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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated centres for older people 

 
 
Centre name:  

Sacred Heart Hospital Roscommon 
 
Centre ID: 

 
0654 
 
Golf Links Road Centre address: 

  
Roscommon, Co. Roscommon 

 
Telephone number: 

 
090-6626130 

 
Fax number: 

 
090-6626130 

 
Email address: 

 
Julie.silke@hse.ie 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Health Service Executive (HSE)  

 
Person in charge: 

 
Julie Silke Davy 

 
Date of inspection: 

 
14 March 2012 

 
Time inspection took place: 

 
Start: 11:30 hrs         Completion: 19:30 hrs 

 
Lead inspector: 

 
Geraldine Jolley 

 
Support inspector: 

 
N/A 

 
Type of inspection: 

 
 Announced                          Unannounced 

Purpose of this inspection 
visit: 

 Application to vary registration conditions 
 Notification of a significant incident or event 
 Notification of a change in circumstance  
 Information received in relation to a complaint 
or concern 
 Follow-up inspection 
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About the inspection 
 
The purpose of inspection is to gather evidence on which to make judgments about 
the fitness of the registered provider and to report on the quality of the service. This 
is to ensure that providers are complying with the requirements and conditions of 
their registration and meet the Standards, that they have systems in place to both 
safeguard the welfare of service users and to provide information and evidence of 
good and poor practice. 
 
In assessing the overall quality of the service provided, inspectors examine how well 
the provider has met the requirements of the Health Act 2007, the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) Regulations 
2009 (as amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
Additional inspections take place under the following circumstances: 

 to follow up matters arising from a previous inspection to ensure that actions 
required of the provider have been taken 

 following a notification to the Health Information and Quality Authority’s Social 
Services Inspectorate of a change in circumstance for example, that a provider 
has appointed a new person in charge 

 arising from a number of events including information received in relation to a 
concern/complaint or notification to the SSI of a significant event affecting the 
safety or wellbeing of residents 

 to randomly “spot check” the service. 
 
All inspections can be announced or unannounced, depending on the reason for the 
inspection and may take place at any time of day or night.  
 
All inspection reports produced by the Health Information and Quality Authority will 
be published. However, in cases where legal or enforcement activity may arise from 
the findings of an inspection, the publication of a report will be delayed until that 
activity is resolved. The reason for this is that the publication of a report may 
prejudice any proceedings by putting evidence into the public domain. 
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About the centre 
 

Description of services and premises 

 
The Sacred Heart Hospital is operated by the Health Service Executive (HSE). The 
centre is set in a spacious site of five acres which is mostly cultivated to lawn and 
garden. There are car parking spaces to the front and side of the building.  
 
The centre provides continuing care, rehabilitation, palliative and respite care for up 
to 95 residents from Roscommon and the surrounding area. Part of the building 
dates from 1842 and it has been converted and modified over the years to improve 
the facilities available for residents. It comprises of four units - St. Catherine’s, St. 
Joseph’s, St. Michael’s and Our Lady’s. St. Catherine’s was extensively refurbished 
during 2009/2010 and now accommodates 37 residents. There are 22 long-term care 
places here and the remaining places are allocated for rehabilitation or respite care. 
Appropriate communal dining and sitting space for residents as well as good office, 
catering and staff facilities had been provided.  
 
Our Lady’s unit was redecorated and reorganised earlier this year and now 
accommodates twenty residents some of whom have dementia care problems. The 
newly refurbished areas provided attractive environments and were well decorated 
with coordinated soft furnishings.  
 
St. Josephs and St. Michael’s units have capacity for 25 residents each. All units have 
their own communal space, bathrooms, toilets and sluice facilities. Residents’ 
bedroom areas are predominantly multiple-occupancy rooms of four beds. St. 
Catherine’s has two double rooms and there is a single room available in three units 
that are mainly used for residents at end of life or who have palliative care needs.  
  
A day care service that accommodates up to 25 people daily is also available on site. 
The rehabilitation and respite services were used extensively. The occupational and 
physiotherapy area was strategically located near the entrance and the inspectors 
noted that this was well equipped and in regular use. The other facilities include a 
church, several sitting areas, a relaxation room and the main catering kitchen and 
laundry areas.  
 
The centre has a safe and secure garden area to the rear and there were plans to 
redesign this area being considered by staff and residents. 
 

Location 

 
The Sacred Heart Hospital is located on Golf Links road, a short drive from the shops 
and business premises of Roscommon Town. 
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Date centre was first established: 

 
1842 

 
Number of residents on the date of inspection: 

 
95*  

 
Number of vacancies on the date of inspection: 

 
0 

 
* three residents were receiving treatment in hospital 

 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents* 

 
29 

  
15 

 
33 

 
15 

 
 

Management structure 
 
The Person in Charge, Julie Silke-Daly reports to the HSE General Manager for the 
area, Catherine Cunningham and the Local Health Manager, Frank Murphy. 
  
An Assistant Director of Nursing and a team of nine Clinical Nurse Managers (CNMs) 
are responsible for supervising the delivery of care and report to the Person in 
Charge. They are supported by staff nurses, care assistants and administrative, 
clerical and ancillary staff. A multidisciplinary team of physiotherapists and 
occupational therapists and a medical officer complete the staff profile. 
 
Staff 
designation 

Person 
in 

Charge 

Nurses Care 
staff

Catering 
staff 

Cleaning 
and 

laundry 
staff 

Admin 
staff 

Other
staff 

Number of 
staff on 
duty on day 
of 
inspection 

1 10 16 5 5 6 6* 

 
* this number included physiotherapists and occupational therapists. 
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Background  
 
This report sets out the findings of the unannounced follow up inspection of the 
Sacred Heart Hospital, Roscommon which took place on 14 March 2012. It was 
undertaken to assess progress on the action plan outlined in the last inspection 
report which detailed the findings of the registration inspection conducted on 11 and 
12 and 13 October 2011.  
 
