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Centre name: 

 
St. Ursula’s Nursing Home 

 
Centre ID: 

 
0171 

Centre address: 

 
Golf Links Road 
 
Bettystown 
 
Co Meath 

 
Telephone number:  

 
041-9827422 

 
Email address: 

 
Seamus.sarsfield@gmail.com 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
Ballyhavil Ltd 

 
Person authorised to act on 
behalf of the provider: 

 
 
Seamus Sarsfield 

 
Person in charge: 

 
Jennifer Keenan 

 
Date of inspection: 

 
19 June 2013 

 
Time inspection took place: 

 
Start: 11:00 hrs           Completion: 18:25 hrs  

 
Lead inspector: 

 
Nuala Rafferty  

 
Support inspector(s): 

 
N/A 

 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 

 
 
24 

 
Number of vacancies on the 
date of inspection: 

 
 
0 

   
Health Information and Quality Authority 
Regulation Directorate 
 
Compliance Monitoring Inspection Report
Designated Centres under Health Act 
2007, as amended 



 

Page 2 of 25 

 

About monitoring of compliance  
 
The purpose of regulation in relation to designated centres is to safeguard vulnerable 
people of any age who are receiving residential care services. Regulation provides 
assurance to the public that people living in a designated centre are receiving a 
service that meets the requirements of quality standards which are underpinned by 
Regulations. This process also seeks to ensure that the health, wellbeing and quality 
of life of people in residential care is promoted and protected. Regulation also has an 
important role in driving continuous improvement so that residents have better, safer 
lives. 
 
The Health Information and Quality Authority has, among its functions under law, 
responsibility to regulate the quality of service provided in designated centres for 
children, dependent people and people with disabilities.  
 
Regulation has two aspects: 
 

 Registration: under section 46(1) of the Health Act 2007 any person carrying 
on the business of a designated centre can only do so if the centre is 
registered under this Act and the person is its registered provider.   

 Monitoring of compliance: the purpose of monitoring is to gather evidence on 
which to make judgments about the ongoing fitness of the registered 
provider and the provider’s compliance with the requirements and conditions 
of their registration. 

 
Monitoring inspections take place to assess continuing compliance with the 
Regulations and Standards. They can be announced or unannounced, at any time of 
day or night, and take place: 
 

 to monitor compliance with regulations and standards 
 following a change in circumstances; for example, following a notification to 

the Health Information and Quality Authority’s Regulation Directorate that a 
provider has appointed a new person in charge 

 arising from a number of events including information affecting the safety or 
wellbeing of residents. 

 
The findings of all monitoring inspections are set out under a maximum of 18 
outcome statements. The outcomes inspected against are dependent on the purpose 
of the inspection. Where a monitoring inspection is to inform a decision to register or 
to renew the registration of a designated centre, all 18 outcomes are inspected.  
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Summary of compliance with the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This inspection report sets out the findings of a monitoring inspection, in which 10 of 
the 18 outcomes were inspected against. The purpose of the inspection was: 
 

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

 
The table below sets out the outcomes that were inspected against on this 
inspection.   
 
Outcome 1: Statement of Purpose   
Outcome 2: Contract for the Provision of Services 
Outcome 3: Suitable Person in Charge 
Outcome 4: Records and documentation to be kept at a designated centres  
Outcome 5: Absence of the person in charge  
Outcome 6: Safeguarding and Safety 
Outcome 7: Health and Safety and Risk Management 
Outcome 8: Medication Management 
Outcome 9: Notification of Incidents 
Outcome 10: Reviewing and improving the quality and safety of care 
Outcome 11: Health and Social Care Needs 
Outcome 12: Safe and Suitable Premises 
Outcome 13: Complaints procedures                 
Outcome 14: End of Life Care 
Outcome 15: Food and Nutrition 
Outcome 16: Residents’ Rights, Dignity and Consultation   
Outcome 17: Residents’ clothing and personal property and possessions 
Outcome 18: Suitable Staffing 
 
This monitoring inspection was unannounced and took place over one day. The 
inspector met with residents, nominated person on behalf of the provider, person in 
charge and staff members. The inspector observed practices and reviewed 
documentation such as care plans, medical records, some policies and procedures 
and staff files. A general inspection of the nursing home environment was also 
undertaken. 
 
