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Centre name: 

 
Sonas Care Centre 

 
Centre ID: 

 
0384 
 
Cloverhill 
 
Lisagallon 

Centre address: 

 
Co. Roscommon 

 
Telephone number:  

 
090-6628882 

 
Email address: 

 
090-6628885 

 
Type of centre: 

 
Cloverhillcc@sonas.ie 

 
Registered provider: 

 
Sonas Health Care Management Ltd. 

 
Person authorised to act on 
behalf of the provider: 

 
 
John Mangan 

 
Person in charge: 

 
John Mangan 

 
Date of inspection: 

 
30 and 31 May 2012 

 
Time inspection took place: 

 
Day-1: Start: 09:15 hrs  Completion:17:50 hrs 
Day-2: Start: 09:15 hrs  Completion:16:00 hrs 

 
Lead inspector: 

 
P.J Wynne 

 
Support inspector: 

 
N/A 

 
Type of inspection  

 
 announced               unannounced   

 
Date of last inspection:  

 
11 July 2011 

 
 

   
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated Centres under Health Act 2007 
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About inspection   
 

The purpose of inspection is to gather evidence on which to make judgements about 
the fitness of the registered provider and to report on the quality of the service. This 
is to ensure that providers are complying with the requirements and conditions of 
their registration and meet the standards; that they have systems in place to both 
safeguard the welfare of service users and to provide information and evidence of 
good and poor practice.   
 
In assessing the overall quality of the service provided, inspectors examine how well 
the provider has met the requirements of the Health Act 2007, 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 under 18 outcome statements.  The outcomes set out 
what is expected in designated centres.   
 
Outcome 1 
There is a written statement of purpose that accurately describes the service that is 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.  
Outcome 2 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
Outcome 3 
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 
Outcome 4 
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. 
Outcome 5 
The health and safety of residents, visitors and staff is promoted and protected.  
Outcome 6 
Each resident is protected by the designated centre’s policies and procedures for medication 
management. 
Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-based 
nursing care and appropriate medical and allied healthcare. 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.  
Outcome 8 
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.  
Outcome 9 
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.  
Outcome 10 
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. 
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Outcome 11 
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. 
 Outcome 12 
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.  
Outcome 13 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
Outcome 14 
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.  
Outcome 15 
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. 
Outcome 16 
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). 
Outcome 17 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
Outcome 18 
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.  
 
All inspection reports produced by the Health Information and Quality Authority will 
be published. However, in cases where legal or enforcement activity may arise from 
the findings of an inspection, the publication of a report will be delayed until that 
activity is resolved. The reason for this is that the publication of a report may 
prejudice any proceedings by putting evidence into the public domain 
 
The inspection report is available to residents, relatives, providers and members of 
the public, and is published on www.hiqa.ie in keeping with the Authority’s values of 
openness and transparency.   
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About the centre 
 

Location of centre and description of services and premises 
 
Sonas Care Centre is situated in a rural setting approximately four kilometres from 
Roscommon town on the N60 Roscommon to Castlerea road. It is a short walk, on a 
public footpath, from Cloverhill Church and adjacent to a proposed retirement 
housing complex which is also owned by the company. 

 
Sonas Care Centre is a one-storey building with two courtyards surrounded by 
gardens. It is one of three facilities owned by the Sonas Healthcare Management Ltd 
and can accommodate up to 56 residents. Dependent people who need long term 
care, people who have dementia care needs and those who need respite, 
convalescent or palliative care are admitted. At the time of inspection all residents 
were there for long term care.  
  
There are 28 single bedrooms of which 14 are en suite, having a toilet, shower and 
wash-hand basin. There are 14 twin rooms, of which eight have en suites with a 
toilet, shower and wash-hand basin. There are seven toilets of which three are 
wheelchair accessible, located around the building for the convenient use by 
residents. Two assisted bathrooms are also provided. 
 
There are three sitting areas; the main sitting area is located at the front of the 
building. There is a smaller sitting/dining area where more dependent residents are 
cared for and a third sitting room which is designed in a conservatory style. There is 
a sitting area where residents can meet with visitors in private. The dining room is 
adjacent to the kitchen. There is an oratory and a designated smoking area, hair 
salon and physiotherapist room. 
 
A coffee dock is located at the entrance. This has modern furniture and small tables. 
It provides an attractive space for residents and their visitors to sit in private, to have 
tea and coffee away from the main communal areas. 

 
 
Date centre was first established: 

 
29 January 2001 

 
Date of registration: 

 

5 May 2011 

 
Number of registered places:  

 
56 

 
Number of residents on the date of inspection:  

 
47 

Dependency level of current residents 
as provided by the centre: 

Max High Medium Low 

 
Number of residents 

 
14 

 
15 

 
11 

 
7 

 
 



 

Page 5 of 30 

 
Male 
( ) 

Female 
( ) 

 
Gender of residents 

 
16 

 
31 

 
Management structure 
 
The provider organisation is the Sonas Healthcare Management Ltd. One of the 
directors, John Mangan, is the nominated Provider and person in charge and has 
day-to-day responsibility for the centre. He is employed in this capacity on a full-time 
basis and is supported by Shirley Larkin, assistant director of nursing and Jovita 
Esteves, nurse manager. All nursing staff, care assistants, catering, household and 
administrative staff report through this governance structure.  
 