This was the fourth inspection of the centre undertaken by the Authority. The first 
inspection was announced and took place on 28 and 29 September 2009. An 
unannounced follow up inspection conducted on 4 January 2011 to review the 
response to the action plan found that few actions had been satisfactorily completed 
and identified a range of other matters that needed attention. These included 
medication management practices, risk management including fire safety, 
improvements to care documentation, restraint practices and general decoration and 
furnishing of the building. During the registration inspection the inspectors found that 
while considerable improvements had taken place there were a number of areas 
where better compliance was needed to fulfil regulatory requirements. 
 
These included better identification and management of wound care problems, better 
linkage between assessments and the daily records and more rigorous attention to 
the completion of essential documentation such as nutrition and fluid balance charts 
when residents were very vulnerable. There were also improvements needed to the 
security arrangements around the premises, changes to the way staff were deployed 
over the working day, more diligent record keeping to ensure the care needs of 
residents were accurately documented and the need to formulate a comprehensive 
emergency plan for situations other than fire to assist staff in such situations.  
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Summary of findings from this inspection  
 
 
The inspector found that the improvements that had commenced prior to the 
registration inspection had been sustained and that several aspects of practice had 
been improved including care practice, medication management, dementia care 
assessments and governance. The inspector noted that the provider and person in 
charge had provided leadership and guidance to the staff team to enable them to 
take responsibility for instigating change across the service. Clinical nurse managers 
had taken a lead role in reviewing and improving medication management, wound 
care and end of life care pathways. 
 
There was an emphasis on sharing skills with the involvement of members of the 
multi disciplinary team in the regular governance meetings and having a designated 
lead role for improvement in aspects of practice notably the physiotherapist’s role in 
falls prevention, the pharmacist’s role in medication management improvements and 
the dietician’s role in staff education. The contribution of these professionals had all 
helped the staff team to achieve better compliance with regulatory requirements and 
improved outcomes for residents. These included better arrangements for checking 
medication that ensured the supply matched the prescription, better assessment and 
care to residents who had wound care problems, improved assessments of dementia 
care needs and more emphasis on security throughout the centre. 
 
There had been a considerable change to the staff group as a result of several 
retirements during January and February. The inspector was told by residents and 
staff that this had been an emotional time and that they were still accommodating 
the changes. Replacement staff had been employed and most were working on a 
continuous basis which reduced the impact of the change for residents.  
 
The inspector met several staff during the inspection. They were noted to be very 
enthusiastic about the changes that had taken place since the last inspection and 
could illustrate areas of practice that had improved such as better wound care 
documentation and practice, improved emphasis on fluid and fibre intake as part of 
good nutrition and better management of medications that needed special 
precautions. Staff were noted to interact appropriately and respectfully with residents 
during their contacts with them and were also noted to provide good updates to 
visitors that requested information. The inspector was told that there was a good 
sense of cooperation among staff and senior managers such as the person in charge 
and her deputy were valued for their guidance and advice.  
 
The centre was well organised, warm and comfortable when inspected. The units 
were appropriately furnished and presented relaxed comfortable environments for 
residents. The garden areas were visible from many windows and in some units 
residents were noted to go outside and walk around. 
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There were 21 actions outlined for attention following the registration inspection. 
Thirteen actions were completed and the inspector reviewed the work that had been 
undertaken to achieve appropriate compliance. The eight remaining actions were 
receiving attention and related to areas such as ensuring the deployment of staff was 
appropriate to the needs of residents throughout the day and night, premises 
matters and the maintenance of some records such as personal property records. 
The outstanding actions are outlined for further attention in the action plan of this 
report. The inspector was satisfied that thorough and comprehensive plans were 
underway to ensure the centre provided a safe and appropriate care to residents.    
 
 
Issues covered on inspection 
 
 
Care Plans 
The centre had 80 residents in receipt of long-term care and a further 15 residents 
who had been admitted for respite care or for a period of rehabilitation. Almost a 
third of the resident group were in advanced old age between 84 and 99 and another 
third were between 75 and 84. There were three residents who were under 65. 
Almost half the resident group were assessed as having high to maximum 
dependency care needs. The inspector examined care plans and found that a range 
of evidence based risk assessments had been completed. There were assessment 
tools in use to determine dependency levels, risk of developing pressure sores, 
vulnerability to falls, continence and cognitive impairment. There was a review 
system in place and all care plans were found to have been updated at the required 
three month intervals. The inspector was told that residents and relatives were 
involved in reviews and that care plans reflect their input. The inspector saw two 
examples that illustrated this. In one instance a resident had contributed to the care 
plan and signed it and in another a relative had contributed their views and these 
had been included in the care plan. 
 
The inspector found that there was good adherence to specialist advice. As an 
example a dietician had reviewed all residents and education had been provided for 
staff on improving the fibre content in the diet. This had resulted in a reduction of 
laxative use for some residents and nursing staff told the inspector that there was 
now an increased awareness among all staff of the impact of adequate diet and 
fluids. 
 
Care plans that outlined dementia care needs and other cognitive impairments were 
noted to provide good detail of the impact of this on residents’ daily life. The safety 
measures in place to enable one resident to remain independent and the risk 
assessments completed in relation to potential wandering and environmental hazards 
were clearly outlined. The input of specialist mental health professionals had been 
sought and the outcome of their assessment was available to guide staff.   
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Wound Care Management 
This aspect of care practice was found to have improved significantly since the last 
inspection with good detail provided in records confirming the assessment and 
treatments in place. A dedicated wound care management plan was in place for all 
wounds. The inspector found that the record provided information on the condition 
and size of the wound, the dressings in use, response to treatment and that the plan 
was reviewed regularly. Additional equipment such as specialist beds had been 
procured where required. Two staff had undertaken specialist training and had 
completed a module on wound care as the national policy on wound management 
was rolled out. One of the clinical nurse managers was taking a lead role on this for 
the service and was ensuring that practice was consistent and documentation 
appropriately completed.  
 