This was the fourth inspection of the centre. Further to the first inspection on 21 July 
2010, a registration inspection took place on 26 July 2011 and a follow up inspection 
took place on 10 May 2012 and 6 June 2012. There were nine actions to which 
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improvements were required from the last inspection, of these seven were 
satisfactorily addressed, one could not be determined and the remaining action is 
reflected again in this report. 
 
The centre contained a good standard of private and communal space and facilities. 
The décor was bright, clean and well maintained. Residents and relatives reported 
that the centre offered a safe and comfortable environment. Residents’ privacy and 
dignity was respected and social engagement was encouraged and facilitated. 
 
As a result of this unannounced inspection improvements were required in areas 
such as risk management and medication management and activities relevant to 
residents interests and abilities in order 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 and are outlined in the Action Plan at the end of the report. 
 
Section 41(1)(c) of the Health Act 2007  
Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older People 
in Ireland.   
 
Theme: Leadership, Governance and Management 
Effective governance, leadership and management, in keeping with the size and 
complexity of the service, are fundamental prerequisites for the sustainable delivery of 
safe, effective person-centred care and support. 
 
Outcome 3 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
A person in charge was in place in the centre and was on duty on the day of 
inspection. In conversation with residents all could identify the person in charge on 
sight, if not by name. The person in charge was observed during interactions with 
staff and residents and was found to have a very good knowledge of residents’ needs 
and preferences on both a personal and clinical level. Residents responded warmly to 
her and in conversation said they could bring any issues they may have to her 
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attention. Staff said they were supported in their role and the inspector observed 
that guidance was provided to staff on an ongoing basis throughout the visit. 
 
Outcome 4 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained 
in a manner so as to ensure completeness, accuracy and ease of retrieval. The 
designated centre is adequately insured against accidents or injury to residents, staff 
and visitors. The designated centre has all of the written operational policies as 
required by Schedule 5 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). 
 
References:   
Regulations 21-25: The records to be kept in a designated centre 
Regulation 26: Insurance Cover  
Regulation 27: Operating Policies and Procedures  
Standard 1: Information 
Standard 29: Management Systems 
Standard 32: Register and Residents’ Records 
Inspection findings: 
*Where “Improvements required” is indicated, full details of actions required are in the 
Action Plan at the end of the report.   
 
Residents’ Guide  
 
Substantial compliance                                  Improvements required*       
 
A review of the Residents’ Guide was required further to the last inspection and was 
found to be addressed. 
 
Records in relation to residents (Schedule 3)  
 
Substantial compliance                                  Improvements required*                 
 
Not all of these records were reviewed but of those reviewed they were found to be 
substantially compliant. 
 
General Records (Schedule 4) 
 
Substantial compliance                                  Improvements required*                 
 
Overall, of those reviewed it was found that record management in the centre was of a 
good standard, however, some records were not updated and some were time 
consuming to locate in order to be reviewed. 
 
The inspector asked to review staff training records to establish whether all staff had 
received the requisite mandatory training. The inspector reviewed a number of files 
including the fire records, but these records were not updated and the person in 
charge had to review the individual files of staff to provide the updated information.      
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Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                                 Improvements required*       
   
All policies and procedures as required by Schedule 5 of the Regulations were found to 
be in place and were noted to have been reviewed and updated on a regular basis and 
were last reviewed in January 2013. However, some required to be improved to ensure 
they contained sufficient guidance for staff, were centre specific and reflected evidence 
based practice. This is further discussed in Outcome 7. 
              
Staffing Records 
 
Substantial compliance                                  Improvements required*                 
 
Medical Records 
 
Substantial compliance                                  Improvements required*                 
 
 
Theme: Safe care and support  
Safe care and support recognises that the safety of service users is paramount. A 
service focused on safe care and support is continually looking for ways to be more 
reliable and to improve the quality and safety of the service it delivers.  
 
In a safe service, a focus on quality and safety improvement becomes part of a 
service-wide culture and is embedded in the service’s daily practices and processes 
rather than being viewed or undertaken as a separate activity. 
 
To achieve a culture of quality and safety everyone in the service has a responsibility 
to identify and manage risk and use evidence-based decision-making to maximise the 
safety outcomes for service users. 
 
