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Centre name: 

 
Beech Lodge Care Facility 

 
Centre ID: 

 
0408 

Centre address: 

 
Bruree 

 
Co. Limerick 

 
Telephone number:  

 
063-90522 

 
Email address: 

 
info@beechlodgenursinghome.ie 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
Beech Lodge Care Facility Ltd 

 
Person authorised to act on 
behalf of the provider: 

 
 
Anne Maria Moore 

 
Person in charge: 

 
Anne Maria Moore 

 
Date of inspection: 

 
13 November 2012 and 14 November 2012  

 
Time inspection took place: 

Day 1-Start: 11:45hrs     Completion: 19:45hrs 
Day 2-Start: 08:45hrs     Completion: 16:30hrs 

 
Lead inspector: 

 
John Greaney 

 
Support inspector: 

 
Geraldine Ryan 

 
Type of inspection:  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 

 
 
58 

 
Number of vacancies on the 
date of inspection: 

 
 
8 

 
 

    
Health Information and Quality Authority 
Regulation Directorate  
 
Compliance Monitoring Inspection Report 
Designated Centres under Health Act 
2007 
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About monitoring of compliance  
 
The purpose of regulation in relation to designated centres is to safeguard vulnerable 
people of any age who are receiving residential care services. Regulation provides 
assurance to the public that people living in a designated centre are receiving a 
service that meets the requirements of quality standards which are underpinned by 
regulations. This process also seeks to ensure that the health, wellbeing and quality 
of life of people in residential care is promoted and protected. Regulation also has an 
important role in driving continuous improvement so that residents have better, safer 
lives. 
 
The Health Information and Quality Authority has, among its functions under law, 
responsibility to regulate the quality of service provided in designated centres for 
children, dependent people and people with disabilities.  
 
Regulation has two aspects: 
 

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

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

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

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

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

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

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

 
This inspection report sets out the findings of a monitoring inspection, in which 11 of 
the 18 outcomes were inspected against. The purpose of the inspection was: 
 

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

 
The table below sets out the outcomes that were inspected against on this 
inspection.   
 

Outcome 1: Statement of Purpose    

Outcome 2: Contract for the Provision of Services  

Outcome 3: Suitable Person in Charge  

Outcome 4: Records and documentation to be kept at a designated centres  

Outcome 5: Absence of the person in charge   

Outcome 6: Safeguarding and Safety  

Outcome 7: Health and Safety and Risk Management  

Outcome 8: Medication Management  

Outcome 9: Notification of Incidents  

Outcome 10: Reviewing and improving the quality and safety of care  

Outcome 11: Health and Social Care Needs  

Outcome 12: Safe and Suitable Premises  

Outcome 13: Complaints procedures                  

Outcome 14: End of Life Care  

Outcome 15: Food and Nutrition  

Outcome 16: Residents’ Rights, Dignity and Consultation    

Outcome 17: Residents’ clothing and personal property and possessions  

Outcome 18: Suitable Staffing  

 
This monitoring inspection was unannounced and took place over two days. As part 
of the monitoring inspection, inspectors met with residents, relatives and staff 
members. Inspectors observed practices and reviewed documentation such as care 
plans, medical records, accident logs, policies and procedures and staff files.  
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The inspectors found that residents appeared to be well cared for and their health 
needs were met, however improvements were required in a number of areas, 
including: 
 
 contracts of care 
 training on the prevention and detection of abuse 
 financial records 
 fire safety training 
 moving and handling training 
 infection prevention and control practices 
 medication management 
 medical records 
 restraint records 
 schedule of activities 
 the management of smoking 
 equipment and premises safety 
 referral to specialist services 
 staff knowledge of dietary requirements 
 staff appraisals 
 staffing levels 
 personnel files. 

 

The action plan at the end of this report identifies where improvements are needed 
to meet the requirements of 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. 
 

Section 41(1)(c) of the Health Act 2007  

Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older People 
in Ireland.   
 

Theme: Governance, Leadership and Management 
Effective governance, leadership and management, in keeping with the size and 
complexity of the service, are fundamental prerequisites for the sustainable delivery of 
safe, effective person-centred care and support. 
 

Outcome 2 
Each resident has an agreed written contract which includes details of the services to 
be provided for that resident and the fees to be charged. 
 
References: 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
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Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
  

 
Inspection findings 
 
The inspector viewed a sample of contracts of care, however not all had been signed 
and dated. The contracts clearly stated the amount payable each week by or on 
behalf of each resident, however, the contract did not specify additional fees payable 
for services such as chiropody, physiotherapy and hairdressing.  
 

