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Centre name: 

 
0401 

 
Centre ID: 

 
Tí Aire Nursing Home 
 
Tallagh Rd 
 
Belmullet 

 
Centre address: 
 

 
Co. Mayo   

 
Telephone number: 

 
097-81940 

 
Fax number: 

 
097-27960 

 
Email address: 

 
tiairenursinghome@gmail.com 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Michael and Claire Storey, Noel and Dolores Broe 
Ti Aire Nursing Home 

 
Person in charge: 

 
Geraldine Doocey 

 
Date of inspection: 

 
15 and 16 May 2012 

 
Time inspection took place: 

 
Day 1: Start: 09:15 hrs Completion:17:30 hrs 
Day 2: Start: 08:30 hrs Completion:14:30 hrs 

 
Lead inspector: 

 
P.J Wynne 

 
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 
 Information received in relation to a complaint 
or concern 
 Regulatory monitoring visit report 

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

 
Tí Aire Nursing Home is a purpose-built facility for older, dependent people with all 
services located on the ground floor. The centre can accommodate up to 47 
residents. Older people who need long term care, people who have dementia care 
needs and those who need respite or convalescent care are admitted. 
 
There are 23 single bedrooms and 12 twin bedrooms. All rooms have en suite 
facilities to include a toilet, shower and wash-hand basin. There is one assisted 
bathroom and three toilets located beside day areas.  
 
Other facilitates include, two sitting rooms, a large dining room adjacent to the 
kitchen, a smoking area, hair salon, oratory, private visitors’ room and a 
reminiscence room. The nursing office is centrally located inside the front door and is 
readily accessible to residents and visitors.  
  
There is an enclosed courtyard provided which is easily accessible by residents’ 
where tables and chairs are provided. 
 
There are a number of designated parking spaces for disabled people provided close 
to the main entrance. 
 

Location 

 
Tí Aire is located 1 kilometre from the town of Belmullet. There are shops and 
business facilities close by. 
 

 
Date centre was first established: 

 
1 October 2006 

 
Number of residents on the date of inspection: 

 
41 

 
Number of vacancies on the date of inspection: 

 
6 

 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
13 

 
11 

 
12 

 
5 

 
Management structure 
 
The Providers are Noel and Dolores Broe, Michael and Clare Storey a partnership 
who operate under the trading name of Ti Aire Nursing Home. 
 
The Person in Charge is Geraldine Doocey who reports to the provider and has a 
team of nursing, care, catering and domestic staff who report to her. 
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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 2 6 2 2 0 1 activity 
coordinator

 
 

Background  
 
This inspection was carried out as part of the Authority’s inspection programme to 
check progress on any outstanding actions from previous inspections and to monitor 
compliance with requirements and conditions of registration granted to the centre on 
the 29 June 2011.   
 
The action plan  from the previous inspection agreed with the provider, report 
number 401 took place on the 10 May 2011 and is published on the Authority’s 
website and can be viewed at www.hiqa.ie.The action plan from the previous 
inspection report highlighted six areas for improvement and one recommendation. 
 
The key findings from the previous inspection identified a need to review the risk 
management policy and ensure a sufficient number of staff were trained in basic life 
support. The documenting of residents’ wishes at end of life required improvement   
and aspects of restraint management require review.  
 
The provider and person in charge had satisfactorily addressed four of the six actions 
contained in the previous inspection report. The remaining two actions were partially 
completed. The recommendation to undertake a missing person’s drill was completed 
to the inspector’s satisfaction.  
 
The Social Services Inspectorate had also received information of a concern in 
relation August 2011. The provider was requested to complete a full investigation 
and submit a report on the incident to the Authority. The report was received within 
the time frame and the matters satisfactorily responded to as requested by the 
Authority.  
 
 
Summary of findings from this inspection  
 
 
This follow up inspection was unannounced and was the third inspection of the 
centre by the Authority. The inspection was carried out over two days. The focus of 
this inspection was to monitor compliance with requirements and conditions of 
registration granted to the centre on the 29 June 2011 and the Health Act 2007(Care 



Page 5 of 24 

and Welfare of residents in Designated Centres for Older people) Regulations 2009 
(as amended). The inspector focused on key aspects of service delivery to assess the 
extent to which the management ensured safe outcomes for residents. The 
inspection methodology included discussions with residents, the person in charge, 
nursing and care staff. The inspector reviewed areas of risk management to include 
the physical environment, staff training and development, aspects of restraint 
practice and examined selected care plans and medical files. 
 