Falls Prevention 
There was a significant improvement in falls management following additional work 
undertaken on the falls prevention programme-falling stars. The physiotherapist and 
clinical nurse managers had taken a lead role in this initiative. The physiotherapist 
outlined for the inspector how improved assessments, reviewing each fall and being 
rigorous about implementing all aspects of the falls prevention strategy had 
significantly reduced the number of falls over the last three years. In 2009 the 
number of falls recorded was 135. This had reduced to 105 in 2010 and was further 
reduced in 2011 to 79. There is a monthly review of all falls and this is also discussed 
at the governance meetings in the context of contributory factors such as staff 
shortages or premises issues. Falls prevention training had been provided for all 
staff. Improved knowledge had also led to better assessments of falls risks and 
consideration of factors such as confusion, the use of psychotropic medication and 
nutrition factors which were reviewed if relevant to the situation. The inspector was 
told that staff now review care needs/changes evident proceeding a fall and in some 
cases had found that the presence of infection may have been a contributory factor. 
This had led to decisions to treat infections being made earlier in some cases to 
prevent a recurrence of falls. Near misses were noted to be reported well as a 
prevention factor. 
  
Restraint Management 
Restraint use was note to be managed well with daily reviews of the need for 
restraint documented in the restraint register maintained in all units. Assessments 
indicated that restraint measures were in place only when other less restrictive 
options had not been successful in reducing risk. Low to floor beds and protective 
mats were in use to protect residents and reduce the need for bed rail use. Tables 
had been changed so that they could not be used as restraints. Specialist chairs were 
in use for some residents at risk of falls and there were appropriate assessments 
completed by an occupational therapist to support their use. One resident had a lap 
belt and this had been assessed as necessary to ensure her safety due to severe 
cognitive impairment, significant risk of falls and lack of awareness of hazards. 
Twelve staff had attended training on the national policy for restraint management  
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Fire Safety 
A fire risk assessment of the premises had been completed. New fire doors were 
needed in many areas, self closures were also required for some doors and a fire risk 
register needed to be introduced. This work was at the planning stage and needed 
completion before the fire compliance document could be issued. A fire evacuation 
exercise was undertaken during the fire training sessions conducted on 6 October 
2011. During this staff had practised removing eight beds and a number of residents 
from the premises. The inspector reviewed the fire records maintained. Fire fighting 
and detection equipment was serviced in December 2011. Service contracts were 
noted to be in place. The remedial action undertaken was documented. The fire 
alarm was noted to be activated weekly from different points of the building to 
ensure that it was operating effectively. This action is repeated in the action plan at 
end of report. 
 
Training 
A review of training records indicated all staff had been trained in elder abuse. Staff  
were able to inform the inspector of what constituted abuse and of their duty to 
report any suspected or alleged instances of abuse. Other mandatory training such 
as fire safety and moving and handling was also up-to-date. As there was a 
substantial number of temporary staff in post the inspector queried how these staff 
had been informed about emergency policies and procedures for fire safety and 
moving and handling and was told that all new staff have a period of induction which 
includes introduction to the premises and to policies and procedures. They also 
worked alongside the centre’s regular staff for a period so that they could be 
introduced to residents and become familiar with their care needs through a regular 
care giver.  
 
Five staff - two nurses and three health care assistants - had completed training in 
dementia care mapping. This was reported to the inspector as having had a positive 
impact on care practice as it increased staff awareness of the positive impact of 
regular personal interactions with residents and the need to ensure that this was part 
of day to day practice.     
 
Twenty eight care staff were recorded as having completed Further Education and 
Training Awards (FETAC) Level 5. 
  
Staff 
The staff team had been through a period of change due to the retirement of a 
significant number of nurses. In all a total of nine whole time equivalent staff nurses 
had left the service. Recruitment was in process to fill the vacant posts and in the 
short term agency staff were employed on units where there were vacancies. The 
staff team presented as a cohesive and integrated group that were very committed 
to the service and to the residents in their care. Agency staff told the inspector that 
they were absorbed into the unit teams and had been assisted by their induction and 
the information provided by regular staff. 
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The inspector was satisfied that the number of staff available during the day was 
adequate to meet the needs of residents. However, as outlined in the previous 
inspection report staff numbers reduced significantly in the late afternoon and during 
the evening and night time periods. The staff numbers on most units reduced by half 
with only one nurse on duty in some areas after 5.00 pm to oversee clinical care. 
The inspector continued to hold the view that the deployment of staff needed review 
and that staff numbers needed to be deployed more equitably over the 24 hour 
period to ensure appropriate care for residents particularly in the context of the 
declared dependency levels and the complex care needs of residents. Night staff 
numbers needed review to ensure that appropriate supervision can be provided to 
staff during the night. Currently a clinical nurse manager or staff nurse takes charge 
but they are part of the qualified nurse allocation for their unit when on duty. This 
finding was also described in previous inspection reports and the action plan to have 
available appropriate numbers of staff and appropriate skill-mix available over the 24 
hour period is repeated in this report. 
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Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
The staffing levels and skill-mix did not adequately meet the assessed needs of 
residents over the 24 hour day taking into account the centre’s aims and objectives 
and the size and layout of the centre. The person in charge was required to ensure 
that at all times the number of staff and skill-mix available is appropriate to the 
assessed needs of residents and the size and layout of the centre. The person in 
charge was also required to have in place a system for the review and deployment of 
staff in accordance with changing needs such as the admission of residents for 
rehabilitation or for respite care. 
 
