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Centre name: St. Attracta's Nursing Home 

Centre ID: ORG-0000386 

Centre address: 

Hagfield, 
Charlestown, 
Mayo. 

Telephone number:  094 925 4307 

Email address: alison@stattractas.com 

Type of centre: 
A Nursing Home as per Health (Nursing Homes) 
Act 1990 

Registered provider: St. Attracta's Nursing Home 

Provider Nominee: Kathleen Donohue 

Person in charge: Alison Moore 

Lead inspector: Mary McCann 

Support inspector(s): Catherine Rose Connelly Gargan 

Type of inspection  Announced 

Number of residents on the 
date of inspection: 64 

Number of vacancies on the 
date of inspection: 3 
 
 
 
 
 
 
 
 
 
 

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



 
Page 2 of 28 

 

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 his/her registration. 
 
Monitoring inspections take place to assess continuing compliance with the 
regulations and standards. They can be announced or unannounced, at any time of 
day or night, and take place: 
 
▪ to monitor compliance with regulations and standards 
▪ to carry out thematic inspections in respect of specific outcomes 
▪ following a change in circumstances; for example, following a notification to the 
Health Information and Quality Authority’s Regulation Directorate that a provider has 
appointed a new person in charge 
▪ arising from a number of events including information affecting the safety or 
wellbeing of residents. 
 
The findings of all monitoring inspections are set out under a maximum of 18 
outcome statements. The outcomes inspected against are dependent on the purpose 
of the inspection. In contrast, thematic inspections focus in detail on one or more 
outcomes. This focused approach facilitates services to continuously improve and 
achieve improved outcomes for residents of designated centres. 
 
 
 
 
 



 
Page 3 of 28 

 

Compliance with Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older 
People in Ireland. 
 
This inspection report sets out the findings of a monitoring inspection, the purpose of 
which was to inform a registration decision. This monitoring inspection was 
announced and took place over 1 day(s).  
 
The inspection took place over the following dates and times 
From: To: 
05 December 2013 10:30 05 December 2013 23:00 
 
The table below sets out the outcomes that were inspected against on this 
inspection.   
 
Outcome 01: Statement of Purpose 
Outcome 02: Contract for the Provision of Services 
Outcome 03: Suitable Person in Charge 
Outcome 04: Records and documentation to be kept at a designated centre 
Outcome 05: Absence of the person in charge 
Outcome 06: Safeguarding and Safety 
Outcome 07: Health and Safety and Risk Management 
Outcome 08: Medication Management 
Outcome 09: 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 
 
Summary of findings from this inspection  
This was an announced inspection in response to an application by the provider to 
renew registration of this centre. The current registration of this centre is due to 
expire in April 2014. This was the sixth inspection of this centre undertaken by the 
Authority. The provider and person in charge stated that they were committed to 
ensuring they were in substantial compliance with current legislation and that 
residents were well cared for. 
 
Prior to the inspection the inspectors reviewed written evidence, from a suitably 
qualified person confirming the building meets all the statutory requirements of the 
Fire and Planning Authority, with regard to the use of the building as a residential 
centre for older people. In addition all other documents submitted by the provider, 
for the purposes of renewal of registration were reviewed prior to the inspection. 
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Five residents and four relatives completed a pre-inspection questionnaire. Feedback 
from residents and relatives was generally complimentary with some commenting on 
more use of ‘old DVDs for reminiscence and music from the past’. 
 
As part of the inspection process inspectors met with residents, relatives and staff 
members. Inspectors observed practices and reviewed documentation such as care 
plans, medical records, accident logs, policies and procedures and staff files. 
 
Systems were in place to ensure a safe environment was provided to residents. For 
example, a risk management policy was available and regular reviews of any risk 
procedures were completed with monthly falls prevention meetings. At the time of 
this inspection there were 64 residents living in the centre, 18 of whom were 
maximum dependency, 30 were high dependency and 14 medium dependency. Forty 
eight residents were over 80 years of age, seventeen of whom were over 90 years of 
age. Over 50% of residents had a cognitive impairment/dementia related diagnosis. 
 
An unannounced monitoring inspection had previously been carried out by the 
Authority, in June 2013. An action plan detailing areas which required review was 
forwarded to the provider post this inspection. These areas included: 
-Provision of insurance for resident’s property which complies with current legislation. 
-Ensuring the building complied with the National Standards. 
-Review of the statement of purpose to ensure compliance with current legislation 
-Staff files did not contain all required documentation. 
 
The inspectors found that the action with regard to insurance had been actioned, the 
statement of purpose had been updated but required further review to ensure full 
compliance with current legislation and all staff files did not comply with current 
legislation. 
 
An unannounced thematic inspection which focused on two specific outcomes, End of 
Life Care and Food and Nutrition was carried out on the 17 September 2013.  The 
inspector found substantial compliance in the area of Food and Nutrition and some 
minor non-compliance in the area of End of Life Care. An action plan detailing actions 
which required review was forwarded to the provider post this inspection. These 
actions related to end-of-life care plans, the end-of-life policy and the premises. The 
actions with regard to the end-of-life care policy and the premises remained live. The 
actions with regard to care planning related to review which could not be assessed at 
this time as the person in charge explained that this would be completed at three-
monthly reviews and the lapse of time had not been three months. 
 
Areas where improvements are required post this inspection include reporting and 
investigation of allegations of abuse. Along with the provision of care to residents 
with dementia/cognitive impairment which complies with contemporary evidence-
based practice. These are discussed further in the body of the report and actions 
required are included in the Action Plan at the end of the report. 
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Section 41(1)(c) of the Health Act 2007 Compliance with the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended) and the National Quality Standards for 
Residential Care Settings for Older People in Ireland. 