Overall, the inspector was satisfied the centre was operating in compliance with its 
conditions of registration. There was evidence of good practice and continued 
commitment by the centre’s management team to meet the requirements of the 
regulations. Residents were seen routinely by their GP. Residents’ care plans were 
reviewed at three monthly intervals or sooner should a change in health condition 
occur. There was evidence, residents or their representatives’ were consulted 
regularly. Residents were encouraged to be as independent as possible and enjoyed 
a variety of activities. 
 
The inspector found aspects of the service that required improvement. The 
statement of purpose required updating to meet all the requirements of the 
regulations. The risk management policy was identified as requiring improvement. 
Aspects of restraint practice and falls management require review to fully reflect best 
practice. 
 
The Action Plan at the end of the report identifies areas where improvements are 
required to comply with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centre’s for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care Settings for Older People in Ireland 
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Issues covered on inspection 
 
 
Operational Governance 
 
The inspector reviewed the statement of purpose provided on request, dated March 
2011 which described the values, objectives and ethos of the centre and the service 
that was provided. However, it did not meet the requirements of Schedule 1 of 
Regulations. The following matters were omitted or lacked sufficient detail to include: 
 

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

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

registration 
 the total staffing complement, in whole time equivalents  
 the organisational structure was not clearly identified to indicate the lines of 

accountability 
 the age range and sex of the residents for whom it is intended 

accommodation will be provided 
 the criteria used for admission 
 the arrangement for dealing with reviews of the resident’s care plan 
 the number and size of the rooms. 

 
The certificate of registration was displayed in the main foyer. The provider was 
operating in compliance with the conditions included in the certificate of registration.  
 
Practice in relation to notifications of incidents was satisfactory. The inspector 
reviewed a record of all incidents/accidents that had occurred in the centre since the 
previous inspection and cross referenced these with the notifications received from 
the centre.  
 
The inspector viewed the directory of residents.  The directory contained the facility 
to record all the information required by schedule three of the regulations. The 
inspector viewed the documenting of information for a recent admission, death and 
transfer to hospital. All required information concerning the admission and transfer 
was recorded. However, the cause of death had not been recorded in the directory 
for all deaths that had occurred. While the inspector viewed evidence the coroner 
had been notified in each case, it was not recorded as required by the regulations in 
the directory of residents. Furthermore, while there was contact phone numbers for 
each resident’s next of kin, their address was not entered in the directory in all 
cases. 
 
Each resident had been provided with a contract of care. The inspector viewed a 
signed contract of care for a recent admission. The contract had been agreed with 
the resident’s representative within the timeframe required by the regulations 
following admission. However, the fee payable was not included on all residents’ 
contracts in the sample examined by the inspector. 
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The provider had valid and up to date insurance cover against accidents and injuries 
to residents, staff and visitors. The insurance cover was reviewed by the inspector 
and seen to include indemnity for the personal property of residents which was 
reflective of the regulations. 
 
The person in charge maintained a record of An Bord Altranais PINs (professional 
identification numbers) for all registered nurses. This was reviewed by the inspector 
and seen to be up to date for all nurses presently employed. 
 
The inspector was satisfied that the quality of care given to residents was monitored 
on an ongoing basis. Data was being collected on a number of key quality indicators 
such as accidents/incidents, medication management and restraint practices and 
residents’ weight. However, the system for quality assurance and continuous 
improvement required further development to ensure sufficient procedures are in 
place to ensure the clinical data collected is analysed for trends and actions are 
implemented to ensure enhanced outcomes for residents. 
 
Staffing Levels  
 
The provider employs 52 staff in total which includes nine registered nurses and 30 
care assistants. In addition, there is catering, cleaning, laundry staff, a part time 
physiotherapist and activity coordinator employed.  The inspector viewed the staff 
duty rota for a two week period. The provider had a validated assessment tool to 
determine staffing levels. The rota showed the staff complement on duty over each 
24-hour period. The inspector noted that the planned staff rota matched the staffing 
levels on duty. Staff were observed to promptly respond to call bells during the day. 
Care staff were deployed to meet residents’ needs and staff were assigned to sitting 
rooms to monitor and assist residents throughout the day.  The rota indicated the 
person in charge had sufficient time for management and governance tasks and to 
support and supervise staff. The inspector was able to form the view that the 
numbers of staff on duty and skill mix were appropriate to meet the needs of 
residents on the days of the inspection.  
 