Staff 
designation 

Person 
in 

Charge 

Nurses Care 
staff

Catering 
staff 

Cleaning 
and 

laundry 
staff 

Admin 
staff 

Other staff

Number of 
staff on duty 
on day of 
inspection 
 

1 3 7 2 2 1 1 activity 
coordinator

 

 

Summary of 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 report set out the findings of an unannounced inspection. This inspection took 
place over two days and was the fourth inspection of the centre by the Authority. 
The focus of this inspection was to monitor compliance with requirements and 
conditions of registration granted to the centre on the 5 May 2011 and the Health 
Act 2007(Care and Welfare of residents in Designated Centres for Older people) 
Regulations 2009 (as amended). The inspector focused on key aspects of service 
delivery to assess the extent to which the management ensured safe outcomes for 
residents.  As part of the inspection the inspector met with residents, relatives, and 
staff members. The inspector observed practices and reviewed documentation such 
as care plans, medical records, accident logs, policies and procedures and staff files. 
 

The Social Services Inspectorate had also received information of concerns in relation 
to hygiene, security of residents’ personal belonging and management of falls in the 
centre. The provider was requested to complete a full investigation in relation to 
certain aspects of concerns received and submit a report on the incident to the 
Authority. The required report was received within the time frame and the matter 
responded to as requested by the Authority.  



 

Page 6 of 30 

The matters identified were further reviewed by the inspector during the course of 
this visit and are discussed in detail further in this report. 
 

Overall, the inspector was satisfied the centre was operating in compliance with the 
requirements of the regulations and conditions of registration. Staffing numbers and 
skill mix were adequate and took account of the needs of the residents and the size 
and layout of the premises. Residents could exercise choice in their daily life and 
were consulted on an ongoing basis. Care plans and routines took account of the 
individual needs of the resident profile. Management were committed to providing on 
going training to staff to ensure their professional development. 
 
The inspector found some aspects of the service that needed improvement. This 
included the development of an effective management system for reviewing the 
quality and safety of care. The statement of purpose required review to meet all the 
requirements of the regulations. Aspects of fire safety training required review to 
ensure the suitability of fire prevention training. Structural work was identified to 
ensure a sufficient number of bathing facilitates were available for all residents. 
Decorative maintenance and the system for cleaning were highlighted for 
improvement. 
 
The Action Plan at the end of this report identifies mandatory improvements in nine 
areas to 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. 
 

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.   
 
1. Statement of purpose and quality management 
 

Outcome 1 
There is a written statement of purpose that accurately describes the service that is 
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 
 

 
Inspection findings 
The inspector reviewed the statement of purpose provided on request. The provider 
confirmed to the inspector the copy given was the current up to date version. The 
statement of purpose described the values, objectives and ethos of the centre and 
the service that was provided. However, it did not meet the requirements of 
Schedule 1 of Regulations. The following matters were omitted or lacked sufficient 
detail to include: 
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 the qualification and experience of the registered provider and person in 

charge 
 the name and position of each other person participating in the management 

of the designated centre  
 the registration number, date of registration and the expiry date 
 the conditions attached by the Chief Inspector to the designated centre’s 

registration 
 the total staffing complement, in whole time equivalents  
 the age range and sex of the residents for whom it is intended 

accommodation will be provided 
 the criteria used for admission 
 the arrangement for dealing with reviews of the resident’s care plan 
 the number and size of the rooms 
 the fire precautions and associated emergency procedures 

 
Outcome 2 
The quality of care and experience of the residents are monitored and developed on 
an ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 
 
Inspection findings 
The management of the centre were at the initial stages of developing a system of 
auditing for quality monitoring purposes and assurance. Data was being collected on 
a number of key quality indicators such as accidents/incidents, medication 
management to include those on night sedatives, psychotropic and analgesic. 
Records were maintained of restraint practices and residents’ weight. However, the 
system for quality assurance and continuous improvement required further 
development to ensure sufficient procedures are in place to ensure the clinical data 
collected is analysed for trends and actions are implemented to ensure enhanced 
outcomes for residents. 

 
Outcome 3 
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 
 

 
Inspection findings 
The complaints procedure was displayed at the entrance to the day sitting room. The 
person in charge explained issues of concern are addressed immediately at local level 
without recourse to the formal complaints procedure, unless the complainant wishes 
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otherwise. Management ensured an environment conducive to residents and their 
families to raise issues. A comments box with paper slips and pen was located inside 
the main entrance. 
 
The complaints policy contained all procedures as required by the regulations 
including, a named person to whom complaints can be made, a nominated person 
who would monitor that the complaints process was followed and recorded and an 
independent appeals process if the complainant was not satisfied with the outcome 
of their complaint. Failing a resolution through the centre’s own independent appeals 
process the complaints policy and procedures referred residents to an agency which 
does not assist to resolve issues of concern on behalf of residents.  
 
The complaints log for the past three months was reviewed. All relevant information 
about the complaint, investigation made and the outcome was detailed. However, 
the complainants’ satisfaction with the outcome was not recorded in all cases. 
 
2. Safeguarding and safety 
 

Outcome 4 
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 
 

 
Inspection findings 
The inspector found that measures were in place to protect residents from being 
harmed or suffering abuse. 

 
Residents stated that they felt safe in the centre and there were adequate measures 
in place to protect them from harm. Residents spoken with attributed their safety to 
the front door being secured and having a call bell to summon assistance.  