 
This action was partially complete. A significant number of staff had retired earlier in 
the year but this had not impacted too severely on the service as agency staff had 
been employed on an ongoing basis to fill the posts vacated. The community 
intermediate care team had been discontinued and some of these staff were also 
employed to fill the shortfall. These staff were known to the staff team and to many 
residents. This had preserved the continuity of care after the initial period of change 
the inspector was told. Authorisation had been given to recruit permanent 
replacements and this process was underway at the time of the inspection. Six staff 
nurses and three clinical nurse managers had been offered posts and were waiting 
for documentation to be processed. 
 
As outlined earlier, the inspector found that staff numbers across the working day 
and night varied considerably with a considerable reduction in the staff numbers 
available after 5.00 pm and during the night. Taking into account residents needs, 
the complex conditions presented by some residents and the intensive input required 
by residents admitted for respite and rehabilitation the inspector made the 
judgement that the staff deployment model required further review.    
 
2. Action required from previous inspection: 
 
A report on the quality and safety of care and quality of life of residents in 
accordance with Regulation 35 was not available. The provider was required to 
establish and maintain a system for reviewing the quality and safety of care and 
quality of life of residents in the designated centre and to prepare a report in respect 
of any review conducted and make this available to residents and the Chief Inspector 
(on request). 
 
 
This action was partially complete. The management team had completed weekly 
reports on significant events and these were summarised every four weeks. The 
inspector noted that this information was discussed at the regular governance 
meetings and used as a basis to improve the quality of care and quality of life for 
residents. As an example, the report on falls/incidents identified trends and practice 
issues that had led to improved management of falls /incidents described earlier. 
This has had a significant benefit for residents through the reduction in the number 
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of falls and better prevention of falls. The inspector was told that the governance 
meetings were attended by lead professionals from the multidisciplinary team and 
that other professionals also took a lead role in improving aspects of practice. The 
inspector was told that information compiled from the regular audits and weekly 
summaries will form the basis of Regulation 35 reports when the format for these is 
finalised. 
 
3. Action required from previous inspection:  
 
The process of managing complaints needed review to comply with Regulation 39 -
Complaints Procedures. The provider was required to maintain a record of all 
complaints detailing the investigation and outcome of the complaint and whether or 
not the resident was satisfied. It was also required that the independent appeals 
process was outlined and that the information provided in respect of the Authority 
was reviewed. 
 
 
This action was complete. The practice for managing and recording complaints was 
more systematic and in accordance with Regulation 39. The complaints procedure 
had been revised and was found to outline the procedure for making a compliant, 
the timescales for investigation and the information that had to be recorded. The 
HSE complaints officer for the area had also provided guidance on the method for 
recording and resolving complaints. All units maintained a complaint record and an 
overview of all matters was provided to the assistant director of nursing and the 
person in charge. Minor matters were resolved by the nursing and care staff at unit 
level and more complex problems were addressed by the person in charge. 
 
Residents said that if they had a concern they would speak to the nurse in charge of 
their unit or the person in charge during her regular visits to the units. The Inspector 
read the complaint record and found that all complaints were recorded with the 
actions and outcomes, including communication with the complainant evident in the 
record. The records indicated that staff and the person in charge were diligent in 
responding to complaints.  
 
4. Action required from previous inspection:  
 
Staff had not identified that an event-theft that had been reported could be abuse 
and the abuse procedure did not outline the requirement to report to the Authority 
any allegation, suspected or confirmed abuse of any resident.  
 
The provider was required to provide additional training for staff in elder abuse and 
the protection of vulnerable people and to put in place a policy on and procedures 
for the prevention, detection and response to abuse including the legal requirement 
to notify the Authority. 
 
  
 
 

Page 12 of 29 



This action was now complete. Additional training was provided by local social 
workers and staff knowledge indicated that they could appropriately identify 
situations that could be interpreted as elder abuse. The inspector found that the 
particular episode that prompted this action would now be explored more thoroughly 
by staff. A system was in place to ensure that knowledge on elder abuse remained 
current and reflected up to date trends and research. The inspector was told that 
agency staff currently employed to fill staff shortages would have training on the 
centre’s elder abuse procedures as well as other training they may have had on this 
topic. 
 
5. Action required from previous inspection:  
 
An up-to-date record of residents’ property was not maintained as new items 
acquired by residents were not recorded. The provider was required to ensure that 
all records kept in accordance with Schedule 4 of the Regulations including records of 
money and other valuables were up to date. The provider was required to maintain 
such records in a manner that states the date on which the money or valuables were 
deposited or received, the date returned to the resident and shall include a written 
acknowledgement of the return of the money or valuables. 
 
 
This action was almost complete the inspector was told by staff. The policy and 
procedure for recording valuables and other items had been updated and most of the 
property held for safe keeping had been identified and recorded. Each resident now 
had a property record that was kept in their bedside cabinet. The new system 
included a review of residents’ property every three weeks by health care staff to 
ensure the record was accurate and reflected the property held by residents. Staff 
were in the process of updating these records for all residents. 
 
Items held in safe keeping on residents’ behalf was recorded in the official property 
book issued by the HSE for this purpose.  
 
6. Action required from previous inspection:  
 
While there was a system for the identification of risk there were a number of risk 
areas that had not been identified for attention. These included security around and 
inside the building, monitoring of access to the premises and traffic management at 
the entrance. The inspectors found the heated trolley from which meals were served 
in Our Lady’s unit was located on the corridor causing an obstruction and hazard for 
anyone walking in and out of the unit during mealtimes. The provider was required 
to have in place a system that records the time that all visitors enter and leave the 
premises and to have in place security arrangements that protects and staff and 
ensure that there are appropriate safety measures in place to prevent accidents. 
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This action was partially complete. Staff had made changes to work practices to 
improve safety in Our Lady’s unit at meal times. The heated trolley was now located 
in the dining room when meals were being served which eliminated the hazardous 
situation previously observed when the trolley was located on the corridor. Security 
around the building including the use of closed circuit cameras at the entrance had 
been identified as a priority to improve safety and this matter had been submitted for 
attention under the minor capital works programme. The car park layout was also 
under review. The inspector saw that signs had been placed at the entrance 
requesting visitors to use the visitors’ book entering and leaving the premises to 
ensure that a record of all persons in the building was maintained. Staff reported 
that this procedure was operating better as a result of the changes.    
 