Complaints Procedures 
 
The complaints procedure was displayed at numerous points around the building to 
include the day sitting room, foyer and on corridors. The person in charge explained 
issues of concern are addressed immediately at local level without recourse to the 
formal complaints procedure, unless the complainant wishes otherwise. 
 
The complaints policy contained all procedures as required by the regulations 
including, a named person to whom complaints can be made, a nominated person 
who would monitor that the complaints process was followed and recorded and an 
independent appeals process if the complainant was not satisfied with the outcome 
of their complaint. 
 
The complaints log for the past 12 months was reviewed and noted to contain 
records of four formal complaints. All relevant information about the complaint, 
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investigation made and the outcome was detailed. There were no complaints being 
investigated at the time of inspection. 
 
Health and social care 
 
The arrangements to meet residents’ assessed needs were set out in individual care 
plans. Each resident had a care plan completed in the sample reviewed. There was 
evidence of a high standard of care planning. There was a strong emphasis on social 
care, with prescribed interventions within care plans to promote residents’ social care 
needs, based on residents assessed preferences, interests and capacities.  
 
The assessment tools used to evaluate resident’s progress and to assess levels of risk 
for deterioration were in relation to vulnerability to falls, moving and handling, 
dependency, nutrition and continence risk assessment.  In addition moving and 
handling assessments were maintained discreetly in residents’ bedrooms to guide 
care assistants in their actions.The inspector reviewed three residents’ care plans in 
detail and certain aspects within other plans of care. The inspector found that all files 
reviewed were comprehensive and person centered from a healthcare perspective. 
There was a record of the resident’s health condition and treatment given completed 
twice daily. In the sample of care plans reviewed there was evidence care plans were 
updated in response to a change in a resident’s health condition. Risk assessments 
were regularly revised and the plan of care updated accordingly. There was evidence 
the residents’ representative was updated on their health status or of any change in 
their condition. 
 
Records demonstrated that there was timely access to medical care and residents 
were seen routinely by their GP. Resident’s healthcare needs were regularly reviewed 
and no less frequently than at three monthly intervals. There was evidence in care 
plans of good links with community mental health services. The community mental 
health nurse attended the centre as required. Medication was reviewed routinely to 
ensure optimum health.  
 
An in house physiotherapist is on site two day each week and had developed a good 
relationship with residents. The physiotherapist undertakes an exercise group and 
individual exercises for residents with particular problems. The inspector saw the 
programmes in place for residents with mobility problems in case files reviewed. 
 
There was a range of equipment to enable nursing staff to respond to a medical 
emergency including an automated external defibrillator (AED) machine, oxygen 
supplies and a suction machine. 
 
One wound care problem was being managed. The inspector reviewed the care plan 
relating to wound management and evidence indicated the wound was healing. 
Suitable equipment to include an air mattress was provided to the resident’s bed. 
However, the recording and documentation of nursing interventions was not 
consistent. The wound care policy was not fully adhered to reflect best practice in 
wound management. While there were some good examples of clinical recording this 
was not reflected throughout the wound care plan to give an accurate clinical picture 
of the resident’s progress as assessment tools were not consistently utilised to 
evaluate clinically progress.  
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There was a structured program of activities in place which was facilitated by an 
activities coordinator. The inspector spoke with the activity coordinator. Activities 
forming part of the weekly program included bingo, seat based exercises, story 
telling and massage to ensure meaningful engagement for residents. The activity 
schedule provided for both cognitive and physical stimulation. A Sonas therapy 
session was facilitated twice weekly. A reminiscence room was provided to facilitate 
one to one activity sessions and was also used by some residents when they had 
visitors, staff confirmed to the inspector. Nursing and care staff also confirmed that 
there were regular activities provided. Residents were facilitated to practice their 
religious belief and Mass was celebrated.  
 
Safe and Suitable Premises 
 
The building was designed to meet the needs of dependent people and it was 
immaculately clean and bright with sufficient communal space for residents. 
Bedrooms were well furnished and equipped to assure the comfort and privacy needs 
of residents. The building was comfortably warm. Privacy locks were fitted to all 
bedroom and bathroom doors. Residents are offered a choice of having a coded key 
pad fitted to their bedroom door to secure access and maintain their privacy. There 
is a call bell system in place at each resident’s bed. 
 