Outcome 6 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
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Inspection findings 
 
The centre was found to be safe and secure. The entrance and exit doors were 
secure yet accessible to residents.  
 
In conversation with some members of staff it was found they were aware of their 
responsibilities in relation to reporting allegations or suspected instances of abuse 
and were knowledgeable of the signs of potential physical abuse. However, the 
inspector was not assured that staff were fully aware of the various types of abuse or 
where they could access external advice. This is further discussed under Outcome 
18. 
 
Residents spoken with all expressed feeling safe in the centre and could tell the 
inspector who they would go to if they had any complaints or concerns.  
 
Management of residents finances were not reviewed on this inspection.  
 
Outcome 7 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems  
 
Action(s) required from previous inspection:  
 
The fire extinguishers throughout the centre had not been checked by service 
personnel for over a year. 
 
 
Inspection findings 
 
The action was satisfactorily completed. Although some improvements were 
identified as required since the previous inspection. 
 
A risk management committee was established and was responsible for assessing, 
monitoring and analysing potential risks. Meetings were held regularly and minutes 
reviewed indicated four had been convened in 2013. The committee consisted of the 
provider, person in charge and a representative from each staff grade and discipline. 
Issues such as environment health officers’ reports, accidents and general risks 
associated with the premises and equipment were discussed. 
 
Systems were in place to assure residents general welfare and protection in relation 
to management of falls, challenging behaviour and resident absence through the 
provision of ongoing supervision of residents in communal areas by designated staff. 
 



 

Page 8 of 25 

 

The overall environment was maintained to a good standard, the centre was free of 
clutter and all corridors, communal areas, fire exits and escape routes were clear and 
where necessary clearly signed. Aides such as grab-rails, hand-rails and safe flooring 
to assist resident’s safe mobility and movement in the centre were also available. 
 
The inspector found that staff were aware of the procedures to follow in the event of 
fire and said they attended regular fire drills. There were records to indicate that all 
of the staff had attended training on fire prevention and procedures. Records were 
maintained regarding the servicing of fire equipment, the fire alarm system and fire 
officer’s visits. The fire extinguishers were serviced by an external fire company in 
March 2013. 
 
An emergency plan was in place and staff spoken with were familiar with it and knew 
who to contact and what to do in the event of an emergency. 
 
The environment was noted to be visually clean and there were measures in place to 
control and prevent infection. Staff had received training in infection control and 
could explain some of the procedures in place to control infection. A member of the 
housekeeping staff described some of the cleaning systems in place and how these 
worked in practice. However, it was found that aspects of the processes and systems 
in place to prevent and control the risks of infection were not sufficiently robust to 
manage all risks associated with the outbreak of infection. For example: 
 

 household staff were unsure of how frequently mop heads should or were 
changed and washed 

 a drain in the corner of the laundry was used by household staff to empty 
mop buckets, this drain was situated in what was identified as the ‘clean’ area 
of the laundry and therefore was a potential infection risk 

 laundry staff were told on induction that soiled/infected laundry was placed in 
a red alginate bag which was to be opened, the laundry emptied into the 
machine and the bag was to be discarded, the staff member was not told 
how/where to safely discard the bag. 

 
Restraint management required review. The inspector reviewed some of the risk 
management processes in place to manage risks associated with the use of 
restraints. It was noted that several residents who sat in low level seated chairs had 
lap belts in place throughout the day. Regular release of these lap belts to enable 
residents mobilise/exercise was not observed throughout the day. On review of 
documentation it was found that although consent for use of restraint was initially 
sought and provided by residents or their relatives, the use of and consent for 
restraint was not regularly reviewed. This was discussed with the person in charge 
who verbalised that discussions occurred between the general practitioner (GP) and 
nursing staff but only raised with the family if changes were required. The person in 
charge acknowledged that regular risk assessment and release schedule processes 
required review. 
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Outcome 8 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 
Action(s) required from previous inspection:  
 
The practice of prescribing and administering medicines did not reflect operational 
policies relating to the ordering, prescribing, storing and administration of medicines to 
resident. 
 
 
Inspection findings 
 
The findings of the last inspection were satisfactorily addressed. 
 