7. Action required from previous inspection: 
 
The emergency plan was confined to providing guidance for staff in medical 
emergencies and did not take in to account the range of other emergency situations 
that staff may encounter. The provider was required to outline an emergency plan 
that provides guidance for staff in a range of emergency situations including 
guidance on the actions to take should the premises needed to be evacuated and to 
provide training /information for staff on the actions to take in an emergency. 
 
 
This action was complete. The emergency plan had been revised and the new 
version was available for inspection. This was noted to be site specific and outlined 
the actions to be taken if there was any major disruption to services such as fire, 
flooding or power failure. The plan also outlined the actions to take during an 
outbreak of infectious illness. Factors such as communicating with the media and   
contacting senior staff were included to guide and inform staff in a critical situation. 
 
8. Action required from previous inspection:  
 
Improvements were needed to fire and emergency procedures. The provider was 
required to make adequate arrangements for the evacuation, in the event of fire, of 
all people in the designated centre and the safe placement of residents and to 
provide adequate means of escape in the event of fire including providing sufficient 
signage throughout the building to guide staff and residents to fire exits and identify 
an assembly area in the grounds for emergency situations. The provider was also 
required to submit written confirmation (on the Authority’s document) from a 
competent person that all requirements of the statutory fire authority have been 
complied with. 
 
 
This action was partially complete. There was more signage to guide persons on the 
premises to the exits and escape routes. The pathways had been assessed and some 
had been cleaned to make them safer to use. There was ongoing work underway to 
complete this action. A fire safety risk assessment completed before this inspection 
indicated that work was required to ensure adequate fire safety measures were in 
place. This work included the installation of new fire doors and closures on 
designated fire doors and was due to commence. The person in charge was aware 
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that while the work was in progress risk assessments were required to ensure the 
safety of persons in the building. She told the inspector that a safety statement 
would be requested from the firm undertaking the work to inform staff of the fire 
safety arrangements in place. 
 
Confirmation that all requirements of the statutory fire authority have been complied 
with remains outstanding until the priority fire works are completed.   
 
9. Action required from previous inspection:  
 
Some equipment such as shower trolleys and commodes needed more effective 
cleaning to adequately protect residents and staff from infection. The provider was 
required to have a system in place to ensure that there is comprehensive 
identification and assessment of risk throughout the premises including infection 
control risks and to ensure that all equipment is maintained in a clean hygienic 
condition and that hazardous waste is secured appropriately. 
 
 
This action was complete. The inspector noted that equipment was clean and well 
maintained in all units. One of the staff nurses had completed a five day infection 
control training course so that expertise was available among the team to provide 
guidance and the standards that should be maintained. Staff reported that standards 
of cleanliness and hygiene were regularly monitored by the night duty nurses. The 
findings were disseminated at the regular governance meetings so that areas for 
improvement could be discussed and action taken. In order to ensure that 
appropriate standards were in place maintenance and health care staff had been 
provided with training in good hygiene practices. Night care staff were undertaking 
comprehensive cleaning of all equipment. 
 
10. Action required from previous inspection:  
 
There were aspects of medication management that were not in accordance with 
legislative and professional standards. The provider was required to ensure that 
there were appropriate and suitable practices relating to the prescribing and   
administration of PRN (as required) medication and to ensure that all medication is 
individually prescribed. The provider was also required to ensure that the route for 
the administration of medication is outlined for all medications and to have in place a 
protocol to guide staff when administering medications that require special 
precautions. 
 
 
This action was complete. The inspector noted that reviews of medication had been 
carried out for all residents within a three month interval. Nursing staff told the 
inspector that medications prescribed on an as required basis and for night sedation 
had been reduced and that the maximum dose of as required medication was 
identified to ensure safe dosages. All medication had been individually prescribed. 
Medications that needed to be given crushed were identified on the medication 
administration charts for two residents and the pharmacist was exploring the 
provision of liquid formulations of some medications. A new protocol had been 
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introduced for medications such as the anticoagulant Warfarin that required special 
precautions such as blood tests before the dose for administration could be 
determined. An associated care plan had also been introduced to ensure that 
appropriate good practice standards for the administration of such medication were 
in place. 
 
11. Action required from previous inspection:  
 
The arrangements for medication management did not provide an adequately 
rigorous system for checking that the supply of medication was in accordance with 
the original prescription and where medication errors occurred it was not evident 
what changes were made to prevent a recurrence. The provider was required to 
have in place a system that verifies that the medication received in the centre is in 
accordance with the medication as prescribed. The provider was also required to 
have in place a system that provides a record of errors and the actions taken to 
prevent a recurrence. 
 
 
This action was complete. The staff had met with the pharmacists and with medical 
staff to address the areas that had been highlighted for attention. A system for 
checking medication when it is received in the centre was now in place. Night staffs 
now check the medication supply issued by the pharmacists, identify any 
discrepancies and sign the record accordingly. 
 
Errors were recorded with the actions taken to improve safety and were identified as 
part of the ongoing safety and quality improvement review. 
 
12. Action required from previous inspection:  
 
The daily records were narrative in style and did not reflect the assessment tools or 
the targets for care practice outlined in care plans. There were improvements 
needed to the way dementia-care problems were assessed and addressed. The 
person in charge was required to provide an adequate record of the person’s health 
and condition and treatment given on a daily basis in accordance with relevant 
professional guidelines and to ensure that the daily record reflects the assessed 
needs outlined in care plans and includes residents’ activities and wellbeing 
throughout the day. 
 