There were a sufficient number of toilets provided to meet the needs of the 
residents. Bathrooms were designed to provide easy access by wheelchair users. The 
en suite facilities are designed to promote residents independence. Showers are level 
with the floor finish allowing for ease of use by the residents. There are emergency 
call points provided in each en suite bathroom alongside the toilet. The building was 
comfortably warm. Hand testing indicated the temperature of radiators and hot 
water did not pose a risk to residents’ safety. 
 
A number of residents had a diagnosis of dementia, confusion or cognitive 
impairment. Two residents were on 15 minute safety checks during the day and 
observed every 30 minutes during their rest period. This was evidenced by a review 
of records and confirmed by staff.  All exit doors were alarmed and restrictors were 
fitted to windows which had access to the external grounds leading away from the 
building. However, bedroom windows overlooking the enclosed garden were not 
secured which may pose a risk to the residents’ safety in the event they accessed the 
garden for short periods during very inclement weather. A risk assessment with 
suitable controls had not been carried out to ensure window openings and their 
accessibility did not pose a risk to the safety of residents with confusion or cognitive 
impairment, or those who may be at risk of attempting to leave the centre due to 
finding the environment unfamiliar following admission.  
 
Smoke detectors were located in all bedrooms and general purpose areas. 
Emergency lighting was provided throughout the building. Fire exit signage was in 
place to indicate the location of fire exit doors and escape routes from the building.  
A record of the maintenance of fire fighting equipment including the number and 
type was maintained. The inspector viewed contracts which indicated the fire alarms; 
smoke and heat detectors were checked and serviced routinely. Records viewed 
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indicated fire extinguishers were serviced yearly. Evacuation sheets were fitted to 
each resident’s bed to assist in safely evacuating residents in the event of fire or 
other emergency situation to safe place. The procedure to follow on hearing the fire 
alarm was displayed along corridors. While staff were trained in fire evacuation 
techniques and could explain to the inspector how to move residents to safety 
However, a detailed statement of the procedure to be followed in the event of a fire 
was not outlined in a documented format.  
 
Management of Falls 
 
There were arrangements in place for recording untoward incidents and accidents. A 
description of each accident was maintained. The inspector reviewed a sample 
accidents/ incident report forms. Overall the number of falls sustained by residents in 
care each month was not high.  From the sample of accident/incident report forms 
viewed neurological observations were recorded on all occasions where a resident 
sustained a fall un-witnessed to determine if a head injury had been sustained 
and/or the level of consciousness affected. However, neurological observations were 
not completed in line with best practice, for a defined period of time at regular 
intervals post fall.  
 
Records and documentation to kept at a designated centre 
 
The provider had the range of policies and procedures required by the regulations. 
However, from the sample examined not all or contained clear information to fully 
inform and guide staff on best practice procedures to include the risk management 
policy, which is discussed further in this report. The falls policy reviewed did not 
provide clear procedures to guide staff actions and intervention for example; 
guidance on completing neurological observations was not outlined in the policy. 
 
The policy on monitoring and documenting nutritional intake examined did not 
include procedures to guide staff interventions on commencing fluid balance charts 
to reflect best practice. 
 
The maintenance of records required review to ensure completeness and ease of 
retrieval. Records of neurological observations and resident’s safety checks were not 
filed into individual case files in a timely manner. There was difficulty experienced 
during the inspection in locating some neurological observations charts for the 
inspector. 
 
Risk Management 
 
There was a health and safety statement and policy in place. There were systems in 
place for the management of a range of risk situations including: 
 

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

 all entrance and exit doors were ramped ensuring ease of access for residents 
with mobility impairment. Floor covering in bedrooms and communal areas 
was safe 
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 there was a visitors’ log in place to monitor the movement of persons in and 
out of the building to ensure the safety and security of residents 

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

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

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

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

 separate staff toilets, shower and changing facilities were provided for 
catering and care staff in accordance with best practice for infection 
prevention 

 
A risk management policy including health and safety procedures to ensure the 
protection and wellbeing of residents, staff and visitors was developed in 2007 and 
reviewed in 2011. The risk management policy was examined by the inspector. 
However, further review was required as the risk management policy available was 
not comprehensive. A detailed assessment and identification of risk throughout the 
centre was not documented in the health and safety policy. Precautions to control or 
minimise risk were not specified for the care environment, catering areas, communal 
rooms and external grounds. An active register of risk was not maintained routinely 
and updated accordingly to address any new hazards which maybe identified. 
 
