required: 
Under Regulation 35 (2) you are required to: 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. 
 
Please state the actions you have taken or are planning to take:      
Results of any audits will be placed on residents notice board for their information. 
 
 
 
Proposed Timescale: 30/11/2013 
Theme: Effective Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
There was no clear system in place to capture the reviews planned or undertaken of the 
quality and safety of care provided to residents and the quality of life of residents in the 
designated centre and improving the quality of care provided at, and the quality of life 
of residents in, the designated centre. 
 
Action Required: 
Under Regulation 35 (1) (a) you are required to: 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. 
 
Please state the actions you have taken or are planning to take:      
A plan of audits to be carried out during the year to be put in place. 
 
 
 
Proposed Timescale: 30/11/2013 
 
Outcome 11: Health and Social Care Needs 
Theme: Effective Care and Support 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
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The inspector noted that the assessments did not inform the care plans and where a 
reassessment was undertaken the care plan was not reviewed. 
 
Care plans were not in place for all identified needs, for example, where a resident 
developed an acute problem – a laceration post a fall or a respiratory tract infection –
there was no care plan in place to facilitate and guide the delivery of care. While there 
was a care plan in place with regard to emergency care of epilepsy this care plan did 
not document what medication was prescribed, when it should be given and any other 
special consideration that may be necessary. 
 
A resident/family involvement page will be added to the documentation. The link Nurse 
then will communicate with the resident and/or their significant other 3 monthly 
offering a discussion re the care plan. 
 
Action Required: 
Under Regulation 8 (1) you are required to: Set out each resident’s needs in an 
individual care plan developed and agreed with the resident. 
 
Please state the actions you have taken or are planning to take:      
The care plans and documentation of all residents will be reviewed with a view to 
making it more user friendly for both staff and resident/significant others. 
 
Acute care plans to be written on a pink sheet going forward and removed immediately 
when acute episode is resolved. 
 
 
 
Proposed Timescale: 28/02/2014 
Theme: Effective Care and Support 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
The inspector found that care plans were not reviewed at three-monthly intervals or as 
required in response to changing needs. There were many care plans that had been 
enacted for significant periods of time and had a staff signature that they were 
reviewed but no narrative or changes to the identified need. 
 
Action Required: 
Under Regulation 8 (2) (b) you are required to: Keep each residents care plan under 
formal review as required by the residents changing needs or circumstances and no less 
frequent than at 3-monthly intervals. 
 
Please state the actions you have taken or are planning to take:      
Current way of updating care plans to be reviewed and a link nurse to be given to each 
resident with the responsibility of ensuring care plans are updated at least three 
monthly or more frequently if condition changes. 
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Proposed Timescale: 28/02/2014 
Theme: Effective Care and Support 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
There was poor evidence of involvement of the residents in the development and 
review of the care plan. There was a signature of the resident and/or their significant 
other on a template that had been developed by the centre stating that the resident did 
not wish to be consulted with regard to their care plans. This was not reviewed on an 
on-going basis and was not consultative in nature and did not encourage or facilitate a 
consultative approach. 
 
Action Required: 
Under Regulation 8 (1) you are required to: Set out each resident’s needs in an 
individual care plan developed and agreed with the resident. 
 
Please state the actions you have taken or are planning to take:      
A resident/family involvement page will be added to the documentation. The link Nurse 
then will communicate with the resident and/or their significant other 3 monthly 
offering a discussion re the care plan. 
 
 
 
Proposed Timescale: 28/02/2014 
 
Outcome 12: Safe and Suitable Premises 
Theme: Effective Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
The physical environment does not comply 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. 
 
Action Required: 
Under Regulation 19 (3) (f) you are required to: Ensure the size and layout of rooms 
occupied or used by residents are suitable for their needs. 
 
Please state the actions you have taken or are planning to take:      
An initial meeting with Technical services has been scheduled for 21st October 2013 to 
discuss compliance with Regulation 19. 
 
 
 
Proposed Timescale: 31/12/2013 
 
Outcome 18: Suitable Staffing 
Theme: Workforce 
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The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
No Planned roster was available. An actual roster was in place. This was completed in 
pencil which is contrary to best practice. 
 
Action Required: 
Under Regulation 16 (3) you are required to: Maintain a planned and actual staff rota, 
showing staff on duty at any time during the day and night. 
 
Please state the actions you have taken or are planning to take:      
A planned and actual rota to be put in place and will be written in ink. 
 
 
 
Proposed Timescale: 31/10/2013 
Theme: Workforce 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
There was a lack of evidence-based practice with regard to assessment and care 
planning and falls management. Staff members require access to education and training 
to enable them to provide care in accordance with contemporary evidence-based 
practice. 
 
Action Required: 
Under Regulation 17 (1) you are required to: Provide staff members with access to 
education and training to enable them to provide care in accordance with contemporary 
evidence based practice. 
 
Please state the actions you have taken or are planning to take:      
Training to be sourced re care planning. 
 
Physio to be contacted regarding falls management awareness sessions. 
 
 
 
Proposed Timescale: 31/12/2013 
Theme: Workforce 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
The person in charge informed the inspector that he had prepared some documentation 
with regard to the volunteers but had not formalised their arrangement with the centre. 
He stated all volunteers were supervised at all times. 
 
Action Required: 
Under Regulation 34 (a) you are required to: Set out the roles and responsibilities of 
volunteers working in the designated centre in a written agreement between the 
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designated centre and the individual. 
 
Please state the actions you have taken or are planning to take:      
These volunteers are supervised in the Day area. 
 
A written agreement setting out the Volunteers responsibilities will be completed for 
each volunteer. 
 
Garda vetting has been applied for through HR Department in Roscommon. 
 
 
 
Proposed Timescale: 30/11/2013 
 
 
 
 
 
 
 
 
 
 
 