 
This action was complete. The daily records were noted to outline residents’ daily life 
and their emotional and physical health updates. Five staff had attended dementia 
care mapping training including three care assistants. The inspector reviewed one 
care record where confusion and memory loss had been assessed as a significant 
care practice issue that needed monitoring to effectively manage risk due to 
wandering behaviour. The care plan conveyed that short term memory and 
recognition of danger was a problem for the resident outside the building. A range of 
assessments had been completed some by the specialist team for old age psychiatry. 
A plan was in place to ensure the resident’s safety while endeavouring to 
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accommodate his wish for independence. More training on dementia care and on 
care planning was scheduled for later in the year.  

 
13. Action required from previous inspection:  
 
Instructions from healthcare professionals were not documented and followed to 
ensure residents received the best possible health care and treatment. The person in 
charge was required to facilitate all appropriate healthcare and support each resident 
on an individual basis to achieve and enjoy the best possible health. The person in 
charge was also required to have in place a system to ensure that medical and other 
treatments recommended are carried out appropriately to ensure appropriate health 
care is facilitated. 
 
 
This action was complete. The speech and language therapist had provided training 
for healthcare assistants and for family members who assisted at mealtimes to 
ensure that specialist instructions were followed accurately. This is now monitored by 
nursing staff. Specific instructions that were requested following falls to prevent 
future episodes, for example, were recorded and adherence to these instructions 
were monitored as part of the regular reviews of care plans and daily records.  
 
14. Action required from previous inspection:  
 
The description of wound care problems was inconsistent and not in line with good 
practice standards. The person in charge was required to have in place a procedure 
for the identification and management of wound care problems that is consistent 
across all units and to ensure that the procedure includes directions for staff to guide 
their practice when wound care problems are identified to prevent deterioration such 
as the commencement of position changes, a review of nutrition and access to 
expert tissue viability advice. It was also required that training in wound care 
identification and management was provided for staff. 
 
 
This action was complete. The national wound care policy and associated good 
practice documents were in use. One of the clinical nurse managers had taken a lead 
in improving standards in wound care practice and all aspects such as 
assessments/observations and treatment records had been reviewed. Two pressure 
area problems were receiving attention. One was a Grade 3 wound that was being 
treated with a vacuum assisted closure (VAC) and was recorded as improving. There 
was a dedicated care plan that contained all information recorded by staff related to 
the management of the wound. The inspector noted that information not available 
during the previous inspection in relation to wounds was now recorded. A position 
change chart was in use to alleviate pressure and this was noted to be up-to-date 
with regular position changes recorded. There were charts that outlined the wound 
measurement/observations on change and the treatment plan and these were noted 
to be fully complete. Another resident with a Grade 2 wound had a similar chart and 
was being assessed and treated to prevent further deterioration. 
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There was good knowledge conveyed by staff on wound care practice and two 
nurses had attended specialist training on wound care. The inspector was told that 
where required specialist beds would be hired if not available in the centre to 
alleviate discomfort and assist with pain relief. An instance where some much 
specialised equipment had been hired was highlighted. 
 
15. Action required from previous inspection:  
 
End of life care policies and procedures needed further development as it was 
unclear in some cases where decisions had been made by others about resuscitation 
that the resident did not have capacity to make or contribute to the decision. In one 
unit there was no facility to provide privacy at end of life. The person in charge was 
required to put in place written operational policies and protocols for end-of-life care 
and shall ensure that where possible that each residents’ choice as to the place of 
death including the option of a single room or returning home is identified and 
facilitated. 
 
 
This action was partially complete and the inspector noted the considerable work 
that had been completed so far. The assistant director of nursing had been 
instrumental in initiating the changes that were underway. The centre’s doctors were 
reviewing decisions about resuscitation and end of life wishes at the three month 
reviews. The capacity to make decisions was one aspect of the review process. 
 
There was also a study being undertaken by a student on the use of multiple-
occupancy rooms and privacy which staff hoped would provide additional information 
to guide their practice as they continued to develop their end-of-life care practices 
and procedures.  

 
Three rooms were available for residents with palliative care needs. St. Michaels does 
not have a room to provide privacy at end of life. 
 
16. Action required from previous inspection:  
 
There was poor compliance with the some of the actions identified as necessary to 
ensure that vulnerable residents had adequate fluids and nutrition. The person in 
charge was required to iimplement a comprehensive policy and guidelines for the 
monitoring and documentation of nutritional intake and to provide appropriate 
assistance to residents who, due to infirmity or other causes require such assistance 
with eating and drinking including following the instructions provided by specialists. 
 
 
This action was complete. There was a nutrition policy in place that outlined the 
management of nutrition and fluids for vulnerable residents. There was a significant 
improvement in the way nutrition and fluid intake was monitored. Training had been 
provided by the dietician for carers, nurses and relatives who assisted at meal times. 
Fluid balance charts were viewed in St. Michael’s unit and were noted to be up-to-
date with intake and output consistently recorded for a period of days. The inspector 
noted that supplies of liquids were available and accessible in the communal areas. 
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The use of subcutaneous fluids was discussed and the clinical nurse manager was 
familiar with the usual amounts prescribed to be given in this way and the duration 
of this intervention. 
 
17. Action required from previous inspection:  
 
Residents had limited space to store their own clothes due to the multiple-occupancy 
arrangement of rooms and the personal space available for furniture. The person in 
charge was required to provide adequate arrangements for residents to appropriately 
store, maintain and use their own clothes. 
 