Food and Nutrition 
 
All residents’ weight was monitored on a monthly basis and a nutritional risk 
assessment was completed. There was specialist equipment available to record the 
weights of those residents unable to stand on a weigh scales. The inspector viewed 
residents’ weight being monitored and recorded in the sample of care plans 
reviewed. Those identified at risk of losing weight, had their weight reviewed on a 
more regular basis. Supplements were prescribed for residents identified with 
nutritional risk. 
 
The inspector visited the kitchen and noted it was maintained in a clean condition. A 
plentiful supply of fresh food and drinks was maintained. There was a system in 
place whereby nurses informed the chef about the specific dietary needs of residents 
and inspector saw documentation in relation to low fat and diabetic diets.   
 
Residents’ food likes and dislikes were ascertained on admission and updated 
frequently and the information was communicated to kitchen staff. Staff were 
informed which residents required their meals to be liquidised, where residents had 
difficulty swallowing. All portions in liquidised meals were individually plated and 
distinguishable. Those that required help were offered assistance sensitively and 
discreetly during mealtimes.  
 
The inspector reviewed the residents’ dining menu. A choice was offered at each 
mealtime. However, the alternative choice on the lunch time meal was not 
sufficiently varied. The alternative choice was repeated on the lunch time menu a 
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number of days each week. Furthermore, the alternative choice requires review to 
ensure wholesome options are always considered. 
 
Training and Staff Development 
 
The inspector viewed records of mandatory training completed by staff. A training 
matrix was in place to identify when refresher training was required in respect of 
each staff member. Records reviewed indicated all staff were trained or educated in 
adult protection. Staff spoken with were able to inform the inspector of what 
constituted abuse and of their duty to report any suspected or alleged instances of 
abuse.  
 
The inspector viewed evidence staff had participated in fire drill practices routinely. 
Training required by the regulations in fire safety and evacuation techniques had 
been completed by all staff in the past 12 months by a competent person. The 
inspector viewed evidence further training was planned for 2012.  
 
The inspector examined the training records for safe moving and handling 
techniques. The inspector viewed evidence all staff involved in residents’ care had 
updated training in safe moving and handling techniques. Safe moving and handling 
practices were observed by the inspector throughout the day of the visit. 
 
Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
Review the assessment and documenting practices of resident wishes for end of life 
to ensure it contains appropriate information to fully inform staff. 
 
 
This action was completed. Personal wishes in relation to end of life care were 
detailed in the sample of case files reviewed. The end of life plans included 
discussions in relation to life sustaining treatments. A multi disciplinary approach was 
undertaken to include the resident, their representative and medical practitioner. 
 
2. Action required from previous inspection:  
Review the use of restraint on a regular basis to ensure it is in the continued best 
interest of the resident. 
 
 
This action was partially completed. There was a risk assessment completed prior to 
the use of the restraint. Consent was obtained and the use of restraint was reviewed 
periodically. The restraint measures in place included the use of bedrails which was 
utilised by 11 residents. The inspector viewed the records for some of these 
residents and found that they were mostly used at the resident/ representatives 
request as an enabler or for safety reasons.  Two members of staff completed a 
“Train the Trainer” programme to assist with the implementation of the Health 
Service Executive (HSE) national policy and documentation on the use of restraint. 
However, on this inspection it was noted not all nursing staff were trained on best 
practice aspects in restraint management.  
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While a consensus judgement was provided in the case files examined with the 
involvement of the residents’ GP and the physiotherapist, there was limited evidence 
the restraint measure was the least restrictive solution and was being put in place as 
previous less restrictive interventions trialled had failed. 
 
3. Action required from previous inspection:  
Provide all the information required by schedule 2 of the regulations. 
 
 
This action was completed. The staff files were well organised and the information 
easily accessible. A sample of five staff files were examined to assess the 
documentation available, in respect of persons employed. All the information 
required by Schedule 2 of the regulations was available in the staff files reviewed. 
 