Medication management was reviewed during the inspection. The inspector observed 
a nurse administering medication to residents and found it complied with best 
practice. The prescription and administration records were updated to record the 
most recent prescription and administration of medication. 
 
A policy to manage all aspects of medication from ordering, prescribing, storing and 
administering was available and reflective of the practices in the centre.  
 
Controlled drugs were stored safely in a double locked cupboard and stock levels 
were recorded at the end of each shift in a register in keeping with the Misuse of 
Drugs (Safe Custody) Regulations, 1982. A list of the names and a copy of the 
signatures of all nurses involved in administration of medication was maintained.  
 
Medication audits were carried out and good arrangements were in place with the 
pharmacist. However, some improvements were found to be required in relation to 
the management of transcription practices. Nurses are authorised to transcribe 
medication prescribed in emergency circumstances such as an over the phone or fax 
order from the GP. However, An Bord Altranais agus Cnaimhseachais na hEireann 
guidance requires that the transcription is signed by the transcribing nurse and 
subsequently co-signed by the prescribing GP or that an original prescription is 
provided within 72 hours. However, in some instances it was up to five to seven days 
before the transcribed medications were signed by the prescribing GP. 
 
Theme: Effective care and support 
The fundamental principle of effective care and support is that it consistently delivers 
the best achievable outcomes for people using a service within the context of that 
service and resources available to it. This is achieved by using best available national 
and international evidence and ongoing evaluation of service-user outcomes to 
determine the effectiveness of the design and delivery of care and support. How this 
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care and support is designed and delivered should meet service users’ assessed needs 
in a timely manner, while balancing the needs of other service users. 
 
Outcome 10 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 
Action(s) required from previous inspection:  
 
Systems had not been adequately developed to review the all aspects of care delivered 
to residents. 
 
 
Inspection findings 
 
The actions required from the previous inspection were in the main satisfactorily 
implemented. A high level of audit to review the quality of life and safety of care was 
found.  
 
Thorough processes were established to review practice in relation to areas of clinical 
practice such as medication management and risk management of accidents 
/incidents. Monthly audits of other areas such as premises, environment, chemicals 
and use of personal protective equipment were also in place. 
 
The inspector reviewed some of the documentation and found that the person in 
charge had established a thorough process which worked through issues or risks and 
identified actions to be implemented. For example, the most recent three-monthly 
review of medication practice identified that not all short-term prescriptions were 
signed as being discontinued by all GPs. This was then discussed with both the 
residents and the GP. Trend identification of falls indicated the need for a review of 
some residents’ medication as it was noted that side effects of some of the 
medications were dizziness and loss of balance. Reduction in the use of such 
medications for some residents also resulted in a reduction in the number of falls 
experienced by the residents. However, it was noted that the person in charge 
needed to make the final step to finalise the process by ensuring actions identified 
were implemented and outcomes documented and learning transferred to staff. 
 
Furthermore it was noted that although an activities programme was in place, it did 
not include what if any elements of the programme were specific to address the 
needs of residents who had a cognitive impairment. This was discussed with the 
person in charge who accepted that the programme required to be revised to include 
elements of sensory stimulation and activities to reflect these residents’ interests and 
abilities. 
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A report on these learning outcomes and recommendations to improve care practices 
required by the Regulations should be made available. 
 
Outcome 11 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied health care. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set out 
in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
 
Action(s) required from previous inspection:  
 
Residents’ assessments and care plans were not reviewed or updated as required by 
the resident’s changing needs. 
 
It was not always evident that the resident was involved in developing their care plan. 
 
All relevant information about a resident was not sent with a resident from the centre 
on temporary discharge to the receiving hospital. 
 
 
Inspection findings 
 
Residents had good access to GP services. A GP visited the centre during the 
inspection to review residents. Access to specialist and allied healthcare services was 
reported as available and in place to meet the diverse care needs of residents. In a 
sample of records reviewed, the inspector noted assessments and recommendations 
recorded by physiotherapists, dieticians and tissue viability nurses. Access to 
palliative care, opticians and dentists were also reported. Care practices and support 
services were in place so that residents receive end of life care in a way that meets 
their individual needs and wishes and respects their dignity and autonomy. The 
inspector observed staff interacting with residents in a courteous manner and 
addressing them by their preferred name. 
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The arrangements to meet residents’ assessed needs were set out in individual care 
plans. Each resident had a care plan completed. A variety of assessment tools were 
used to evaluate residents’ progress and to assess levels of risk for deterioration, for 
example, vulnerability to falls, dependency levels, nutritional risk assessment, 
pressure related skin damage risk assessment and moving and handling 
assessments. 
 