 
Outcome 01: Statement of Purpose 
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. 
 
Theme:  
Leadership, Governance and Management 
 
Judgement: 
Compliant 
 
 
Outstanding requirement(s) from previous inspection:  
Some action(s) required from the previous inspection were not satisfactorily 
implemented. 
 
Findings: 
The inspectors reviewed the centre's statement of purpose (SOP) which had been 
revised since the last inspection. This required further review to ensure it complied fully 
with current legislation. It failed to document arrangements for the supervision of 
therapeutic techniques. A revised SOP was submitted post the inspection which complies 
with current legislation. 
 
 
Outcome 02: Contract for the Provision of Services 
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. 
 
Theme:  
Leadership, Governance and Management 
 
Judgement: 
Compliant 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
A sample of the contracts of care were reviewed by the inspectors. This detailed the 
fees payable by the residents for the service provided and an additional fee for the 
provision of social care programmes and other services deemed not included in the fair 
deal scheme. A signed copy of the contract was available for all residents. 
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Outcome 03: Suitable Person in Charge 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
Theme:  
Leadership, Governance and Management 
 
Judgement: 
Compliant 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
Alison Moore is the person in charge having been appointed to the position in 2011. She 
is a registered nurse and has worked full-time at the centre since August 2009. She has 
the required experience in the area of nursing older people. She completed a Post 
Graduate certificate in Health Service Management in 2003, a post graduate Diploma in 
Gerontology in 2011, a Certificate in Dementia Care and a train the trainer course in 
2013. She normally worked Monday to Friday and she was on call out-of-hours and at 
weekends. A clinical nurse manager deputised in her absence. 
 
The person in charge maintained her professional development and had recently 
attended study days in: 
-Administration of subcutaneous fluids 
-Health, safety and fire management in residential care facilities 
-Data protection, information governance 
-MUST(malnutrition universal training tool) training 
-Hand hygiene 
 
 
Outcome 04: Records and documentation to be kept at a designated centre 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained in 
a manner so as to ensure completeness, accuracy and ease of retrieval.  The designated 
centre is adequately insured against accidents or injury to residents, staff and visitors.  
The designated centre has all of the written operational policies as required by Schedule 
5 of the Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). 
 
Theme:  
Leadership, Governance and Management 
 
Judgement: 
Compliant 
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Outstanding requirement(s) from previous inspection:  
Some action(s) required from the previous inspection were not satisfactorily 
implemented. 
 
Findings: 
The falls policy required review to ensure it provided guidance to staff on completion of 
neurological observations post falls. 
 
The Adult Protection policy required review. This is discussed further under Outcome 6. 
Both these policies have been reviewed and forwarded to the Authority. 
 
Insurance Cover: 
At the time of the last inspection the provider was requested to put insurance cover in 
place against loss or damage to the property of residents including liability as specified 
in Regulation 26 (2). This had not been actioned. 
 
 
Outcome 05: Absence of the person in charge 
The Chief Inspector is notified of the proposed absence of the person in charge from the 
designed centre and the arrangements in place for the management of the designated 
centre during his/her absence. 
 
Theme:  
Leadership, Governance and Management 
 
Judgement: 
Compliant 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
There were appropriate arrangements in place for the absence of the person in charge. 
A clinical nurse manager 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. 
 
 
Outcome 06: Safeguarding and Safety 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
Theme:  
Safe Care and Support 
 
Judgement: 
Non Compliant - Moderate 
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Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
Some measures were in place to protect residents from being harmed or suffering 
abuse. Garda Síochána vetting had been obtained for all staff employed thereby 
protecting the residents. Nine questionnaires completed by residents and their relatives 
were received by the Authority. From analysis of these, residents and relatives stated 
they felt safe in the centre. This was contributed to the presence of staff. 
 
A policy was in place with regard to adult protection. However, this required review to 
ensure it provided sufficient information to guide and inform staff should a resident 
make an allegation of abuse. The procedure on how to manage an allegation of abuse 
against a senior member of the management team was not detailed and the policy failed 
to contain the contact details of the Health Service Executive (HSE) Adult Protection 
Officer. An amended copy of this policy has been submitted to the Authority by the 
Person in Charge. 
 
All staff had received training on ‘Identifying and responding to elder abuse’. The person 
in charge and a clinical nurse manager provided this training to all staff. They had 
completed the train the trainer course in elder abuse. 
 
On reviewing the complaints log inspectors noted that the facts in two complaints 
constituted allegations of abuse. The person in charge had completed an investigation 
with regard to both these matters. One of the complaints required further review to 
ensure a full investigation was undertaken as on review of the investigation there was 
no evidence available that the complaints officer had taken a statement from the 
complaint's initiator. Both failed to identify that the facts constituted elder abuse. As a 
consequence of this, these incidents were not reported to the Authority and did not form 
part of a review with regard to safeguarding and protection of residents and no quality 
improvement plan was developed to ensure continuous improvement. Elder abuse 
training was not repeated for staff involved. 
 
CCTV (closed circuit television) was in operation in the centre. This was used throughout 
the centre. In areas where this could impinge on the privacy and dignity of residents for 
example the dining room and sitting room, the recording was password protected and 
only available to two senior staff of the centre and was not stored for longer than 30 
days. Staff assured the inspectors that the link was not available in any other premises 
other than the designated centre. The person in charge explained that this was used 
only if accidents occurred to see if there was any learning that could be elicited from the 
recording. 
 