 
The provider had Garda Síochána vetting obtained for staff members. This was 
evidenced by a review of ten staff files. The outcome of Garda Síochána vetting was 
available for all staff in each file reviewed.  

 
There was a centre specific policy in place on the protection of residents from abuse. 
The policy defined the various types of abuse. The policy contained the contact 
details of the elder abuse officer in the Health Service Executive (HSE). A whistle 
blowing policy was in place which included protected disclosure procedures to guide 
staff in their reporting of a suspicion of abuse. However, a procedure on how to 
manage an allegation of abuse against a senior member of the management was not 
detailed in the policy.  
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The inspector reviewed the procedures for managing residents’ finances and spoke 
to the administrator with responsibility for maintaining residents’ finances. The 
provider did not manage pensions on behalf of any of the residents. A petty cash 
system was in place to manage small amounts of money. A record of the handling of 
money was maintained for each transaction. Two signatures in addition to the 
residents’ signature were recorded in all instances. The ongoing balance was 
transparently managed and explained to the resident or their representative. 
 

Outcome 5 
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 
 

 
Inspection findings 
There was a safety statement and a safety management structure in place. A staff 
member was nominated as a health and safety representative. The risk management 
policy included an environmental and clinical identification and assessment of risk 
throughout the centre. Precautions to control or minimise risk were specified for the 
care environment, communal areas, catering area and the external grounds.  The 
inspector viewed staff signatures indicating they had read and understood the health 
and safety procedures. 
 

 handrails were provided on both sides of the corridors throughout the 
building. All showers and toilets were provided with grab support rails  

 all entrance and exit doors were ramped ensuring ease of access for residents 
with mobility impairment. Floor covering in bedrooms and communal areas 
was safe 

 there was a visitors log in place to monitor the movement of persons in and 
out of the building to ensure the safety and security of residents 

 there was a food safety system in place and staff had been trained in food 
safety 

 there was a missing person policy in place which included clear procedures to 
guide staff should a resident be reported as missing 

 photographic identification was available for each resident and there were 
profile description sheet available for staff to provide to emergency services 

 sluice rooms and cleaning areas were restricted in the interest of residents 
and visitors’ safety 

 a policy on control of Legionnaires disease was available  
 separate staff toilets, shower and changing facilities were provided for 

catering and care staff in accordance with best practice for infection 
prevention 
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However, the health and safety procedures required review. While checks were 
undertaken to monitor existing hazard identified there were no routine checks to 
identify potential new hazards. There was a limited pro active approach to ongoing 
hazard identification. An active register of risk was not maintained and updated 
accordingly to address any new hazards which maybe identified with controls 
specified to reduce the risk. 

 
There were arrangements in place for recording untoward incidents and accidents. 
Information recorded included factual details of the accident/incident, date and time 
event occurred, description of the accident, any witnesses and whether medical 
treatment was required. The recording did not have a follow up section completed as 
to record whether the GP had seen the resident. To confirm this, you had to track 
through the daily progress notes and the medical files which was a cumbersome 
process and did not allow for the provider to easily ensure that residents were 
receiving sufficient medical attention following a fall. It was evidenced from the 
sample of accident/incident report forms viewed neurological observations were 
recorded on all occasions where a resident sustained a fall un-witnessed to 
determine if a head injury had been sustained and/or the level of consciousness 
affected. However, neurological observations were not completed in line with best 
practice, for a defined period of time at regular intervals post fall. The falls policy 
was reviewed. However, it did not provide clear procedures to guide staff actions and 
intervention for example; guidance on completing neurological observations was not 
outlined in the policy. 
 
The risk management policy was under review and a procedure to outline the 
arrangements for the identification, recording, investigation and learning from 
serious or untoward incidents or near miss events was included in the draft policy 
reviewed by the inspector. 
 
The inspector viewed records in staff files which indicated staff had been trained in 
the safe moving and handling of residents. This was evidenced by a review of staff 
files. A certificate of training attendance was provided in each file examined. A 
training matrix was in place to identify when refresher training was required in 
respect of each staff member for safe moving and handling of residents.     
 
Smoke detectors were located in all bedrooms and general purpose areas. 
Emergency lighting was provided throughout the building. Fire exit signage was in 
place to indicate the location of fire exit doors and escape routes from the building.  
The inspector viewed contracts which indicated the fire alarms; smoke and heat 
detectors were checked and serviced. Each resident had been risk assessed to 
indicate the equipment required to safely evacuate the residents in the event of fire 
or other emergency situation. 
 
The inspector viewed records of fire safety training which had been completed by all 
staff. Records indicated all staff had been trained in fire safety procedures within the 
past year. Additionally records indicated staff had participated in fire drills which took 
place on a routine basis and included simulated evacuation techniques. However, 
clear evidence was not provided to the inspector that fire safety training was 
undertaken by a competent person.  
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Outcome 6 
Each resident is protected by the designated centre’s policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 

 
Inspection findings 
A policy on medication management, to manage aspects of medication from 
ordering, prescribing, storing and administering was available and reflective of 
practice. All nursing staff had completed the An Bord Altranais course on medication 
management in the past 12 months.  
 
Photographic identification was available on the drugs chart for each resident to 
ensure the correct identity of the resident receiving the medication and reduce the 
risk of medication error. The prescription sheets reviewed were clear, legible and 
distinguished between PRN (as needed) and regular medication. The maximum 
amount for PRN (as needed) medication was indicated on sample of prescription 
sheets viewed by the inspector. 
 