Residents’ had assessments completed on admission and these assessments were 
updated every three months thereafter. Resident needs were identified and each 
need had a corresponding care plan which indicated residents’ preferences. Nurses 
wrote an evaluation of care delivered at least daily and was linked to the care plan in 
place. 
 
Care plans reviewed, specifically those care plans revised by the person in charge, 
were found to be person-centred and specific to the individual’s current needs 
although it was not always evident that reviews had been undertaken with the 
resident or their relatives.  
 
Some improvements were found to be required in relation to all care plans to ensure 
inclusion of residents and/or their relatives, next of kin or advocates and to reflect 
the implementation of recommendations of allied health professionals. Care plans for 
decisions in relation to use of restraint also required review as previously indicated 
under Outcome 7. However, the person in charge informed the inspector that she 
was in the process of a full review of the care planning process with the nursing 
team and had identified these issues as requiring improvements. As there was good 
evidence that the person in charge is aware of the need for improvements in this 
area and is actively working towards achieving good practice an action plan to 
address this issue is not included in this report to give the person in charge an 
opportunity to initiate improvements as she gave assurances that she is actively 
working towards addressing same.  
 
Outcome 12 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
 
References: 
Regulation 19: Premises 
Standard 25: Physical Environment  
 
Action(s) required from previous inspection:  
 
The heating in the sitting room of the centre was not suitable to meet the needs of 
residents. 
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Inspection findings 
 
The actions arising from the previous inspection were found to be addressed. 
The inspector found that there was a sense of homeliness and warmth in the centre. 
In conversation with a number of residents, all said they were happy and felt well 
cared for by staff. There were three sitting rooms and one dining room, all of which 
were used by residents.  
 
Management provided equipment to meet the assessed needs of residents  
Overall the premises were found to provide a safe environment for residents in that it 
was uncluttered and allowed for safe mobility of residents. However, a review of 
aspects of the design and layout will be required to ensure the centre meets the 
needs of all residents in terms of design and layout from a spatial and privacy 
perspective. Other aspects of the physical environment required to be reviewed in 
order to meet the Regulations and the Authority's Standards going forward as 
outlined below.  
 
A full review of the laundry was found to be required as the facilities, equipment and 
space was noted to be very limited to provide the level of service required for 
residents in terms of both bedding linen and personal laundry. The review should 
include: 
 

 space to provide for segregation and zoning for clean and soiled laundry 
 provision of suitable and sufficient racking sorting and improved storage 

facilities  flooring was uneven and not sealed to prevent/limit spread of 
infection 

 limited space available for pressing/ironing clean laundry 
 the laundry consists of a portacabin attached to a conservatory annexed to 

the main centre building. The conservatory room consists primarily of large 
windows and a perspex roof and staff were directed to collect laundry and 
transfer it to the laundry by using an external uncovered ramp pathway 
which presents a risk during inclement weather 

 cleaners rooms for catering and non-catering areas with all required 
equipment such as wash-hand basin, separate sluice sink, chemical 
storage facility, soap and/or hand disinfectant and towel dispensers, sealed 
flooring, ventilation to the external air need to be provided 

 review of external environment to provide a safe and accessible 
garden/courtyard for residents; improved parking space and covered 
walkways for staff and residents 

 review of communal facilities to allow for areas of diversion and interest 
for residents. 

 
The provider and person in charge were aware of the timeframe of 2015 outlined 
within the Authority’s Standards and the provider had a copy of the regulatory notice 
issued by the Chief Inspector to providers regarding the requirements of the 
premises. 
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Theme: Person-centred care and support 
Person-centred care and support has service users at the centre of all that the service 
does. It does this by advocating for the needs of service users, protecting their rights, 
respecting their values, preferences and diversity and actively involving them in the 
provision of care. Person-centred care and support promotes kindness, consideration 
and respect for service users’ dignity, privacy and autonomy.  
 