The inspector spoke with the person in charge with regard to the systems in place for 
safeguarding residents’ money. She stated that two staff signed any financial transaction 
and receipts were kept. 
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Outcome 07: Health and Safety and Risk Management 
The health and safety of residents, visitors and staff is promoted and protected. 
 
Theme:  
Safe Care and Support 
 
Judgement: 
Compliant 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
Generally there were good risk management systems in place to manage risk. The 
centre employs a full-time human resources and risk manager. She takes a lead in the 
centre on risk management. She has reviewed many of the risk related documents. 
Policies and procedures relating to health and safety and risk management including an 
updated health and safety statement were in place. A comprehensive risk register was in 
place. However, some of the timescales with regards to implementing controls were not 
documented. 
 
One risk identified by the inspectors was the overcrowding of residents with specialist 
care needs in the 'Snug' area. This is discussed further under Outcome 11 and 12. 
 
Measures were in place to prevent accidents and facilitate residents’ mobility. Handrails 
were provided on both sides of the corridor to promote independence. 
 
Records were maintained of all accidents and incidents. These were comprehensively 
completed. All residents who sustained a fall were subject to neurological observation to 
ensure they did not sustain a head injury. However, staff did not follow the guidance on 
the forms in use with regard to the frequency of neurological investigations. There were 
low-low beds, crash mats and chair sensor mats available to assist with risk reduction to 
try and prevent re-occurrence of falls. 
 
Monthly falls prevention meetings and health and safety meetings were held. Minutes of 
these were available. Regular topics discussed included accident and incidents, 
complaints, occupancy levels, falls management, medication, infection control and staff 
education. A falls review form was in place which detailed any contributing factors, any 
preventative actions and any referrals made. A physiotherapy service was available in 
the centre. 
 
There was a visitors’ record located by the reception desk to monitor the movement of 
persons in and out of the building to ensure the safety and security of residents. The 
inspectors saw that this was signed by visitors entering and leaving the building. The 
centre was further protected by closed circuit television cameras at entrance and exit 
points. 
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Adequate procedures for fire detection and prevention were in place. The inspectors 
reviewed service records which showed that the fire alarm system, emergency lighting 
and fire equipment were regularly serviced. Daily inspections of fire exits were carried 
out and the inspector saw that all fire exits were unobstructed. There were training 
records available which confirmed that all staff had attended training on fire prevention 
and evacuation. Fire procedures were prominently displayed throughout the centre. 
 
Manual handling practice observed by the inspectors during the inspection was safe and 
all staff had completed training in manual handling which was an action from the last 
report. Catering staff had completed training in food hygiene. 
 
An emergency plan was in place to guide staff in responding to untoward events. The 
plan outlined the procedure to follow in the event of fire, flooding and other adverse 
events. Practical and safe contingency arrangements were in place should it be deemed 
necessary to evacuate the building. A place of safety for relocation was identified. The 
contact numbers for the various emergency services were documented in the plan. A 
generator was available in the event of power failure. 
 
There were measures in place to control the spread of infection. These included 
provision of supplies of personal protective equipment, training for staff in infection 
control and the availability of policies and procedural guidelines relating to infection 
control. Additional measures in place to control and prevent infection, included 
arrangements in place for the segregation and disposal of waste, such as clinical waste. 
Staff had access to supplies of gloves and disposable aprons. Contact numbers for public 
health medicine were available. 
 
Training records reviewed showed that all staff had received manual handling training. 
Staff were observed to be using appropriate manual handling techniques. 
 
 
Outcome 08: Medication Management 
Each resident is protected by the designated centres policies and procedures for 
medication management. 
 
Theme:  
Safe Care and Support 
 
Judgement: 
Non Compliant - Moderate 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
Overall, the inspector found residents were protected by the centre’s policies for 
medication management and practices were generally adequate. However, prescribing 
and administration of PRN (as required) medication required review. The maximum dose 
to be administered in a 24 hour period was confusing and could lead to error. The 
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medication prescription and administration charts required review to ensure they were 
clear and minimised the risk of medication error. 
 
The centre was using an pre-packed system of medication management. The 
prescription sheets and medication records for six residents were inspected. The 
following was noted: 
-There was no time of administration on the prescription charts. Medication was 
prescribed, for example, as OD (once daily) or TDS (three times daily). This could be 
confusing as to what was the time of administration and does not comply with best 
practice 
 
Where medication had been discontinued the GP had signed but the discontinuation 
date was not recorded. 
 
A dedicated fridge was used to maintain a cold chain and ensure those medications 
which required cold storage was stored appropriately. Medications that required strict 
control measures were kept in a secure cabinet which was double locked in keeping with 
the Misuse of Drugs (Safe Custody) Regulations 1984. Nurses kept a register of 
controlled drugs. 
 
Photographic identification was available on the medication charts for each resident to 
ensure the correct identity of the resident receiving the medication and reduce the risk 
of medication error. 
 
Nursing staff had completed medication training. 
 
 
Outcome 09: Notification of Incidents 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
 
Theme:  
Safe Care and Support 
 
Judgement: 
Compliant 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
The inspector found that all notifiable incidents had not been notified to the Chief 
Inspector. There were two incidents of allegations of abuse and two incidents of 
residents going missing that should have been reported to the Authority. Since the 
inspection, these notifications have been received by the Authority. 
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Outcome 10: Reviewing and improving the quality and safety of care 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
 
Theme:  
Effective Care and Support 
 
Judgement: 
Non Compliant - Minor 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
Inspectors found that practice in relation to auditing the safety and quality of the service 
had improved but identified further improvement necessary to comply with the 
requirements of the Regulations. The person in charge had a system in place to gather 
information on key clinical performance indicators including falls, weight loss, 
complaints, wounds, restraint, psychotropic drug use, catheter care and infections on a 
weekly basis. It was not clear to inspectors how the information collected was been 
used to improve the service for residents. Further work is required to review the 
statistical data collected and use it to identify possible trends and areas for improvement 
and ensure that the review results in improvements in the quality and safety of the 
service for residents. 
 