 
This action was partially complete and was under review to ensure that adequate 
arrangements had been made. The storage requirements of each unit had been 
assessed and additional storage cupboards and chests of drawers had been provided 
to enable residents to store more of their clothes in their rooms. Each cubicle now 
accommodated four residents which had increased the personal space available and 
the capacity to have more furniture to store personal items. 
 
18. Action required from previous inspection:  
 
The process for determining staffing levels and skill-mix over the 24 hour period was 
not based on the assessed needs of residents and size and layout of the building. 
The provider was required to establish a process to determine the numbers and skill-
mix of staff that are appropriate to the assessed needs of residents and the size and 
layout of the designated centre. The provider was also required to provide staff in 
sufficient numbers and in a skill-mix appropriate to meet the needs of residents 
throughout the day and night. 
 
 
This action was partially complete. A review of the staff rota had taken place and a 
revision that would provide a better staff to resident ratio during day evening and 
night was being discussed but was not implemented until the recruitment of staff 
referred to earlier was complete.  
 
19. Action required from previous inspection:  
 
There were a number of areas where the premises did not meet the criteria of the 
Standards.  
 
Accommodation was mainly provided in multi-occupancy rooms where four residents 
were accommodated and the toilets in St. Michael’s and St. Joseph’s units needed 
redecoration. There was no single room in St. Michael’s which compromised how 
end-of-life care could be delivered as outlined earlier. 
 
The provider was required to plan for changes to the physical design and layout of 
the premises to meet the needs of each resident taking into account their 
dependency needs, the requirements for the use of equipment and the need to have 
treatment rooms when residents are cared for in multiple-occupancy rooms.  
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It was also required that suitable provision for storage was made in the designated 
centre including space for residents to hang their clothes, secure their belongings 
and the provider was also required to make appropriate arrangements for the 
storage of equipment that does not impact on residents’ personal space. 
 
 
This action was partially complete. The inspector noted that the toilet areas had now 
been redecorated and the environment was much improved as a result. The person 
in charge said that the staff team were reviewing the use of space in the centre with 
a view to creating designated spaces for a treatment area and storage of equipment. 
The inspector noted that the storage arrangements in St. Joseph’s unit were much 
better organised than noted during the last inspection.   
 
20. Action required from previous inspection:  
 
Some of the Schedule 3 and Schedule 4 records, for example, residents’ care records 
and property records were not fully complete and up-to-date. The provider was 
required to maintain the records listed under Schedule 3 (records in relation to 
residents) and Schedule 4 (general records) so as to ensure completeness, accuracy 
and ease of retrieval and to ensure all records are kept up-to-date and in good order.
 
 
This action was complete. Records of residents’ property were now reviewed and 
updated every three months to ensure they were up-to-date and accurate. There 
was a system in place to ensure that families advised staff of additional items 
brought in to the centre or removed to assist with maintaining accurate records.  
 
21. Action required from previous inspection:  
 
Practice in relation to notifications of incidents needed improvement. The presence of 
infections and a significant pressure wound assessed at Grade 4 had not been 
reported to the Authority. The person in charge was required to give notice to the 
Chief Inspector without delay of the occurrence in the designated centre of 
outbreaks of any infectious disease and the occurrence of any serious injury to a 
resident including the presence of pressure sores at Grade 2 or above. 
 
 
This action was complete. All notifications were now forwarded to the Authority as 
required.  
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Report compiled by: 
 
Geraldine Jolley 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
20 May 2012  
 

Chronology of previous HIQA inspections 
Date of previous inspection: Type of inspection: 

 
 
11, 12 and 13 September 2011 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
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4 January 2011 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
28 and 29 September 2009 

 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan  

 
 

Provider’s response to inspection report ∗ 
 
 
Centre: 

 
Sacred Heart Hospital Roscommon 

 
Centre ID: 

 
0654 

 
Date of inspection: 

 
14 March 2012 

 
Date of response: 

 
19 June 2012  

 
Requirements 
 
These requirements set out what the registered provider must do to meet 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. 
 
1. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The staffing levels and skill-mix did not adequately meet the assessed needs of 
residents over the 24 hour day taking into account the centre’s aims and objectives 
and the size and layout of the centre. 
 
Action required:  
 
The person in charge shall ensure that at all times the number of staff and skill-mix 
available is appropriate to the assessed needs of residents and the size and layout of 
the centre. 
 
Action required:  
 
Have in place a system for the review and deployment of staff in accordance with 
changing needs such as the admission of residents for rehabilitation or for respite 
care. 
 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Reference:  
Health Act, 2007 
Regulation 16: Staffing 
Standard 23: Staffing Levels and Qualifications 

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

Timescale: 
 

Provider’s response: 
 
Recruitment has taken place of CNM2, two staff nurses and one 
HCA. Additional appointments still in process and agency staff 
employed in interim period. The person in charge has 
commenced dependency assessments using a care dependency 
scale and allocated staffing levels accordingly. An additional staff 
member is to be allocated to night duty, following current 
appointments been taken up and the CNM/nurse on night duty 
will not then have a clinical workload. 
 

 
 
09/07/2012 
 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
A report on the quality and safety of care and quality of life of residents in 
accordance with Regulation 35 was not available.  
 
Action required:  
 
Establish and maintain a system for reviewing the quality and safety of care and 
quality of life of residents in the designated centre. 
 
Action required:  
 
Prepare a report in respect of any review conducted and make this available to 
residents and the Chief Inspector (on request). 
 
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: 
 
The annual report will be submitted by end of July. It is awaiting 
approval of Governance team to be signed off 18 July 2012.  
 

 
 
03/09/2012 
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Ongoing quality monitoring is recorded weekly by ward managers 
and monthly analysis by CNM discussed at governance meeting. 
 
A second quality of life survey for our Residents is being 
conducted by a CNM, with a questionnaire for their 
representatives also and will be reviewed by governance team. 
 