Outcome 17 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
 
Action(s) required from previous inspection:  
 
An up-to-date record of each resident’s personal property was not maintained. 
 
 
Inspection findings 
 
The actions arising from the previous inspection were found to be addressed. 
There were appropriate arrangements in place to managing residents’ personal 
property and possessions. Residents were dressed well and told inspectors they 
chose their own clothes to wear. All residents had adequate storage space for clothes 
and personal possessions, which included lockable storage. 
 
There was a policy on the management of residents’ personal property. A property 
list was in place for each resident, which was viewed by the inspector and was being 
maintained. However, residents with capacity to counter sign their property lists 
were not yet involved in the process; this was discussed with the person in charge 
who stated this would be implemented going forward.  
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Theme: Workforce 
The workforce providing a health and social care and support service consists of all the 
people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality, person-centred and safe service. Service providers must be 
able to assure the public, service users and their workforce that everyone working in 
the service is contributing to a high quality safe service. 
 
Outcome 18 
There are appropriate staff numbers and skill mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
The inspector found that at the time of this inspection, the levels and skill mix of 
staff were sufficient to meet the needs of residents. This is reflected in findings 
outlined here and also under Outcomes 7 and 11 of this report. On review of the 
staff rota it was found to be well maintained with all staff that work in the centre 
rostered and identified. Annual leave and other planned/unplanned staff absences 
were covered from within the existing staffing complement. Residents interviewed 
were complimentary of the staff team and commented on their caring nature. They 
reported that staff were always available to provide the help and assistance they 
needed.  
 
From discussions with staff, the inspector found them to be knowledgeable of their 
roles and responsibilities regarding care. They confirmed that they were supported to 
carry out their work by the person in charge. 
 
There was evidence that staff had access to education and training and were 
supervised. Records of all the training participated in by staff was reviewed, 
however, the inspectors had to return briefly to the centre to view the record as 
previously mentioned under Outcome 4. Training had been provided in relation to 
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moving and handling, fire safety hand hygiene, infection prevention and control and 
protection of residents from abuse. However, it was noted as indicated under 
Outcome 6 that staff were not fully aware of all various types of abuse or where they 
could access external advice, nor were all staff fully aware of good infection 
prevention and control processes, for example, management of soiled linen.  
This was discussed with the person in charge who acknowledged that staff 
understanding, knowledge or competence further to training delivered was not 
routinely determined and required to be reviewed. 
 
The majority of care staff had completed training accredited at Further Education 
and Training Awards Council (FETAC) Level 5. Staff told the inspectors that they 
were also supervised at the commencement of their employment as part of their 
induction. 
 
All members of the team were clear about their areas of responsibility and reporting 
structures. Daily ‘handover’ meetings were scheduled so that each staff group were 
updated with regard to residents’ care and condition. 
 
Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider 
and the person in charge, to report on the inspectors’ findings, which highlighted 
both good practice and where improvements were needed.  
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Provider’s response to inspection report ∗ 
 

 
Centre Name: 

 
St. Ursula’s Nursing Home  

 
Centre ID:  

 
0171 

 
Date of inspection: 

 
19 June 2013 

 
Date of response: 

 
31 July 2013 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007 as amended, the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
and the National Quality Standards for Residential Care Settings for Older People in 
Ireland. 
 
Outcome 4: Records and documentation to be kept at a designated centre 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Some policies and procedures required to be improved to ensure they contained 
sufficient guidance for staff, were centre specific and reflected evidence based 
practice. 
 
Certain records were not updated and were time consuming to locate in order to be 
reviewed. 
 
Action required:  
 
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) of the Regulations in a manner so to ensure 
completeness, accuracy and ease of retrieval. 
 
 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

   
Health Information and Quality Authority 
Regulation Directorate 
 
 
Action Plan 
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Action required:  
 
Keep the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) of the Regulations up-to-date and in good order and in 
a safe and secure place. 
 
Action required:  
 
Review all the written operational policies and procedures of the designated centre 
on the recommendation of the Chief Inspector and at least every three years.  
 