The medication administration sheets viewed were signed by the nurse following 
administration of medication to the resident and recorded the name of the drug and 
time of administration. 
 
All medication was reviewed by the prescribing doctor every three months or more 
frequently should a change in residents’ health occur. The inspector reviewed 
medical files and noted the medication review by the prescribing practitioner, which 
was documented in the sample of residents’ medical notes examined. 
 
3. Health and social care needs 
 

Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied healthcare. 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 
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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  

 
Inspection findings 
The arrangements to meet residents’ assessed needs were set out in individual care 
plans. Each resident had a care plan completed in the sample reviewed. A life story 
had been completed with each resident or with the assistance of their representative 
which referenced personal and lifestyle choices. 
 
The assessment tools used to evaluate resident’s progress and to assess levels of risk 
for deterioration were in relation to vulnerability to falls, moving and handling, 
dependency, nutrition and continence risk assessment.  The inspector reviewed four 
residents’ care plans in detail and certain aspects within other plans of care. The 
inspector found that all files reviewed were comprehensive and person centered from 
a healthcare perspective. An action in relation to agreeing care plans with residents 
or their representative was contained in the previous report. The inspector viewed 
evidence on this occasion in each plan of care of the conclusion of the discussion and 
agreement of the resident or their representative to the plan of care. 
 
There was a record of the resident’s health condition and treatment given completed 
twice daily. In the sample of care plans reviewed there was evidence care plans were 
updated in response to a change in a resident’s health condition. Risk assessments 
were regularly revised and the plan of care updated accordingly. There was evidence 
the residents’ representative was updated on their health status or of any change in 
their condition 
 
Records demonstrated that there was timely access to medical care and residents’ 
healthcare needs were regularly reviewed. There was evidence in care plans of good 
links with the psychiatrist for later life and his team. Medication was reviewed 
routinely to ensure optimum health.  
 
An in house physiotherapist is on site two day each week and had developed a good 
relationship with residents. The physiotherapist undertakes an exercise group and 
individual exercises for residents with particular problems. The inspector saw the 
programmes in place for residents with mobility problems in case files reviewed. 
 
Senior management and nursing staff confirmed there were no residents with 
pressure wounds. The inspector spoke with the nurse manager who has a 
qualification in wound care. She described the preventative and monitoring strategies 
in place to maintain residents’ skin integrity. Those identified at risk were provided 
with suitable equipment to include an air mattress on their bed. Each resident’s 
moving and handling risk assessment was located in their bedroom to guide staff in 
interventions. 
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There was a range of equipment to enable nursing staff to respond to a medical 
emergency including an automated external defibrillator (AED) machine, oxygen 
supplies and a suction machine. 
 
The inspector identified in one case file an episode of repeated seizures by a 
resident. While a confirmed diagnosed was not established although the resident was 
treated with a medication for epilepsy. There was no risk assessment to ensure the 
resident’s safety with an emergency plan of care in place to guide and inform staff of 
the procedures to follow in the resident’s case file. 
 
There was a structured program of activities in place which was facilitated by the 
activities coordinator, employed on a full time basis. The inspectors spoke with the 
activity co-ordinator. She had attended training in SONAS and completed a course in 
activities for dependent people in residential services. Activities forming part of the 
weekly program included bingo, seat based exercises and story telling to ensure 
meaningful engagement for residents. The activity schedule provided for both 
cognitive and physical stimulation. Nursing staff, care staff, residents and relatives 
also confirmed that there were regular activities provided.  The activities therapist 
stated that weekend activities in the unit were dictated by the residents. She stated 
that this was generally a time when visits from family and friends are enjoyed.  
 

Outcome 8 
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 
 
 
Inspection findings 
While no resident was receiving end of life care at the time of inspection the 
inspector reviewed the case file for one resident admitted for palliative care. 
 
The local palliative care team provided support and advice and routinely visited the 
resident. This was evidenced by a review of the medical notes where instruction was 
provided for staff following each visit. The person in charge conformed the palliative 
care team will attend the centre outside of core hours if required. 
 
Nursing staff described the person-centred care provided, such as a residents’ family 
being facilitated to be with them. Where possible, a separate room was available to 
residents who required it and whilst there were no specific overnight facilities for 
family and friends, the inspector was told by staff that relatives and friends could be 
accommodated in the sitting room or a vacant bedroom if there was one available. 
The person in charge indicated all residents are given an opportunity to pay their 
respects on the occasion of a death. 
 
Personal wishes in relation to end of life care and spiritual plans of care were detailed 
in the sample of case files reviewed. The end of life plans included discussions in 
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relation to life sustaining treatments. A multi disciplinary approach was undertaken to 
include the resident, their representative and medical practitioner. This was further 
evidenced by a review of medical files where the GP had documented a consensus 
judgement. 

 
Outcome 9 
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 
 

 
Inspection findings 
There was a policy in place to guide and inform staff on the procedures to ensure 
residents’ nutritional and hydration needs were met.  All residents’ weight was 
monitored on a monthly basis and a nutritional risk assessment was completed. 
These were reviewed in the case files examined. There was specialist equipment 
available to record the weights of those residents unable to stand on a weigh scales. 
The inspector viewed residents’ weight being monitored and recorded in the sample 
of care plans reviewed. Those identified at risk of losing weight, had their weight 
reviewed on a more regular basis. Supplements were prescribed for residents 
identified with nutritional risk. The assistant director confirmed there were no 
residents on a food intake or fluid balance chart at the time of inspection.  