Outcome 3 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management  
 

Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The person in charge is a registered nurse and works full time in the centre. The 
inspector saw evidence that she was currently registered with the relevant nursing 
professional body. There was evidence that the person in charge had engaged in 
continuous professional development. 
 
The inspector formed the view that the person in charge was a suitably experienced 
nurse with authority, accountability and responsibility for the provision of the service. 
 

Theme: Safe care and support  
Safe care and support recognises that the safety of service users is paramount. A 
service focused on safe care and support is continually looking for ways to be more 
reliable and to improve the quality and safety of the service it delivers.  
 
In a safe service, a focus on quality and safety improvement becomes part of a 
service-wide culture and is embedded in the service’s daily practices and processes 
rather than being viewed or undertaken as a separate activity. 
 
To achieve a culture of quality and safety everyone in the service has a responsibility 
to identify and manage risk and use evidence-based decision-making to maximise the 
safety outcomes for service users. 
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Outcome 6 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 

Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
       
 
Inspection findings 
 
Inspectors viewed the policy on the protection of residents from abuse and 
responding to allegations of abuse dated August 2011 and reviewed in August 2012. 
Staff spoken with by the inspector appeared to be knowledgeable of what to do in 
the event of an allegation of abuse. Residents stated that they felt safe in the centre 
and would be comfortable discussing any concerns they may have with staff 
members. Training records indicated that most, but not all, staff members had 
received up-to-date training on the prevention and detection of elder abuse. 
 
There were appropriate procedures in place to manage residents’ finances and there 
was evidence that residents’ signatures were obtained to verify withdrawal of money 
from safekeeping. However, there was no evidence that staff members co-signed as 
required by the centre-specific policy on the security of resident’s accounts and 
personal property. 
 

Outcome 7 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems  
 

Actions required from previous inspection:  
 

No actions were required from the previous inspection. 
  

 
Inspection findings 
 
Inspectors viewed the fire safety register and noted that there were records kept of 
daily inspections of emergency escape routes. Records indicated that fire safety 
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training and fire drills took place on a regular basis, however not all staff members 
had received up-to-date training on fire safety. Inspectors viewed evidence of annual 
servicing of fire safety equipment, quarterly servicing and testing of the fire alarm 
system, monthly testing of emergency lighting and weekly inspection of the 
automatic door release system.   
 
There was a health and safety statement dated September 2011. There was a risk 
management policy which was reviewed in November 2012 and included the 
identification and management of risks and measures in place to control risks 
including resident absent without leave, assault, accidental injury, aggression and 
violence, self-harm and arrangements for identification, recording investigation and 
learning from serious incidents. 
 
Inspectors viewed a manual handling policy dated August 2011, however not all staff 
members had attached their signatures to indicate that they had read and 
understood the policy. Training records indicated that not all members of staff had 
received up-to-date training in manual handling and patient moving techniques.  
 
Inspectors viewed a number of policies related to infection prevention and control 
including equipment cleaning and decontamination, the management of clostridium 
difficile, the use of personal protective equipment, the management of clinical and 
non-clinical waste and hand hygiene, however not all staff members had attached 
their signatures to indicate that they had read and understood the policies. The 
policy on the management of clostridium difficile did not address the notification to 
the Chief Inspector of the outbreak of an infectious disease. There was evidence of 
the recent provision of training on the management of clostridium difficile, however 
training records indicated that not all staff members had received training on hand 
hygiene and infection prevention and control.  
 
There were a small number of wash-bowls stored in the sluice room in contravention 
of the centre’s policy on the cleaning and decontamination of equipment, which 
stated that washbowls used for residents confined to bed should be labelled with the 
resident’s name and stored in the resident’s room. Inspectors viewed a number of 
hot water bottles stored in linen cupboards that appeared to be for communal use 
which constituted poor infection prevention and control practice. There was no 
evidence of risk assessment for the use of hot water bottles. Cleaning practices were 
not always in compliance with the centre’s policy, which stated that mop heads 
should be removed upon completion of each room and placed in laundry bag. 
 

Outcome 8 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
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Action required from previous inspection:  
 

Ensure there are written operational policies relating to the ordering, prescribing, 
storing and administration of medicines. 
  
 
Inspection findings 
 
Inspectors viewed written policies and procedures outlining procedures for ordering, 
prescribing, storing and administration of medicines and handling and disposal of 
unused or out-of-date medicines. Inspectors observed medication administration 
practices and spoke with nurses who appeared to be knowledgeable with residents’ 
prescribed medications; however records indicated that observations to be taken 
prior to the administration of medications to one resident were not always recorded.  
 