Reference:    

Health Act, 2007 
Regulation 22: Maintenance of Records 
Regulation 27: Operating Policies and Procedures 
Standard 32: Register and Residents’ Records 
Standard 29: Management Systems  
 

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

Timescale: 
 

Provider’s response: 
 
In accordance with Schedule 3, and particularly 3(p), the PIC has 
updated the policy on restraints and developed a system that has 
been put into place with immediate effect. (this is explained more 
thoroughly in outcome 7). 
 
All operational policies in Schedule 5 are present and correct and 
in accordance with Regulation 22, all are maintained and are 
available for easy retrieval for inspection and monitoring.  
 

 
 
Complete 

 
Theme: Safe care and support  
 
Outcome 6: Safeguarding and safety 
The Provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The activities programme did not include elements of sensory stimulation and 
activities to reflect the interests and abilities of all residents with cognitive 
impairments. 
 
Action required:  
 
Provide opportunities for each resident to participate in activities appropriate to 
his/her interests and capacities. 
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Reference: 
Health Act, 2007 
Regulation 6: General Welfare and protection  
Standard 13: Healthcare 
Standard 18: Routines and Expectations 
 

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

Timescale: 
 

Provider’s response: 
 
The PIC has since booked one member of staff in the Sonas 
training programme which commences on 25 September 2013 
and will be completed 4 December 2013. This will ensure that all 
residents are included in activities suitable to their own individual 
needs. We are also revising our present activities programme. 
 

 
 
4 December 2013 

 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Aspects of the processes and systems in place to prevent and control the risks of 
infection were not sufficiently robust to manage all risks associated with the outbreak 
of infection. 
 
Risk management processes in place to manage risks associated with the use of 
restraints such as regular risk assessment and release schedule processes required 
review. 
 
Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the identification 
and assessment of risks throughout the designated centre and the precautions in 
place to control the risks identified.   
 
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
Action required:  
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward 
incidents or adverse events involving residents. 
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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: 
 
There is an in-depth risk management policy in place. In 
accordance with Regulation 31, Standard 26 and 29, the PIC is 
reviewing her infection control policy to include centre-specific 
processes for the control of infection risks. There are measures in 
place to provide a new designated household cleaning room in 
the building so as household staff no longer need to go out of the 
building to access or to go through a clean area in the laundry 
room. The laundry room is also being looked at. These plans are 
available to the lead inspector should she require them. 
 

 
 
November 2013 

 
The person in charge  is failing to comply with a regulatory requirement in 
the following respect:  
 
Aspects of restraint management required improvement. Regular release of lap belts 
to enable residents mobilise/exercise was not observed throughout the day. 
 
Action required:  
 
Put in place a high standard of evidenced base practice in respect of restraint 
management. 
 
Reference: 

Health Act, 2007 
Regulation 33: Risk Management 
Regulation 6: General Welfare and Protection  
Regulation 8: Assessment and Care Plan   
Standard 26: Health and Safety  
 

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

Timescale: 
 

Provider’s response: 
 
As mentioned in outcome 4, the PIC has now put in place 
measures for her restraint policy and procedure. All residents, 
particularly those wearing lap belts, are mobilised every two 
hours and given an opportunity to exercise with the assistance of 

 
 
Completed with 
ongoing 
assessment  
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staff. This is then recorded and signed for by the staff member 
including the type of exercise provided. A copy of the signing 
record sheet will be forwarded to the lead inspector. This is in 
place since 20 June 2013. 
 
 
Outcome 8: Medication management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Improvements were found to be required in relation to the management of 
transcription practices, whereby transcriptions are signed by the transcribing nurse 
and subsequently co-signed by the prescribing GP or that an original prescription is 
provided within 72 hours. 
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
Reference: 

Health Act, 2007 
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Standard 14: Medication Management  
 

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

Timescale: 
 

Provider’s response: 
 
The PIC has an in-depth medication management policy and 
works closely with the pharmacist and designated GP. She has 
since met with the GP and staff nurses and reiterated the 
importance of following up on doctors signatures and reviews of 
medication after two nurses have transcribed medications onto 
the drug kardex the GP must sign within 72 hours. This is 
achieved by working closely with our GP colleagues and ensuring 
it is complete. 
 