In some audits reviewed actions for any non-compliance were documented but it was 
not clear in audits reviewed if actions/deficits were addressed. Inspectors did not see 
any evidence that information collected as a result of audits or reviews was conveyed to 
all residents. 
 
A report on reviews conducted for the purpose of Regulation 35 - Quality and Safety of 
Care and Quality of Life was not available. 
 
 
Outcome 11: Health and Social Care Needs 
Each residents wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied health care. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each residents assessed needs are set out 
in an individual care plan, that reflect his/her needs, interests and capacities, are drawn 
up with the involvement of the resident and reflect his/her changing needs and 
circumstances. 
 
Theme:  
Effective Care and Support 
 
Judgement: 
Non Compliant - Moderate 
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Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
Care Planning 
The outstanding action with regard to care planning is discussed under Outcome 14 as it 
related to end of life care planning at the time of the thematic inspection. 
A computerised system was in place. Each resident had a care plan that was developed 
from the information gathered during the assessments. 
 
There were some preventative care plans in place for example a falls prevention care 
plan. The care plans were generally person-centred. The care plans were complemented 
by an abbreviated plan that was available for care staff to ensure the care plan was 
enacted. The inspector reviewed a sample of residents’ care plans and saw that some 
plans were personalised but others required review to ensure they reflected the 
assessed needs of the resident and the interventions documented met these needs. 
 
Residents’ religious needs were identified in the care records so that staff were aware of 
them and could ensure they were met. While care plans were reviewed at three-monthly 
intervals the only evidence available of involvement of the resident or their significant in 
the development and review of their care plan was a signature, but no narrative note 
was available of the resident’s or significant other's view, understanding or agreement of 
the care plan. This would ensure that this was a meaningful consultative process. 
 
The person in charge described good access to General Practitioner (GP) services. The 
inspector reviewed three medical files and found that there was documentary evidence 
that residents were seen regularly by their GP and at no less frequency than at three 
monthly intervals, where the GP completed a medical assessment. The medication 
review occurred at this time. 
 
There was good access to allied health professional services including physiotherapy, 
dietician, speech and language therapy services, chiropodist, optician and dentist. 
Audiology services were arranged as required via GP referral. 
 
Social care assessments were completed in the care files reviewed. 
 
Dementia Care 
The overall service provision for residents with dementia/cognitive impairment requires 
review to ensure the service reflects contemporary evidence-based practice. 
 
The centre provides care to a range of residents who have age related physical 
impairment and residents who have varying degrees of dementia/cognitive impairment. 
On the day of inspection a number of residents’ had a cognitive impairment aspect to 
their diagnoses. The centre accommodated approximately 15 residents with cognitive 
impairment in the ‘Snug’. 
 
This area (snug) is a sitting cum-dining room, consequently many of these residents 
spend all their day in this area. The inspector observed the provision of care, staff 
interaction and lunch in the snug. Due to the number of residents, the requirement for 
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staff and seating for staff to assist residents with their dietary intake, the dinner serving 
trolley and the practicalities of serving the dinner in this did not reflect contemporary 
evidence-based practice of meeting the assessed needs of this specialist group. 
 
The current décor of the centre lacks distinctive visual elements to assist residents with 
perceptual difficulties. Dementia-specific design features which encourage and aid 
residents’ independence through appropriate use of contrasting colours, lighting and 
cueing together with fixtures and fittings to aid and promote reminiscence practice and 
assist in orientating residents to time and place should be considered. 
 
There was a key pad lock on the door of the 'Snug'. Staff assured the inspector that this 
was never locked. This should be removed to avoid the risk of a resident being 
accidentally locked in or out of this room. 
 
Meaningful activities: 
Inspectors observed a lack of meaningful activities for this group. The daily activities 
charted on the notice board for the morning of the inspection included radio and TV, 
DVDs and imagination gym were organised for the afternoon. One hour of Sonas 
therapy (a group session involving stimulation of all five senses particularly useful for 
people with cognitive impairment), once a week was available to this specialist group 
and this group was held in this room. Another specialist activity was ‘imagination gym’ 
which also occurred once a week. A weekly session of live music was available via video 
link from the main sitting room to the ‘Snug’. The provider stated that it was the choice 
of the resident whether they relocated to the main sitting area or remained in the snug 
for this session. 
 
 
Outcome 12: Safe and Suitable Premises 
The location, design and layout of the centre is suitable for its stated purpose and meets 
residents individual and collective needs in a comfortable and homely way. There is 
appropriate equipment for use by residents or staff which is maintained in good working 
order. 
 
Theme:  
Effective Care and Support 
 
Judgement: 
Non Compliant - Moderate 
 
 
Outstanding requirement(s) from previous inspection:  
Some action(s) required from the previous inspection were not satisfactorily 
implemented. 
 
Findings: 
As discussed in Outcome 11 there was a lack of adequate sitting and dining space for 
residents with cognitive impairment. While directional signage had recently been erected 
these were difficult to follow and required review to ensure it met the needs of all 
residents living in the centre. 
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The laundry has been upgraded and now provides adequate space to facilitate an 
appropriate laundry system for the current residents. The staff member in the laundry 
was knowledgeable about infection control and the different processes for different 
categories of laundry. Residents’ clothing was marked and all residents’ clothes were 
folded and returned to the residents’ storage areas by the laundry staff. There was 
adequate space to sufficiently segregate soiled and clean laundry. 
 