 
3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
An up-to-date record of residents’ property was not maintained for all residents as 
new items acquired by residents were not recorded. 
 
Action required:  
 
Maintain an up-to-date record of each resident’s personal property that is signed by 
the resident. 
 
Reference:  

Health Act, 2007 
                   Regulation 7: Residents’ Personal Property and Possessions 
                   Standard 9: The Resident’s Finances  

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

Timescale: 
 

Provider’s response: 
 
An information leaflet has been developed for residents and their 
representatives advising them that personal property records 
must be kept up to date, and to notify staff of any changes.  
 
Additional signs have also been placed throughout the unit.  
 
All resident’s property has been recorded, and each resident has 
an assigned member of staff to keep this updated. 
 

 
 
Complete 
 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
While there was a system for the identification of risk there were a number of risk 
areas that had not been identified for attention. These included security around and 
inside the building, monitoring of access to the premises and traffic management at 
the entrance.  
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Action required:  
 
Have in place security arrangements that protects and staff and ensure that there 
are appropriate safety measures in place to prevent accidents. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
A security review has been completed by the Crime Prevention 
Officer and following a meeting with maintenance manager 
priority work has been approved and work has commenced. 
 
Key lock doors are been installed within the building. 
  
Lock up record is now completed daily. 
 
An application for additional funding has being sought for CCTV 
from local estates office in technical services.  
 

 
 
30/08/2012 
 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Improvements were needed to fire and emergency procedures. Some pathways 
leading from exits were uneven and consequently hazardous to use during an 
emergency evacuation. There was a lack of signs to direct staff and residents when 
leaving the building and there was no designated assembly point in the grounds. The 
action required as a result of the fire risk assessment were waiting to be completed.  
 
Action required:  
 
Make adequate arrangements for the evacuation, in the event of fire, of all people in 
the designated centre and the safe placement of residents. 
 
Action required:  
 
Attend to the matters identified for attention in the fire risk assessment.  
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Action required:  
 
Provide adequate means of escape in the event of fire including providing sufficient 
signage throughout the building to guide staff and residents to fire exits and identify 
an assembly area in the grounds for emergency situations. 
 
Action required:  
 
Submit written confirmation (on the Authority’s document) from a competent person 
that all requirements of the statutory fire authority have been complied with. 
 
Reference:  

Health Act, 2007 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety  
 

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

Timescale: 
 

Provider’s response: 
 
Maurice Johnson and partners have completed a fire risk 
assessment/report on behalf of the HSE. As a result of same, 
work identified as priority has commenced at the Sacred Heart 
Hospital. Currently all fire doors along the main corridor are being 
changed. 
 
Maintenance staff at Sacred Heart Hospital have commenced 
work upgrading fire escapes and exit doors. 
 

 
 
30/06/2012 
 
 
 
 
 
30/10/2012 
 

 
6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
End-of-life care policies and procedures needed further development as it was 
unclear in some cases where decisions were made by others about resuscitation 
procedures that the resident did not have capacity to make or contribute to the 
decision. In one unit there was no facility t o provide privacy at end of life. 
 
Action required:  
 
Put in place written operational policies and protocols for end-of-life care. 
 
Action required:  
 
The person in charge shall ensure that where possible that each resident’s choice as 
to the place of death including the option of a single room or returning home is 
identified and facilitated. 
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Reference:  
Health Act, 2007 
Regulation 14: End of Life Care 
Standard 16: End of Life Care  
 

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

Timescale: 
 

Provider’s response: 
 
Residents are involved wherever possible in end-of-life care 
decisions and information recorded in their care plan. We are 
updating operational policies and protocols for end of life in line 
with new National Policy on end of life. End of life resource folder 
have been distributed to each area. The Assistant/DON is 
currently completing a PHD in End of Life Care and is taking the 
lead on staff training. Each resident choice as to choice i.e. place 
of death, including the option of a single room or returning home, 
is identified and facilitated wherever possible. 
 
Funding has been sough from Roscommon Mayo Hospice to 
provide an additional single room for St. Michaels care unit, in the 
interim the palliative care suite is utilised for St Michaels should 
the resident choice same.  
 

 
 
30/09/2012 
 

 
7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Residents had limited space to store their own clothes due to the multiple-occupancy 
arrangement of rooms and the personal space available for furniture. 
 
Action required:  
 
Provide adequate arrangements for residents to appropriately store, maintain and 
use their own clothes. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
Each CNM is completing an audit with each resident re storage 
and space available to them, additional drawers have been 
purchased thus far as requested by residents. 

 
 
01/07/2012 
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8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There were a number of areas where the premises did not meet the criteria of the 
Standards. For example: 

 accommodation was mainly provided in multi-occupancy rooms where four 
residents were accommodated 

 toilets in St. Michael’s and St. Joseph’s units needed redecoration 
 
Action required:  
 
Plan for changes to the physical design and layout of the premises to meet the needs 
of each resident taking into account their dependency needs, the requirements for 
the use of equipment and the need to have treatment rooms when residents are 
cared for in multiple-occupancy rooms. 
 
Action required:  
 
Make suitable provision for storage in the designated centre including space for 
residents to hang their clothes, secure their belongings and make appropriate 
arrangements for the storage of equipment that does not impact on residents’ 
personal space. 
 
Reference:  

Health Act, 2007 
Regulation 19: Premises  
Standard 25: Physical Environment  
 

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

Timescale: 
 

Provider’s response: 
 
Storage rooms have been provided for St Josephs and Our Lady’s 
Secondary storage has been identified for additional equipment 
not in use on unit.  
 
Funding has been sought for upgrade of toilets in St Josephs and 
St Michaels and work commenced on St Josephs.  
 

 
 
Complete 
 
 
 
30/09/2012 
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
None received.  
 
 
Provider’s name: Catherine Cunningham 
Date: 18 June 2012 
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