 
The inspector visited the kitchen. A plentiful supply of fresh food and drinks was 
maintained. There was a system in place whereby nurses informed the chef about 
the specific dietary needs of residents and inspector saw documentation in relation to 
low fat and diabetic diets.  The inspector reviewed the residents’ dining menu. A 
choice was offered at each mealtime which was varied and nutritious. Drinks and 
snacks were served between meals. 
 
Residents’ food likes and dislikes were ascertained on admission and updated 
frequently and the information was communicated to kitchen staff. Staff were 
informed which residents required their meals to be liquidised, where residents had 
difficulty swallowing. All portions in liquidised meals were individually plated and 
distinguishable. Those that required help were offered assistance sensitively and 
discreetly during mealtimes.  

 
4. Respecting and involving residents 
 

Outcome 10 
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 
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Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
 

 
Inspection findings 
A signed contract was in place for each resident in the sample reviewed which 
detailed the care, services provided, fees to be charged and the term and conditions 
of occupancy. The room occupied by the resident and whether single or  
multiple-occupancy was denoted on the contract of care.   The cost of services not 
included in the fee such as hair dressing and chiropody were identified. 
 
The inspector viewed a signed contract of care for the two most recent admissions. 
The contract had been agreed with the resident within the timeframe required by the 
regulations. 
 

Outcome 11 
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.  
 
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 
 

 
Inspection findings 
Communication between staff and residents was observed to be warm, respectful 
and amicable. Relatives confirmed that they were kept fully informed of any changes 
or plans regarding their relative’s care and staff were always available to discuss any 
issues.  
 
Residents maintained social relationships. Inspectors observed regular visitors 
throughout the two day inspection. Visitors primarily met with residents in the 
communal sitting rooms but access to a private space was available for those who 
wished to see relatives' and friends privately. 

 
Inspectors observed and were also informed by residents and relatives that the 
privacy and dignity of residents was respected by staff. For example: 
 

 doors to bedrooms and shower rooms were kept shut while staff were 
assisting residents  
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 curtains were pulled around beds in shared bedrooms when personal care 
was being provided by staff  

 staff were heard speaking courteously with residents  
 staff were heard communicating with residents who had confusion, in an 

unhurried manner on a one-to-one basis   
 
Residents’ meetings took place frequently which gave residents an opportunity to 
bring forward suggestions. Minutes reviewed by inspectors confirmed that 
discussions were held on topics such as activities and food choices. Senior staff 
indicated they met residents daily and encouraged them to voice any issues. The 
inspector observed this to be the case. Many residents referred to senior staff on first 
name terms. 
 
Residents were able to exercise choice regarding the time they got up and were able 
to have breakfast at a time that suited them. During the day residents were able to 
move around the centre freely.  Residents had access to a range of newspapers both 
national and provincial, magazines and journals which reflected their cultural 
interests and heritage 

 
Residents could practice their religious beliefs. An oratory was provided and a 
religious service was available each week. Residents told an inspector they were able 
to practise their faith and worship according to their wishes. 

 
The restraint measures in place included the use of bedrails and lap belts by two 
residents. The inspector viewed the records for some of these residents .There was a 
risk assessment completed prior to the use of the restraint. Consent was obtained 
and the use of restraint was reviewed periodically.  A senior member of staff had 
completed a “Train the Trainer” programme to assist with the implementation of the 
Health Service Executive (HSE) national policy and documentation on the use of 
restraint. However, on this inspection it was noted not all nursing staff were trained 
on best practice aspects in restraint management.  

 
Outcome 12 
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 
 

 
Inspection findings 
The inspector visited the laundry. It was clean, well organised and suitable in size 
with adequate work top space and areas to segregate soiled laundry and store clean 
items.  The inspector spoke with a staff member who works in the laundry. She 
confirmed a laundry service was provided seven days a week. The staff member 
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working in the laundry explained the procedures she follows to ensure that clothing 
is laundered appropriately and returned to residents. This was an area identified for 
improvement on the last inspection. A new system was introduced and all clothing 
examined was discreetly marked to indicate ownership. No concerns were raised 
regarding clothes going missing.  
 
The inspectors visited residents’ bedrooms and noted all residents had individual 
wardrobes and sufficient space to store their clothes. 
 
There was a policy on the management of residents’ personal property and 
possessions. While property lists were maintained for each resident they were not 
updated routinely in the case files reviewed.  
 
Residents’ were encouraged to personalize their bedrooms. Many residents had 
framed photographs and ornaments located within the vicinity of their beds. 
Televisions were provided for all residents. 
 
Each resident was provided with a lockable facility in their bedroom to allow then 
secure personal items.  The inspector tested a sample of locked drawers with keys 
provided by management. However, not all locks secured each unit when the key 
was turned in the lockable unit. 

 
5. Suitable staffing 
 

Outcome 13 
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 
 

 
Inspection findings 
The post of person in charge was full time and held by a registered nurse with the 
experience as required by the regulations. The person in charge was supported by an 
assistant director of care and a nurse manager. The person in charge was 
knowledgeable about their role and responsibilities for the day to day operation of 
the service. The person in charge had time to complete the management duties and 
responsibilities required by the role and to support and supervise staff. 
 