There was evidence that resident’s medications were reviewed at least every three 
months by a general practitioner (GP) and more frequently if required. Prescription 
sheets contained photographic identification for each resident and each prescription 
sheet and administration record was appropriately signed and dated. However, there 
was no maximum dosage stated for medications that were to be administered on a 
pro re nata (PRN) basis. 
 
Medications that required special control measures were stored in a locked cupboard 
and stock levels were recorded twice daily at the end of each shift.  
 

Theme: Effective care and support 
The fundamental principle of effective care and support is that it consistently delivers 
the best achievable outcomes for people using a service within the context of that 
service and resources available to it. This is achieved by using best available national 
and international evidence and ongoing evaluation of service-user outcomes to 
determine the effectiveness of the design and delivery of care and support. How this 
care and support is designed and delivered should meet service users’ assessed needs 
in a timely manner, while balancing the needs of other service users. 
 

Outcome 10 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 
Actions required from previous inspection:  
 

No actions were required from the previous inspection. 
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Inspection findings 
 
There was an extensive quality review process involving monthly audits carried out 
by an external agency. The most recent audit was on medication management and 
took place during this inspection. Quality review activity included the use of clinical 
indicators for monitoring issues such as the incidence of falls, pressure sores, the use 
of night sedation, the use of restraint and incontinence.   
 
There was evidence of staff meetings, residents meetings and family meetings to 
inform the quality review process. 
 

Outcome 11 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied health care. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set out 
in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
 
Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
  

 
Inspection findings 
 
The inspectors viewed a selection of electronic care plans which were completed on 
admission and reviewed at three-monthly intervals. There was evidence of a range of 
assessment tools being used including falls risk assessment, pressure sore risk 
assessment and nutritional assessment. Residents were facilitated with access to 
their own GP and where this was not possible they were assisted is accessing the 
services of a GP that visited the centre. There was evidence that residents were 
medically assessed on admission and as required and at least at three-monthly 
intervals. However, inspectors viewed a number of medical assessments that were 
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recorded by GPs under the electronic signature of nursing staff. Staff members 
informed inspectors that GPs sometimes forget their log-in password and record their 
assessments while being logged-in as a member of the nursing staff. Inspectors 
informed staff members that this was not acceptable practice as medical records 
were not appropriately signed. 
 
Residents have access to a physiotherapist who is on-site five days each week and 
there was evidence of referral to other specialist services such as occupational 
therapy, dental and speech and language therapy.  
 
There was a centre-specific policy on the use of restraint and there were a number 
of residents with restraints either in the form of bedrails or lap belts. There was 
evidence that the use of restraint was discussed with residents and there was 
evidence of consent for the use of restraint, where possible. However, there were 
inadequate records maintained of risk assessments for the use of restraint and there 
were no records maintained of the occasions on which restraint was used, the nature 
and duration of restraint or of safety checks while restraint was in place. 
 
The centre employs an activities coordinator from Monday to Friday and the senior 
carer on duty is responsible for activities at weekends. Inspectors viewed a timetable 
of activities that included newspaper reading, Sonas, walks, Mass, book club, 
reminiscence and exercise groups. The activities coordinator also spends one-to-one 
time with individual residents that are unable to participate in group activities. There 
were a number of high dependency residents with complex needs and the activities 
schedule did not always meet the needs of these residents. For example, one 
resident liked to spend time on the computer and this was facilitated by the activities 
coordinator through a 30 minute one-to-one session each week, as due to the 
number of high dependency residents there was insufficient time available to allocate 
more time to this resident. Even though a broad range of activities were provided, 
there were no capacity assessments performed to ensure the activities schedule met 
the needs of individual residents and there was no review of resident participation in 
the activities programme. 
 
There were a number of residents that smoked cigarettes and these residents were 
facilitated to smoke in a designated smoking room that was ventilated to the external 
air by natural and mechanical means. Residents were also facilitated to smoke in a 
sheltered area in the enclosed garden outside Daffodil Unit. The centre had a 
smoking policy that stated that residents should be supervised while smoking; 
however inspectors observed residents smoking unsupervised on the day of the 
inspection. The smoking policy did not address the assessment of risk or the level of 
supervision required while residents smoked. 
 

Outcome 12 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
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References: 
Regulation 19: Premises 
Standard 25: Physical Environment  
 
Actions required from previous inspection:  
 

No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Beech Lodge Care Facility is a single-storey, purpose-built centre with 
accommodation for 66 residents. Resident accommodation is provided on three 
corridors called Daisy, Rose and Buttercup and a separate 21-bedded unit called 
Daffodil. Daffodil unit is primarily used to accommodate residents with more complex 
and challenging needs, including residents with dementia.  
 