There was a service contract in place which covered breakdown and repair for all hoists, 
wheelchairs, beds, air mattresses and other equipment used by residents. The inspector 
reviewed the records of servicing of all equipment was in date. 
 
The centre was adequately maintained both internally and externally. A maintenance 
person was employed and responsible for the upkeep of the premises and garden areas. 
A maintenance log was completed by staff and records demonstrated that issues 
highlighted by staff were addressed in a timely fashion. 
 
 
Outcome 13: Complaints procedures 
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. 
 
Theme:  
Person-centred care and support 
 
Judgement: 
Non Compliant - Moderate 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
Some improvements were necessary in the management of complaints. 
 
The complaints procedure was displayed in the entrance area. The complaints policy 
was reviewed by the inspectors. Complaints are initially dealt with by the HR and risk 
manager and the second person identified in the policy to ensure complaints were 
appropriately responded to and records maintained thereof was a clinical nurse 
manager. Complaints were detailed in the complaints log and a copy of the investigation 
report was also available. Inspectors noted that some complaints did not document if 
the complainant was satisfied with the outcome of the complaint. 
 
 
Outcome 14: End of Life Care 
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. 
 
Theme:  
Person-centred care and support 
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Judgement: 
Non Compliant - Minor 
 
 
Outstanding requirement(s) from previous inspection:  
Some action(s) required from the previous inspection were not satisfactorily 
implemented. 
 
Findings: 
At the time of the thematic inspection in September 2013, the inspector found that while 
overall end-of-life care practices and outcomes for residents and relatives were good, 
some minor improvements were required to policy and care planning. 
 
These improvements included some care plans not clearly outlining the residents 
preferred place of death and whether the resident had participated in the decision 
making process. Also the end-of-life care policy required revision to inform and guide 
staff on best practice in this area. Actions with regard to the care plans could not be 
assessed at the time of inspection as the person in charge explained that this would be 
completed at three monthly reviews and the lapse of time had not been three months. 
 
Plans were in place to review the policy. 
 
 
Outcome 15: Food and Nutrition 
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 discrete and sensitive manner. 
 
Theme:  
Person-centred care and support 
 
Judgement: 
Non Compliant - Minor 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
At the time of the thematic inspection the inspector found that food and nutrition 
outcomes and practices were of a high standard. Staff were well trained and residents 
received appropriate care. Residents were complimentary of the food and told inspectors 
that the food was ‘good every day’. Areas of nutritional care that requires review related 
to the completion of food diaries and to ensure care plans were specific as to the 
nutritional supplement that a resident was prescribed. One of the inspectors reviewed 
two food diaries. The records did not provide sufficient detail to be of therapeutic value. 
For example, ‘milk, jelly, ice cream, potato, meat and carrots'. Due to the lack of detail 
they failed to provide a reliable tool to assess early warning signs to identify when 
residents were at risk of dehydration and nutritional deficit. 
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There was good evidence of review by a dietician on files reviewed. In one file reviewed 
there was a narrative note by the dietician recommending an additional nutritional 
supplement, but only one supplement was recorded in the food diary. The recently 
recommended nutritional supplement was seen by the inspector on the resident’s bed 
table (unopened). The care plan had not been updated post the recent referral by the 
dietician. This lady had put on weight on admission to the centre but had recently lost 
weight. This was discussed with one of the clinical nurse managers who stated that she 
would review the nutritional care of this resident. 
 
 
Outcome 16: Residents Rights, Dignity and Consultation 
Residents are consulted with and participate in the organisation of the centre. Each 
residents 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. 
 
Theme:  
Person-centred care and support 
 
Judgement: 
Non Compliant - Moderate 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
A communication policy was in place which contained information with regard to 
communication with residents with cognitive impairment. An audit with regard to 
communication had been completed. This identified some deficits but no date was set to 
rectify these deficits. The centre had developed some pictorial menus but these were 
not in operation. No non-verbal communication system was in place and this required 
review to ensure the needs of residents who could not communicate verbally were 
protected. 
 
Arrangements were in place for residents who were cognitively intact to have their views 
sought and listened to. Residents' group meetings were held monthly and an 
independent advocate facilitated these meetings. There was no representation for 
residents who were cognitively impaired. Relative involvement should be considered so 
as to ensure where residents are cognitively impaired that their views are represented. 
 
There was open access for visitors and residents could meet with their visitors in the 
privacy of their own rooms or the visitors’ room. Questionnaires completed by relatives 
confirmed that they were kept informed by the staff. It was noted in resident files and 
on accident and incident records that staff informed relatives of residents when an 
incident occurred which affected their loved one. 
 
There were good communication systems in place for staff. These include meetings for 
nursing staff, care staff, kitchen and housekeeping staff. Regular staff meetings were 
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held and minutes were available of these. A nurse’s handover report occurs in the am 
and when the night staff commence. A diary and communication book was also in place. 
 
 
Outcome 17: Residents clothing and personal property and possessions 
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. 
 
Theme:  
Person-centred care and support 
 
Judgement: 
Compliant 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
Residents were encouraged to personalise their rooms and the inspectors visited rooms 
with personal photographs, pictures and other personal belongings. There was sufficient 
storage space in residents’ bedrooms for their belongings. Each resident also had a 
secure area where they could store personal valuables. 
 