Outcome 14 
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 
 
 
Inspection findings 
The inspector viewed the staff duty rota for a three week period. The rota showed 
the staff complement on duty over each 24-hour period. The staff roster detailed 
their position and full name. The inspector noted that the planned staff rota matched 
the staffing levels on duty. Care staff were deployed to meet residents’ needs and 
staff were assigned to sitting rooms to monitor and assist residents throughout the 
day.  The rota indicated the person in charge had sufficient time for management 
and governance tasks. The inspector was able to form the view that the numbers of 
staff on duty and skill mix were appropriate to meet the needs of residents on the 
days of the inspection.  

 
Part-time staff did additional hours to cover other staff absences, so agency 
arrangements were not necessary. The review of the rota found that absences were 
sufficiently covered. There was a low staff turnover within the past 12 months 
ensuing continuity and consistency in care.  
 
There was a detailed policy for the recruitment, selection and vetting of staff. It was 
reflected in practice. This was evidenced by a review of staff files. Staff confirmed to 
inspectors they undertook an interview and were requested to submit names of 
referees. The staff files were well organised and the information easily accessible. A 
sample of ten staff files were examined to assess the documentation available, in 
respect of persons employed. All the information required by Schedule 2 of the 
regulations was available in the staff files reviewed. 
 
Senior management were committed to providing on going training to staff. In 
addition to the mandatory training required by the regulations a range of 
professional development training was undertaken. This included behaviours that 
challenge and care of the elderly with dementia. Twenty four staff had completed 
training in cardio pulmonary resuscitation techniques and all nursing staff had 
undertaken training in medication management. However, the inspector indentified 
the need for the training of staff on end of life care. There was not a sufficient 
number of staff trained in this area to ensure a staff profile with end of life skills are 
rostered for duty at all times when residents are receiving palliative care. 
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6. Safe and suitable premises 
 

Outcome 15 
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 
 

 
Inspection findings 
The building was designed to meet the needs of dependent people with sufficient 
communal space for residents. Bedrooms were suitably furnished and equipped to 
assure the comfort and privacy needs of residents. The building was comfortably 
warm. There was a call bell system in place at each resident’s bed. 
 
Bathrooms were designed to provide access by wheelchair users. The en suite 
facilities are designed to promote residents independence. Showers are level with the 
floor finish allowing for ease of use by the residents. There are emergency call points 
provided in each en suite bathroom. Hand testing indicated the temperature of 
radiators and hot water did not pose a risk to residents’ safety on the day of the 
inspection. 
 
There were a sufficient number of toilets provided to meet the needs of the 
residents. However, due to structural changes of the conversion of a bathroom to a 
clinic room there was an insufficient number of bathing facilities to meet the 
individual needs of residents. One assisted bathroom was provided to meet the 
bathing needs of 17 residents as their en suite did not include a shower.  
 
Two sluice rooms were provided equipped with stainless steel sinks and a wash-hand 
basin. A bed pan washer was provided. Separate cleaning room facilities and 
equipment were provided for kitchen and care staff. 
 
There was an infection control policy in place. Cleaning staff were assigned on the 
rota each day of the week for cleaning duties. However, not all parts of the building 
were kept clean or suitably decorated. Paintwork on bedroom walls, along corridors 
and some ceilings were stained or marked. Metal work on some resident’s bedside 
tables was corroded. Furthermore not all toilets were cleaned to suitable standard as 
staining was noted on utilities. While there was a cleaning procedure in place for 
items cleaned daily there was no documented procedure or records maintained for 
deep cleaning which the inspector was told occurred monthly. 
 
There was appropriate assistive equipment available such as specialised beds, hoists, 
pressure relieving mattresses, wheelchairs and walking frames. A service 
maintenance contract was viewed by the inspector, which covered breakdown and 
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repair for all beds and other equipment including, hoist and wheelchairs used by 
residents 
 
There was suitable staff facilities provided for showering and changing uniforms. 
Staff were provided with lockers for storing personal belongings.  
 
7. Records and documentation to kept at a designated centre 

 
Outcome 16 
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: 
Regulation 21: Provision of Information to Residents 
Regulation 22: Maintenance of Records 
Regulation 23: Directory of Residents 
Regulation 24: Staffing Records 
Regulation 25: Medical Records 
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 
The certificate of registration was displayed in the main foyer. The provider was 
operating in compliance with the conditions included in the certificate of registration.  
 
The inspector viewed the directory of residents.  The directory contained the facility 
to record all the information required by schedule three of the regulations. The 
inspector viewed the documenting of information for the most recent admissions and 
death. All required information concerning the both events recent death was 
recorded in the directory of residents. 
 
The provider had valid and up to date insurance cover against accidents and injuries 
to residents, staff and visitors. The insurance cover was reviewed by the inspector 
and seen to include indemnity for the personal property of residents which was 
reflective of the regulations. 
 
The person in charge maintained a record of An Bord Altranais PINs (professional 
identification numbers) for all registered nurses. This was reviewed by the inspector 
and seen to be up to date for all nurses presently employed. 
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Outcome 17 
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 
 
 
Inspection findings 
Practice in relation to notifications of incidents was satisfactory. This was an area 
identified for improvement in the previous inspection. The inspector reviewed a 
record of all incidents/accidents that had occurred in the centre since the previous 
inspection and cross referenced these with the notifications received from the centre.  
Quarterly notifications had been submitted to the Authority as required. 