 
 
July 2013 
 
 

 
Theme: Effective care and support 
 
Outcome 10: Reviewing and improving the quality and safety of care  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The audit system for reviewing care practices did not identify key areas for 



 

Page 22 of 25 

 

improvement in all cases. Although there was some analysis of the information 
gathered, there was no report available on learning outcomes or recommendations to 
improve care practices as required by the Regulations. 
 
Action required:  
 
Establish and maintain a system for improving the quality of care provided at, and 
the quality of life of residents in, the designated centre. 
 
Action required:  
 
Make a report in respect of any review conducted by the registered provider for the 
purposes of Regulation 35(1), and make a copy of the report available to residents 
and, if requested, to the Chief Inspector. 
 
Action required:  
 
Consult with residents and their representatives in relation to the system for 
reviewing and improving the quality and safety of care, and the quality of life of 
residents. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
In accordance with Regulation 35 and Standard 30, the PIC is 
continuously auditing the quality and safety of care and life of 
residents. There are areas for improvement ie involving the 
residents (where possible) and family members. It has been re-
iterated to family members the importance of being involved in 
the aspects of improving the quality of life and care to their loved 
ones. Regular meetings with families will be conducted and 
reviewed in accordance with the Regulations and with the 
changing needs of individual residents. This will be ongoing.  
 
Findings and actions will be implemented or changed on audits 
will be provided for all staff through staff meetings and a bullet 
board in the staff area. 
 

 
 
August 2013 
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Outcome 12: Safe and suitable premises 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Aspects of the existing premises did not meet the full 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. 
 
A full review of the laundry was found to be required and should include; space to 
provide for segregation and zoning for clean and soiled laundry; provision of suitable 
and sufficient racking sorting and improved storage facilities; flooring was uneven 
and not sealed to prevent/limit spread of infection; Limited space available for 
pressing/ironing clean laundry 
 
Cleaners rooms for catering and non catering areas  with all required equipment such 
as; wash hand basin, separate sluice sink; chemical storage facility; soap and/or 
hand disinfectant and towel dispensers; sealed flooring; ventilation to the external air 
need to be provided 
 
Review of external environment to provide a safe and accessible garden/courtyard for 
residents; improved parking space and covered walkways for staff and residents. 
 
Review of communal facilities to allow for areas of diversion and interest for 
residents. 
 
Action required:  
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents.   
 
Action required:  
 
Make suitable adaptations, and provide such support, equipment and facilities, 
including passenger lifts for residents, as may be required. 
 
Action required: 
 
Provide adequate private and communal accommodation for residents. 
 
Action required: 
 
Provide and maintain external grounds which are suitable for, and safe for use by 
residents. 
 
Reference:   

Health Act, 2007 
Regulation 19: Premises 
Standard 25: Physical Environment 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
In accordance with Standard 25, section 37 laundry, a full review 
has been made. Immediate changes have been put in place ie 
segregation of laundry. A full operational plan has been 
developed on improvement of the laundry area. Provisions of 
suitable and sufficient racking and storage units have been 
ordered. The sealant for the flooring has also been ordered and 
will take two weeks to complete. The PIC has arranged with 
infection control to come out and audit the premises and to give 
advice on best practice. 
 
Separate catering and non-catering rooms have been identified 
for catering/household staff and work will commence on this 
room after advice from infection control following the Regulations 
and Standards. 
 
We are also in the process of providing a safe and accessible 
outside area for residents. 
 
We already provide private and communal areas for residents. 
 

 
 
November 2013  

 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Staff understanding, knowledge or competence further to training delivered on centre 
policies and procedures was not routinely determined and required to be reviewed. 
Improvements were required in aspects of restraint management, care planning and 
some infection control practices. 
 
Action required:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence based practice. 
 
Action required:  
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
Training and staff development is continuous in St Ursula’s. The 
PIC and provider have both recently completed Train the Trainer 
in Elder Abuse and are continuously providing training to all staff. 
Staff will be monitored on an ad lib basis by question and answer 
sessions on live scenarios, also by conducting staff appraisals and 
meeting on a one-to-one basis and establishing where the 
learning needs lie. A training schedule for the year has been 
provided on all mandatory training but also on training that the 
PIC and provider feel are important for St Ursula’s Nursing Home 
– examples being dysphasia and behaviours that challenge.   
 

 
 
September 2013 

 
 
 
 
 
 
 
 
 