The laundry room had been refurbished and was spacious and well equipped and 
minimised the risk of cross infection. Residents and relatives expressed satisfaction with 
the service provided and the safe return of their clothes to them. There was a policy on 
the management of residents’ personal property. A record of each individual’s property 
was completed on admission and was updated at regular intervals. 
 
There was a protocol for the return of personal possessions to relatives when a relative 
passed away. The inspectors were informed that following the death of a resident, staff 
used a canvas bag to return personal possessions. 
 
 
Outcome 18: Suitable Staffing 
There are appropriate staff numbers and skill mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of residents.  
All staff and volunteers are supervised on an appropriate basis, and recruited, selected 
and vetted in accordance with best recruitment practice. 
 
Theme:  
Workforce 
 
Judgement: 
Non Compliant - Moderate 
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Outstanding requirement(s) from previous inspection:  
Some action(s) required from the previous inspection were not satisfactorily 
implemented. 
 
Findings: 
Recruitment procedures did not ensure that no staff member was employed unless full 
and satisfactory information and documents specified in Schedule 2 had been obtained 
in respect of each person. Omissions on files reviewed included inadequacy of 
references, references were not verified and gaps in employment history. The person in 
charge supplied the inspectors with an up-to-date list of current employees. 79 staff are 
employed by the centre of which 66 provide care to residents. The centre had a high 
turnover of staff in the last year. A significant number of staff turnover occurred 
throughout the year. The person in charge explained that she completes an exit 
interview for each staff member. However, inspectors reviewed 5 files of staff who had 
resigned and noted that only one file had a recorded exit interview. 
 
The person in charge and both clinical nurse managers were on duty on the day of 
inspection. The inspectors were of the opinion that levels and skills mix of staff were 
sufficient on the day of inspection to meet the assessed needs of residents and to the 
size and layout of the designated centre. In addition to care staff, some of whom were 
multi-task attendants, clerical, domestic, kitchens, activity, cleaning and maintenance 
personnel were employed. Two residents interviewed by the inspectors commented that 
staff were always “very busy". Many residents commented that staff were “kind and 
caring”. One resident stated, "the staff are very good to me" and another said, "staff 
come as soon I ring the bell". 
 
Staff spoken with stated they felt there were enough staff on duty to meet residents' 
needs and that staff worked well as a team. All new staff complete an induction training 
programme. This induction included new staff shadowing (shadowing is where a new 
staff member works alongside either a senior or experienced staff member). Staff 
members had annual appraisals. 
 
All staff had completed mandatory training as detailed under Outcome 6 and 7. There 
was a regular training schedule in place for staff. The person in charge needs to ensure 
that staff members have access to education and training to enable them to provide 
care in accordance with contemporary evidence-based practice particularly with regard 
to dementia care, communication and safeguarding and protection of residents. 
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Closing the Visit 
 
At the close of the inspection a feedback meeting was held to report on the inspection 
findings, which highlighted both good practice and where improvements were required. 
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Provider’s response to inspection report1 
 

Centre name: 
 
St. Attracta's Nursing Home 

Centre ID: 
 
ORG-0000386 

Date of inspection: 
 
05/12/2013 

Date of response: 
 
23/01/2013 

 
Requirements 
 
This section sets out the actions that must be taken by the provider or person in 
charge to ensure Compliance with Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care Settings for Older People in Ireland. 
 
Outcome 06: Safeguarding and Safety 
Theme: Safe Care and Support 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
On reviewing the complaints log inspectors noted that the facts in two complaints 
constituted allegations of abuse. The person in charge had completed an investigation 
with regard to both these matters, while one investigation was more robust that the 
other one failed to investigate the entire content of the complaint. Both failed to identify 
that the facts constituted elder abuse. As a consequence of this these incidents were 
not reported to the Authority and did not form part of a review with regard to 
safeguarding and protection of residents. No quality improvement plan was developed 
to ensure continuous improvement. 
 
Action Required: 
Under Regulation 6 (2) (a) you are required to: Make all necessary arrangements, by 
training staff or by other measures, aimed at preventing residents being harmed or 
suffering abuse or being placed at risk of harm or abuse. 
 

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

   
Health Information and Quality Authority 
Regulation Directorate 
 
 
Action Plan 
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Please state the actions you have taken or are planning to take:      
Elder abuse training is provided to all staff on a 2 yearly basis. All training requirements 
are planned and training facilitated throughout the year as a planned schedule of 
training. Training will be scheduled for 2014 the first of the Elder Abuse training will be 
8th February, this will include the staff identified in the complaint reviewed by the 
inspectors. Training requirements for staff in safeguarding residents will be reviewed 
and training repeated to reflect a complaint received. The registered provider will 
review the overall management of complaints this will be discussed and noted in the 
management meeting minutes. 
 
 
Proposed Timescale: 08/02/2014 
 
Outcome 08: Medication Management 
Theme: Safe Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
Prescribing and administration of PRN (as required) medication required review. The 
maximum does to be administered in a 24 hour period was confusing and could lead to 
error. The medication prescription and administration charts required review to ensure 
they were clear and minimised the risk of medication error. 
 
Action Required: 
Under Regulation 33 (1) you are required to: 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. 
 
Please state the actions you have taken or are planning to take:      
The documentation used for our medication management system (biodose) was 
reviewed by our pharmacist immediately following the inspection of 5th December in 
relation to the opinions raised on the risk of error with our current documentation. The 
PRN medication administration chart will be reviewed and have the pre printed times of 
administration removed as this does not reflect the nature of PRN (as required) 
administration. The times on the prescription sheet and the medication administration 
record will match. 
 