 
Outcome 18 
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.  

 
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 
 

 
Inspection findings 
 
There were appropriate arrangements in place for the absence of the person in 
charge. The senior nurse deputised for the person in charge. The inspector was 
informed that there have been no absences of the person in charge for such a length 
that required notification to the Chief Inspector. 
 

Closing the visit  
 

At the close of the inspection visit a feedback meeting was held with the provider, 
the person in charge, and the nurse manager to report on the inspectors’ findings, 
which highlighted both good practice and where improvements were needed.  
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P.J Wynne 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
14 June 2012 

 
 

Provider’s response to inspection report∗ 
 

 
Centre: 

 
Sonas Care Centre 

 
Centre ID: 

 
0384 

 
Date of inspection: 

 
30 and 31 May 2012 

 
Date of response: 

 
03 July 2012 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, 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 1: Statement of purpose and quality management 
10. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The Statement of Purpose did not meet the requirements of Schedule 1 of 
Regulations. 
 
Action required:  
 
Compile a Statement of purpose that consists of all matters listed in Schedule 1 of 
the Regulations. 

                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 

Action Plan 
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Action required:  
 
Make a copy of the Statement of purpose available to the Chief Inspector. 
 
Action required:  
 
Keep the Statement of purpose under review. 
Reference:  
                    Health Act, 2007 
                    Regulation 5: Statement of Purpose 
                    Standard 28: Purpose and Function 

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

Timescale: 
 

Provider’s response: 
 
Additions to the statement of purpose: 
 

 the qualification and experience of the registered provider 
and person in charge 

 the name and position of each other person participating 
in the management of the designated centre 

 registration Number, date of registration, expiry date and 
conditions therein 

 the total staffing complement , in whole time equivalent 
 the age ,range and sex of the residents whom it is 

intended accommodation will be provided 
 the criteria used for admission 
 the arrangement for dealing with reviews of the residents 

care plan 
 the number and size of the rooms 
 the fire precautions and associated emergency procedures.

 

 
 
completed  

 
Outcome 2: Reviewing and improving the quality and safety of care  
7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The system for quality assurance and continuous improvement required further 
development to ensure the clinical data collected is analysed for trends and actions 
are implemented to ensure enhanced outcomes for residents. 
 
Action required:  
 
Establish and maintain a system for improving the quality of care provided at, and 
the quality of life of residents in, the designated centre. 
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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: 
 
System of improving the quality of care provided and the quality 
of life already in place. Adverse incident audit carried out monthly 
trended, discussed at all staff meetings, corrective action if 
required. Relevant policies reviewed and changes promulgated to 
all staff. 
Personal care audits are carried out on a three monthly basis. A 
catering audit is carried out monthly.     
Resident surveys are carried out annually. Medication audits 
carried out quarterly, to include PRN audit. Outcomes of review 
and audits will be discussed at resident forum meetings. 
 

 
 
completed and 
ongoing 

 
Outcome 3: Complaints procedures 

3. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The complainants’ satisfaction with the outcome was not recorded in all cases. 
Failing a resolution through the centre’s own independent appeals process the 
complaints policy and procedures referred residents to an agency which does not 
assist to resolve issues of concern on behalf of residents. 
 
Action required:  
 
Ensure the complaints procedure contains a suitable independent appeals process, 
the operation of which is included in the designated centre’s policies and procedures. 
 
Action required:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
Reference: 
                     Health Act, 2007 
                     Regulation 39: Complaints Procedures 
                     Standard 6: Complaints  

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

Timescale: 
 

Provider’s response:  
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Outcome of the complaints was recorded in the handful of 
complaints we received but it was not clear that the complainant 
was satisfied. Complaints log stated, "complaint resolved” which 
means that it is resolved to the satisfaction of the complainant. 
New complaint log wording changed to "complaint resolved to the 
satisfaction of the complainant." Complaints policy now includes a 
suitable appeals process  

 
Completed  
20 June 2012 

 
Outcome 4: Safeguarding and safety 

4. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
A procedure on how to manage an allegation of abuse against a senior member of 
the management was not detailed in the adult protection policy.  
 
Action required: 
 
Revise the adult protection policy to include procedures to manage an allegation of 
abuse against a senior member of the management team.  
 
Reference: 
                        Health Act, 2007 
                        Regulation 6: General Welfare and Protection 

     Standard 8: Protection 
 

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

Timescale: 
 

Provider’s response: 
 
Policy updated to include how an allegation of abuse against a 
senior member of the management team is managed and the new 
policy promulgated to all staff. 
  

 
 
completed 24 
June 2012 

 
Outcome 5: Health and safety and risk management  

5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
An active register of risk was not maintained and updated accordingly to address any 
new hazards which maybe identified with controls specified to reduce the risk. 
The risk management policy was under review and in draft format. 
 
Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the identification 
and assessment of risks throughout the designated centre and the precautions in 
place to control the risks identified.   
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Action required:  
 
Finalise and put in place a comprehensive written risk management policy and 
implement this throughout the designated centre. 
 
 
 

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

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

Timescale: 
 

Provider’s response: 
 
Comprehensive risk management policy now in place. 
Current risk register updated yearly, provision now provided within 
this register for additional risks to be added as they occur. 
 