There was sufficient communal and dining space for residents and residents also had 
access to an enclosed garden. Resident accommodation comprised 48 single 
bedrooms and nine double bedrooms. All of the bedrooms were en suite with toilet, 
shower and wash-hand basin. Many of the bedrooms were personalised with 
residents’ personal possessions and there was sufficient storage space, including 
lockable storage, for residents’ personal property.  
 
The centre was bright, spacious and appeared to be generally clean throughout, 
however there was evidence that some residents were using the bathrooms in two of 
the vacant bedrooms and were in need of further cleaning. The centre appeared to 
be in a good state of repair, handrails were provided in circulation areas and 
bathrooms and fire escape routes were clearly marked and free from obstruction. 
Inspectors noted that the plaster work around a small number of fire alarm panels 
and security code panels was unfinished and there was the possibility that the 
electric wires could be accessed by residents. All of the bedrooms contained 
televisions, however a small number of the vacant bedrooms had televisions that 
were not secured to wall mounts and were a potential danger to residents. A number 
of windows throughout the centre did not have restrictors to restrict their opening to 
a safe level and posed a potential risk to residents. Two sluice rooms were not 
locked, and even though cleaning chemicals were secured in locked cupboards, there 
were other items such as clinical waste bins that were accessible by residents.   
 

Theme: Person-centred care and support 
Person-centred care and support has service users at the centre of all that the service 
does. It does this by advocating for the needs of service users, protecting their rights, 
respecting their values, preferences and diversity and actively involving them in the 
provision of care. Person-centred care and support promotes kindness, consideration 
and respect for service users’ dignity, privacy and autonomy.  
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Outcome 13 
The complaints of each resident, his/her family, advocate or representative, and 
visitors are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
 

Actions required from previous inspection:  
 

No actions were required from the previous inspection. 
  

 
Inspection findings 
 
The inspectors viewed a centre-specific complaints policy and a synopsis of the 
complaints process was on display in the centre. All complaints are recorded 
electronically and reviewed by the person in charge. Inspectors viewed a sample of 
complaints from the complaints log and were satisfied that each complaint was 
satisfactorily investigated and the outcome of the complaint was notified to the 
complainant.  
 

Outcome 15 
Each resident is provided with food and drink at times and in quantities adequate for 
his/her needs. Food is properly prepared, cooked and served, and is wholesome and 
nutritious. Assistance is offered to residents in a discreet and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes   
 

Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
  

 
Inspection findings 
 
There was a centre-specific policy on nutritional status and management. There was 
evidence that all residents received a nutritional assessment on admission and at 
three-monthly intervals thereafter. Residents’ food preferences were recorded on 
admission and these were communicated to the staff in the kitchen. 
 
Residents were offered a choice at mealtimes and residents that required assistance 
at mealtimes were assisted by staff members in a dignified and respectful manner. 
Residents had access to adequate amount of fluids throughout the day. There was 
evidence that residents were referred to dietitian and speech and language services 
for advice. However, there was one resident that had a previous incident of near 
choking and was not subsequently referred for speech and language assessment, 
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despite being identified by staff members as requiring supervision due to eating 
habits. The resident also had a progressive illness that could lead to swallowing 
difficulties.  
 
Advice obtained from speech and language services in relation to specialised diets 
was contained in a folder in the nurses’ office and was not readily available to all 
members of staff. Even though members of the kitchen staff were familiar with 
resident’s specific dietary requirements in relation to food, they did not have copies 
of the speech and language therapist recommendations and were not familiar with 
the fluid requirements of residents, such as thickened liquids. A number of care staff 
were not familiar with the amount of thickener to be added to liquids in order to 
achieve the recommended modified consistency of fluids. 
 

Outcome 16 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. 
He/she is facilitated to communicate and enabled to exercise choice and control over 
his/her life and to maximise his/her independence.  
 
References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
Standard 5: Civil, Political, Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts    
 

Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
Residents were facilitated to maintain contact with family and friends. Relatives 
confirmed that flexible visiting arrangements were in place and suitable facilities 
were available for residents to meet with visitors in private. The centre had access to 
wheelchair accessible transport to take residents on excursions. 
 
Inspectors viewed a policy on residents’ consultation and feedback dated August 
2011. Consultation and communication with residents was facilitated through family 
meetings, newsletters, information leaflets and residents meetings. Inspectors 
viewed minutes from a number of resident meetings, which were held monthly and 
issues discussed included infection control, problems with the television in the sitting 
room, activities and staffing levels. However, even though it was evident that 
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residents were consulted through the forum of residents meetings, it was difficult to 
ascertain from the minutes if the issues raised were addressed and if so, by whom. 
 