4. Action required from previous inspection:  
Put in place an emergency plan for responding to emergencies to include detail on 
how residents would be evacuated and transported to safe locations. 
 
 
This action was partially completed. The emergency plan was reviewed since the last 
inspection and updated to include contact numbers for the emergency service, 
transport arrangements and relocation arrangements. However the emergency plan 
required further review to fully outline clear procedures to follow in the event of 
emergencies. The plan did not indicate fully how an evacuation would be 
undertaken. Staff roles and responsibilities were not clearly defined in the emergency 
plan for example in the event of fire, as discussed previously in this report. 
 
5. Action required from previous inspection:  
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
 
This action was completed. The inspector viewed evidence 24 staff had participated 
in training on dementia care and behaviours that challenge in 2011. The inspector 
viewed evidence of suitable interventions to manage behaviours that challenge, 
ensuring safe individual outcomes for residents.   
 
The inspector viewed evidence staff were trained in cardiopulmonary resuscitation 
techniques since the last inspection. Staff spoken with confirmed they had completed 
training and were familiar with the procedures to follow in the event of an 
emergency.  An automated external defibrillator (AED) was available to assist in 
responding to medical emergencies. The training undertaken by staff included the 
procedures to operate and use the (AED) machine. 
 
6. Action required from previous inspection:  
Maintain an up to date record of each resident’s personal property that is signed by 
the resident. 
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This action was completed. A record of each resident’s property was maintained. The 
inspector examined a selection of property records. A property list was completed on 
admission and reviewed periodically and updated to reflect new items. There were 
no complaints recorded for any items going missing in the complaints log reviewed. 
 
 
Standard Best practice recommendations 
Standard 29: 
Management 
Systems 
 
 
 

Undertake a missing person drill to ensure all staff are familiar with 
the procedures to be followed to locate a resident who maybe 
reported as missing. 
 
Review: 
This recommendation was completed. The inspector viewed records 
indicating a missing person drills were completed. Staff spoken with 
were able to explain to the inspector the procedure to follow to 
locate a resident reported as missing. 
 

 
Report compiled by: 
 
P.J Wynne 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
25 May 2012  
 

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

 
 
10 and 11 May 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
10 May 2011 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced   Unannounced  
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Provider’s response to inspection report ∗ 
 

 
Centre: 

 
Ti Aire 

 
Centre ID: 

 
401 

 
Date of inspection: 

 
15 and 16 May 2012 

 
Date of response: 

 
15 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 person in charge  has failed to comply with a regulatory 
requirement in the following respect: 
 
The alternative choice on the lunch time meal was not sufficiently varied. The 
alternative choice was repeated on the lunch time menu a number of days each 
week. Furthermore, the alternative choice requires review to ensure wholesome 
options are always considered. 
 
Action required:  
Provide each resident with food that is varied and offers choice at each mealtime. 
 
Action required:  
Provide each resident with food that is wholesome and nutritious. 
 
Reference:  
                     Health Act, 2007 
                     Regulation 20: Food and nutrition 
                     Standard 19: Meals and Mealtimes   
 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 

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

Timescale: 
 

Provider’s response: 
 
The Menu in Ti Aire is created taking account resident choice 
following feedback from residents meetings and nutritional 
recommendations. The Menu in place on date of inspection had 
recently been introduced; prior to this we had a different second 
choice of lunch each day. We understand the importance of 
residents receiving a wholesome and nutritious balanced diet . 
This is shown in our residents’ monthly weights and nutrition 
audit.  
 

 
 
1 July 2012 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
A risk assessment with suitable controls had not been carried out to ensure window 
openings and their accessibility did not pose a risk to the safety of residents with 
confusion or cognitive impairment who may be at risk of leaving the centre.  
The risk management policy required review as the risk assessments were not 
updated since the health and safety policy was last developed.  
 
The emergency plan required further review to fully outline clear procedures to 
follow in the event of emergencies. 
 
Action required:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre who may be at risk of leaving 
unknown to the person in charge due to confusion or cognitive impairment.  
 
Action required:  
 
Ensure that the risk management policy is regularly reviewed and covers the 
arrangements for the identification, recording, investigation and learning from 
serious or untoward incidents or adverse events involving residents. 
 
Action required:  
 
Put in place an emergency plan for responding to emergencies. 
 