 
 
25 June 12 

 
6. The person in charge  has failed to comply with a regulatory requirement 
in the following respect: 
 
Falls by residents was not managed in line with contemporary evidenced based 
nursing practice. Neurological observations were not completed in line with best 
practice, for a defined period of time at regular intervals post fall.  
 
Action required:  
 
Ensure a high standard of evidenced-based nursing practice is met with regard to 
residents who have sustained a fall. 
 
Reference:  

Health Act, 2007  
Regulation 6: General Welfare and Protection  
Regulation 31: Risk Management Procedures 

                  Standard 8: Protection 
 
Please state the actions you have taken or are planning to 
take with timescales: 

Timescale: 
 

Provider’s response: 
 
Neurological observations will be completed in line with evidenced 
based practice for all falls unwitnessed or where suspected head 
injury. The falls policy will be amended to guide practice.  

 
 
completed  
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7. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Clear evidence was not provided to the inspector that fire safety training was 
undertaken by a competent person. 
 
Action required:  
 
Provide suitable training for staff in fire prevention. 
 
Reference: 
                  Health Act, 2007 
                  Regulation 32: Fire Precautions and Records 
                  Standard 26: Health and Safety  

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

Timescale: 
 

Provider’s response: 
 
Fire drill carried out monthly. Simulation fire evacuation takes place 
twice a year and as a result all staff have expertise in action to be 
taken in the event of a fire. Training of all staff by a competent 
person will be completed on 3 and 4 July 2012    
 

 
 
5 July 2012 

 
Outcome 7: Health and social care needs 

8. The person in charge  is failing to comply with a regulatory requirement 
in the following respect:  
 
One case file identified an episode of repeated seizures by a resident. There was no 
risk assessment to ensure the resident’s safety with an emergency plan of care in 
place to guide and inform staff. 
 
Action required: 
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
Reference: 
                   Health Act, 2007 
                   Regulation 8: Assessment and Care Plan 
                   Standard 3: Consent  
                   Standard 10: Assessment 
                   Standard 11: The Resident’s Care Plan 

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

Timescale: 
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Provider’s response: 
 
After further discussion with resident’s family and GP in relation to 
concerns of inspector, new risk assessment and plan of care was 
instigated and agreed with GP and Family. 
 

 
 
Complete 

 
Outcome 12: Residents’ clothing and personal property and possessions 

9. The person in charge  is failing to comply with a regulatory requirement 
in the following respect:  
 
While property lists were maintained for each resident they were not updated 
routinely in the case files reviewed.  
 
Each lockable facility provided to residents was not capable of being adequately 
secured. 
 
Action required:  
 
Provide adequate space for a reasonable number of each resident’s personal 
possessions and ensure that residents retain control over their personal possessions. 
 
Action required:  
 
Maintain an up to date record of each resident’s personal property that is signed by 
the resident. 
 
Reference: 
                   Health Act, 2007 
                   Regulation 7: Residents’ Personal Property and Possessions 
                   Standard 4: Privacy and Dignity  
                   Standard 17: Autonomy and Independence  

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

Timescale: 
 

Provider’s response: 
 
Locks repaired on the four lockers which would not lock correctly 
property list will be updated as required. 
    

 
 
20 June 2014 

 
Outcome 14: Suitable staffing 

10. The person in charge  is failing to comply with a regulatory requirement 
in the following respect:  
 
Not all nursing staff were trained on best practice aspects in restraint management. 
There was not a sufficient number of staff trained on end of life care to ensure a staff 
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profile with end of life skills are rostered for duty at all times when residents are 
receiving palliative care. 
 
Action required:  
 
Provide staff members with access to education and training in restraint management 
and end of life care to enable them to provide care in accordance with contemporary 
evidence-based practice. 
Reference: 
                    Health Act 2007 
                    Regulation 17: Training and staff Development  
                    Standard 23: Staffing Levels and Qualifications 

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

Timescale: 
 

Provider’s response: 
 
Restraint training for all care workers will be completed by end of 
September.  
15 carers and nurses are trained in end of life care. 
  

 
 
30 September 
2012 

 
Outcome 15: Safe and suitable premises 

11. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
One assisted bathroom was provided to meet the bathing needs of 17 residents as 
their en suite did not include a shower.  
 
Not all parts of the building were kept clean or suitably decorated. 
 
Action required:  
 
Keep all parts of the designated centre clean and suitably decorated. 
 
Action required:  
 
Provide sufficient numbers of baths/showers fitted with a hot and cold water supply, 
which incorporates thermostatic control valves or other suitable anti-scalding 
protection, at appropriate places in the premises.  
 
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: 
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Provider’s response: 
 
One extra shower provided by 20 June 2012 to fully comply with 
the regulations. Inspection occurred in the middle of the painting 
schedule which is carried out quarterly. Hence some rooms were 
stained due to filler on walls and ceilings .This process is now 
complete with room painted colour as per resident choice.  
Some toilets were stained which is due to hard water, new water 
softener purchased which should alleviate this problem. also 
decaling of sinks and toilet will now be included in monthly    
cleaning schedule      
 

 
 
Complete 
 

 
 

 
Any comments the provider may wish to make: 
 
 
Provider’s response:   
 
None provided 
 
 
 
Provider’s name: John Mangan 
Date: 6 July 2012 