We have discussed with our pharmacist the opinion that the maximum dose to be 
administered was confusing and could lead to error. This is a programme feature of the 
biodose documentation. The person in Charge is in discussions with the pharmacist to 
establish how further changes can be made to the documentation of the maximum 
dose.  All nurses have been trained by the pharmacist to read and understand the 
administration documentation and further training and close supervision is provided by 
nurses to any new nurse in post. No nurse administers medication without training. We 
do not employ agency nurses. Therefore, there is no risk of unfamiliar staff 
administering medication. We have never experienced a drug error in connection with 
the misinterpretation of documentation. 
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A meeting was held on 30th January with our pharmacist to discuss further the concern 
raised regarding maximum dose documentation. The documentation has been revised 
and amendments agreed by the pharmacist, Person in charge and Clinical nurse 
manager. The maximum daily dose will be charted in mg / ml/ quantity. The times on 
the prescription and the MARS sheet will match. 
 
Proposed Timescale:  1st March 2014 for PRN and prescription/MAR documentation. 
Timescale for completion of rewriting all regular prescription and MARS charts 31/3/14. 
 
 
Proposed Timescale: 31/03/2014 
 
Outcome 10: Reviewing and improving the quality and safety of care 
Theme: Effective Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
In some audits reviewed actions for any non-compliance were documented but it was 
not clear in audits reviewed if actions/deficits were addressed. Inspectors did not see 
any evidence that information collected as a result of audits or reviews was conveyed to 
all residents. 
 
A report on reviews conducted for the purpose of Regulation 35 - Quality and Safety of 
Care and Quality of Life was not available. 
 
Action Required: 
Under Regulation 35 (2) you are required to: Make a report in respect of any review 
conducted by the registered provider for the purposes of Regulation 35(1), and make a 
copy of the report available to residents and, if requested, to the Chief Inspector. 
 
Please state the actions you have taken or are planning to take:      
Audit documentation will be reviewed to ensure any review of actions is clearly visible. 
Minutes of resident meetings will have separate section to clearly state audit feedback. 
This will also be included in the residents’ newsletter that is distributed quarterly. 
 
A report for the purpose of regulation 35 will be completed. 
 
 
Proposed Timescale: 30/04/2014 
 
Outcome 11: Health and Social Care Needs 
Theme: Effective Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
The overall service provision for this client group requires review to ensure the service 
reflects contemporary evidence-based practice. 
 
The current décor of the centre lacks distinctive visual elements to assist residents with 
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perceptual difficulties. Dementia-specific design features which encourage and aid 
residents’ independence through appropriate use of contrasting colours, lighting and 
cueing together with fixtures and fittings to aid and promote reminiscence practice and 
assist in orientating residents to time and place should be considered. 
 
The key pad lock on the door of the 'Snug' should be removed to avoid the risk of a 
resident being accidentally locked in or out of this room. 
 
Action Required: 
Under Regulation 6 (3) (b) you are required to: Provide a high standard of evidence 
based nursing practice. 
 
Please state the actions you have taken or are planning to take:      
The needs of residents with perceptual difficulties will be reviewed to enable planning 
for specific features that encourage independence and orientation. 
 
The key pad lock on the door has been removed. 
 
An audit will be conducted on the current dementia design and care provided the 
Person in Charge has sought advice and support through dementia specific specialists 
to facilitate this work and is awaiting their contact to enable a plan to be developed. 
 
 
Proposed Timescale: 31/05/2014 
Theme: Effective Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
Inspectors observed a lack of meaningful activities for residents with 
dementia/cognitive impairment. 
 
Action Required: 
Under Regulation 6 (3) (d) you are required to: Provide opportunities for each resident 
to participate in activities appropriate to his/her interests and capacities. 
 
Please state the actions you have taken or are planning to take:      
We employ 2 activities co-ordinators, one, of which is specifically allocated to the Snug. 
The level of interaction and activities engaged in on a daily basis is specific to this group 
and responsive to them at any given time whilst some activities are ‘scheduled’ such as 
weekly Sonas Imagination Gym, Fit for Life, other activities occur in a responsive nature 
for example reciting proverbs, doing spellings and calculations on the board in the 
room, prayer, painting, baking and outdoor activities in clement weather. 
 
We will reintroduce rummage boxes and ensure staff report when items for these boxes 
need replenishing. 
 
An audit of the day to day activities engaged in by residents will be undertaken to 
enable a review of current provision and resident participation. A satisfaction survey on 
activity provision will be undertaken to include the opinions of residents and families. 
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This will enable planning for activities programmes going forward. 
 
Proposed Timescale: 30/04/2014 
Theme: Effective Care and Support 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
While care plans were reviewed at three-monthly intervals the only evidence available 
of involvement of the resident or their significant in the development and review of 
their care plan was a signature, but no narrative note was available of the resident’s or 
significant other's view, understanding or agreement of the care plan. This would 
ensure that this was a meaningful consultative process. 
 
Action Required: 
Under Regulation 8 (2) (c) you are required to: Revise each residents care plan, after 
consultation with him/her. 
 
Please state the actions you have taken or are planning to take:      
There is a care plan review form in place which the resident/ significant signs to 
indicate that the care plans have been reviewed and discussed with them. All nurses 
will be educated to write a narrative note on this form at the residents next 3 monthly 
review. 
 
Proposed Timescale: 31/03/2014 
 
Outcome 12: Safe and Suitable Premises 
Theme: Effective Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
While directional signage had recently been erected these were difficult to follow and 
required review. There is a need to ensure the design is specific to dementia care. 
 
There was inadequate seating, recreational and dining space available for residents in 
the 'Snug' area. 
 