Reference:  
                    Health Act, 2007 
                    Regulation 31: Risk Management Procedures 
                    Standard 26: Health and Safety  
                    Standard 29: Management Systems  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A1) to ensure all measures are taken to prevent accidents, place 
locks on internal windows into the courtyard.  
2B) develop further the risk management policy 1 December 
2012. 
3C) further develop our  existing emergency plan 1  December  
2012 
  

 
 
1 
September2012 

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

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

                  Standard 8: Protection 
 

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

Timescale: 
 

Provider’s response: 
 
All residents’ falls are reported and a monthly audit of the same is 
carried out. Neurological observations are carried out on all 
unwitnessed falls or falls where there has been a bang to the 
head, but same would stop once the resident is reviewed by the 
GP. 
 
However, we will search for guidelines on best evidence-based 
practice of Neuro-obs and carry them out in accordance with 
defined times and intervals. We will update the falls policy to 
include the same.  
 

 
 
1 November 
2012 
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4. The person in charge  has failed to comply with a regulatory 
requirement in the following respect: 
 
There was limited evidence the restraint measures was the least restrictive solution 
and was being put in place as previous less restrictive interventions trialled had 
failed. 
 
Action required:  
 
Put in place appropriate and suitable practices relating to the restraints in accordance 
with evidenced-based practice. 
 
Reference:  
                 Health Act, 2007 
                 Regulation 8: Assessment and Care Plan  
                 Regulation 6:General Welfare and Protection  
                 Standard 11:The Resident’s Care Plan  
                 Standard 13: Healthcare 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We are committed towards the minimal use of restraint in Ti Aire. 
We actively assess each resident before trying any form of 
restraint and it is always the last option. We have implemented 
alternatives to bed rails and purchased specialised beds, support 
mats and falls prevention mats, and all are trialled prior to use of 
bed rails, same are reviewed daily in nursing handover. We will 
formally record history prior to the implementation of bed rails on 
our computer system in daily nursing progress reports. 
 

 
 
Immediate 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
While staff were trained in fire evacuation techniques and could explain to the 
inspector how to move residents to safety a detailed statement of the procedure to 
be followed in the event of a fire was not outlined in a documented format. 
 
Action required:  
Make adequate arrangements for reviewing fire precautions. 
 
Reference:  

Health Act, 2007 
Regulation 32: Fire Precautions and Records 

                   Standard 26: Health and Safety  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Outline in documented format the existing procedure to be 
followed in the event of a fire by 1 August 2012.   
 

 
 
01 August 2012 

 
6. The person in charge  has failed to comply with a regulatory 
requirement in the following respect: 
 
The recording and documentation of nursing interventions was not consistent 
throughout a wound care plan to give an accurate clinical picture of the resident’s 
progress as wound assessment tools were not consistently utilised to evaluate 
clinically progress. 
 
Action required:  
Ensure the recording and documentation of nursing interventions is consistent 
throughout to give an accurate clinical picture of the resident’s progress and reflects 
contemporary evidenced-based practice in wound care. 
 
Reference:  
                   Health Act, 2007 
                   Regulation 8: Assessment and Care Plan 
                   Standard 10: Assessment 

Standard 11: The Resident’s Care Plan 
 

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

Timescale: 
 

Provider’s response: 
 
All wounds are assessed in accordance with HSE National Best 
Practice and Evidence Guidelines for Wound Management (2009). 
We have a wound assessment documentation tool on computer 
system and have already started using same, updating the 
wound care chart for every dressing change, and the wound 
assessment tool on a weekly basis for every wound. 
 

 
 
Currently 
 

 
7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
The system for quality assurance and continuous improvement required further 
development to ensure the clinical data collected is analysed for trends and actions 
are implemented to ensure enhanced outcomes for residents. 
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Action required:  
Establish and maintain a system for improving the quality of care provided at, and 
the quality of life of residents in, the designated centre. 
 
Action required:  
Consult with residents and their representatives in relation to the system for 
reviewing and improving the quality and safety of care. 
 
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: 
 
To further develop  our  system for quality assurance  and to use 
the information for the enhancement of residents. We will focus 
on:  

 medication management 
 nutrition 
 use of restraint 
 service user satisfaction    

 

 
 
December 2012 

 
8. The person in charge  has failed to comply with a regulatory 
requirement in the following respect: 
 
Not all nursing staff were trained on best practice aspects in restraint management. 
 
Action required:  
Provide staff members with access to education and training in restraint 
management to enable them to provide care in accordance with contemporary 
evidence-based practice. 
 
Reference:  
                   Health Act, 2007 
                   Regulation 17: Training and Staff Development 
                   Standard 24: Training and Supervision 
 
Please state the actions you have taken or are planning 
to take with timescales: 

Timescale: 
 

Provider’s response: 
 
We have identified a 2nd Nurse to attend a train the trainer 
course in restraint. 
 
All staff to receive training on best practice aspects in restraint. 

 
 
December 2012 
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9. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
Records of neurological observations and resident’s safety checks were not filed into 
individual case files in a timely manner. There was difficulty experienced during the 
inspection in locating some neurological observations charts for the inspector. 
 
Action required:  
Keep the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) up-to-date and in good order and in a safe and secure 
place. 
 
Reference:  
                    Health Act, 2007 
                    Regulation 22: Maintenance of Records 
                    Standard 32: Register and Residents’ Records 
 
Please state the actions you have taken or are planning 
to take with timescales: 

Timescale: 
 

Provider’s response: 
 
Secretarial support has been introduced once a week and all 
neurological observation charts and safety check charts to be 
filed into residents notes. 
  

 
 
01 October 2012 

 
10. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The Statement of Purpose did not meet the requirements of Schedule 1 of 
Regulations. 
 
Action required:  
Compile a Statement of purpose that consists of all matters listed in Schedule 1 of 
the Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). 
 
Action required:  
Make a copy of the Statement of purpose available to the Chief Inspector. 
 
Action required:  
Keep the Statement of purpose under review. 
 
Reference:  
                    Health Act, 2007 
                    Regulation 5: Statement of Purpose 
                    Standard 28: Purpose and Function 
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Please state the actions you have taken or are planning 
to take with timescales: 

Timescale: 
 

Provider’s response: 
 
Update our statement of purpose and make available to the Chief 
Inspector and review annually.  
 

 
 
30 July 2012 

 
11. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The fee payable was not included on all residents’ contracts in the sample examined 
by the inspector. 
 
Action required:  
Ensure each resident’s contract deals with the care and welfare of the resident in the 
designated centre and includes details of the services to be provided for that resident 
and the fees to be charged. 
 
Reference:  
                    Health Act, 2007 
                    Regulation 28: Contract for the Provision of Services 
                    Standard 1: Information 
                    Standard 7: Contract/Statement of Terms and Conditions 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Identify/rectify any resident’s contracts where the fee is not 
evident.  
 

 
 
30 June 2012 

 
12. The person in charge  has failed to comply with a regulatory 
requirement in the following respect: 
 
The cause of death had not been recorded in the directory for all deaths that had 
occurred. 
 
The address of each resident’s next of kin address was not entered in the directory in 
all cases. 
 
Action required:  
Establish and maintain an up-to-date directory of residents in relation to every 
resident in the designated centre in an electronic or manual format.  
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Reference:  
                   Health Act, 2007 
                   Regulation 23: Directory of Residents 
                   Standard 32: Register and Residents’ Records 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
To ensure all causes of death and dates are recorded in our 
directory. 
 

 
 
Immediate 
 

 
13.The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Not all policies reviewed contained clear information to fully inform and guide staff 
on best practice procedures to include the risk management policy, the falls policy 
and the policy on monitoring and documenting nutritional intake.  
 
Action required:  
Review the written operational policies and procedures of the designated centre to 
ensure they reflect best evidenced-based practice. 
 
Reference:  
                    Health Act, 2007 
                    Regulation 27: Operating Policies and Procedures 
                    Standard 29: Management Systems 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We will review all policies to ensure they are up to date and 
follow best evidence-based practise.  
 

 
 
1 February2013 
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
Ti Aire Nursing Home is owned and managed by Registered Nurses who believe that 
our priority is to offer the highest possible standard of care. Ti Aire Nursing Home 
will continue to strive to achieve excellence in all aspects of our residents’ lives by 
constantly looking at ways of enriching each day. Ti Aire is aware of the need to 
further develop its administration of risk assessment, quality assurance and 'Auditing' 
in the validation of our work. We understand the importance of the National Quality 
Standards and working with the inspectorate will ensure we can achieve them. 
 
 
 
Provider’s name: Michael Storey 
Date: 15 June 2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