Action Required: 
Under Regulation 19 (1) you are required to: Provide suitable premises for the purpose 
of achieving the aims and objectives set out in the statement of purpose, and ensure 
the location of the premises is appropriate to the needs of residents. 
 
Please state the actions you have taken or are planning to take:      
Directional signage: An audit of directional signage will be carried out to establish if it is 
confusing to residents of varying perceptual abilities and the findings will be considered. 
The audit will be completed with residents with various cognitive abilities. The audit will 
be undertaken by the person in charge and completed by 30th April. 
 
Residents are actively supported at various times throughout the day to experience 
other areas of the centre one example being during breakfast a number of residents 
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who may relax in the snug during the day have their breakfast in the main dining room. 
The number of residents in the snug changes at various times throughout the day. This 
is current practice and will be reinforced to staff to ensure that residents are actively 
supported and or assisted to alternate their environment for social engagement, 
therapies or  for dining if they so wish. 
 
 
Proposed Timescale: 30/04/2014 
 
Outcome 13: Complaints procedures 
Theme: Person-centred care and support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
While complaints were deemed as resolved there was no evidence of whether the 
complainant was satisfied with the outcome. 
 
Action Required: 
Under Regulation 39 (8) you are required to: Inform complainants promptly of the 
outcome of their complaints and details of the appeals process. 
 
Please state the actions you have taken or are planning to take:      
“We will review our policies and put in place all necessary procedures and documents 
by 1 March 2014 to ensure effective compliance with our obligations under Regulation 
39(8) of the Regulations. 
 
As part of these procedures will be ensure that all complainants will be informed 
promptly of the outcome of their complaints and details of the appeals process will be 
provided to all complainants, including complaint forms which will document if the 
complainant is satisfied or not with the outcome of the appeals process (where 
required). 
 
 
Proposed Timescale: 01/03/2014 
 
Outcome 14: End of Life Care 
Theme: Person-centred care and support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
The end-of-life care policy required revision to inform and guide staff on best practice. 
 
Action Required: 
Under Regulation 14 (1) you are required to: Put in place written operational policies 
and protocols for end of life care. 
 
Please state the actions you have taken or are planning to take:      
As acknowledged in the action plan of the thematic inspection of September 2013 
written procedures for managing the body after death & sudden death are to be 
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included in the End of Life policy: timescale for completing was identified as 31st 
January 2014. This work is now complete 
 
 
Proposed Timescale: 24/02/2014 
 
Outcome 15: Food and Nutrition 
Theme: Person-centred care and support 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
Areas of nutritional care that requires review related to the completion of food diaries 
and to ensure care plans were specific as to the nutritional supplement that a resident 
was prescribed. 
 
Action Required: 
Under Regulation 20 (7) you are required to: Implement a comprehensive policy and 
guidelines for the monitoring and documentation of residents nutritional intake. 
 
Please state the actions you have taken or are planning to take:      
The PIC has discussed the need for comprehensive food diaries with the dietician. A 
new form for recording dietary intake has been provided by the dietician. Staff will be 
educated to ensure completing of this form is meaningful. 
 
 
Proposed Timescale: 31/03/2014 
 
Outcome 16: Residents Rights, Dignity and Consultation 
Theme: Person-centred care and support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
There was no representation for residents who were cognitively impaired at the 
residents' group meetings. 
 
Action Required: 
Under Regulation 11 (2) you are required to: Put in place written operational policies 
and procedures on communication. 
 
Please state the actions you have taken or are planning to take:      
The person in charge has arranged for a relative of a resident who is cognitively 
impaired to attend the monthly advocacy meetings. The next is due to take place on 
30th January. This will be open to all relatives of residents with dementia to ensure 
inclusion. Actions to date include discussion with the advocate on achieving inclusion for 
cognitively impaired residents. A family member of a cognitively impaired resident has 
already attended the advocacy meeting in January.  Families of residents requiring 
representation at the meeting will be written to and asked to indicate their interest in 
attending the scheduled meetings for the coming year. This will enable planning for 
representative attendance for the forthcoming meetings. 
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Proposed Timescale: 31/03/2014 
 
Outcome 18: Suitable Staffing 
Theme: Workforce 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
The care of residents with dementia was not in line with contemporary evidence-based 
practice. 
 
Action Required: 
Under Regulation 17 (1) you are required to: Provide staff members with access to 
education and training to enable them to provide care in accordance with contemporary 
evidence based practice. 
 
Please state the actions you have taken or are planning to take:      
Dementia care training is part of our current training schedule and this will be 
maintained throughout 2014. Currently 31 of our staff have had training in dementia 
care. The person in charge will secure training for 10 staff in each quarter of 2014. This 
will be made available to all staff to ensure appropriate skill mix of staff in relation to 
the needs of residents with a dementia. 
 
 
Proposed Timescale: 31/12/2014 
Theme: Workforce 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
Recruitment procedures did not ensure that no staff member was employed unless full 
and satisfactory information and documents specified in Schedule 2 had been obtained 
in respect of each person. Omissions on files review included inadequacy of references, 
references were not verified and gaps in employment history. 
 
Action Required: 
Under Regulation 18 (2) (a) and (b) you are required to: Put in place recruitment 
procedures to ensure no staff member is employed unless the person is fit to work at 
the designated centre and full and satisfactory information and documents specified in 
Schedule 2 have been obtained in respect of each person. 
 
Please state the actions you have taken or are planning to take:      
References will be checked to ensure they are appropriately signed any gaps in 
employment will be followed by a narrative note to demonstrate that we are satisfied 
with the applicants employment history. 
 
 
Proposed Timescale: 31/01/2014 
 
 