Residents’ religious needs were facilitated and mass is held each week in the centre 
and some residents are transported to attend mass in the local church. The religious 
needs of other denominations are also facilitated.  
 

Theme: Workforc 
The workforce providing a health and social care and support service consists of all the 
people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality, person-centred and safe service. Service providers must be 
able to assure the public, service users and their workforce that everyone working in 
the service is contributing to a high quality safe service. 
 

Outcome 18 
There are appropriate staff numbers and skill mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision  
 

Actions required from previous inspection:  
 

No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Inspectors viewed the training matrix that identified an ongoing training and 
education programme. Together with mandatory training on prevention and 
detection of elder abuse, fire safety training and manual handling, the training 
schedule also included training on dementia care, Alzheimer’s disease, challenging 
behaviour, medication management, falls prevention, the management of 
gastrostomy tubes and supervisory skills.  
 
There was a staff appraisal system in place and inspectors viewed evidence of staff 
appraisals, however not all staff members had undergone the appraisal process. The 
performance of one staff member was discussed at one of the management 
meetings; however there was no evidence to indicate that the staff member had 
undergone the appraisal process. 
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Inspectors viewed the staff roster, observed practice and talked with residents. 
Inspectors formed the view that due to the layout of the centre and dependency 
levels of residents and their complex needs there were insufficient staff members on 
duty at all times to adequately meet the needs of the residents. This was supported 
by discussions with residents and in particular one resident who stated that there 
was frequently a delay in call-bells being answered. The minutes from 
multidisciplinary team meetings frequently referred to staffing levels at various times 
throughout the day and night and the difficulty encountered by staff in meeting the 
needs of residents. 
 
Inspectors viewed a sample of personnel files and found that most, but not all, of the 
files contained all the required information listed in schedule 2 of the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) Regulations 
2009 (as amended). Not all files contained evidence that the person was mentally 
and physically fit for the work they were to perform in the centre, a full employment 
history or three written references. 
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Closing the visit  

 
At the close of the inspection visit a feedback meeting was held with the 
provider/person in charge, the clinical nurse manager and senior staff nurse to report 
on the inspectors’ findings, which highlighted both good practice and where 
improvements were needed.  
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Provider’s response to inspection report  
 

 
Centre Name: 

 
Beech Lodge Care Facility 

 
Centre ID:  

 
0408 

 
Date of inspection: 

 
13 November 2012 and 14 November 2012 

 
Date of response: 

 
19 December 2012 

 

Requirements 

 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care Settings for Older People in Ireland. 
 

Theme: Governance, Leadership and Management 

 
Outcome 2: Contract for the provision of services  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The contract of care did not specify additional fees payable for services such as 
chiropody, physiotherapy and hairdressing. 
 

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 

                                                 
 The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 

compliance with legal norms. 

   
Health Information and Quality Authority 
Regulation Directorate  
 
 
Action Plan 
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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: 
 
Contract of care updated to include all details of services to be 
provided for the residents and the fees to be charged. 
 
Contracts of existing residents have been given an appendix to 
include all details of additional fees payable for services including 
chiropody, physiotherapy and hairdressing. All outstanding signed 
appendixes will be recorded and filed as appropriate. 
 

 
 
Complete 
 
 
March 2013 

  
Theme: Safe care and support  

 
Outcome 6: Safeguarding and safety 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Training records indicated that not all staff members had received up-to-date training 
on the prevention and detection of elder abuse. 
 
Financial records indicated that staff members did not co-sign for withdrawal of 
money by residents as required by the centre-specific policy on the security of 
resident’s accounts and personal property. 
 

Action required:  
 
Make all necessary arrangements, by training staff or by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
or abuse. 
 

Action required:  
 
Ensure that appropriate records are maintained in compliance with the policy on the 
security of resident’s accounts and personal property. 
 

Reference:    
Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 

 
  



 

Page 19 of 30 

 

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

Timescale: 
 

Provider’s response: 
 
Training: Training on the prevention and detection of elder abuse 
was ongoing throughout 2012. All staff members have received 
training as of the 17 December 2012. All training records of 
attendance are updated and recorded to reflect all staff 
attendance. 
 
Residents’ accounts and personal property: The resident and staff 
member involved co-sign for withdrawal of money from the 
resident’s own pocket money. Recent review of this process now 
requires a staff member to co-sign all of the resident’s financial 
transactions. Residents and/or family members are very involved 
in all financial aspects of Beech Lodge Care Facility and have full 
control and access to all of their accounts on a monthly basis/by 
request. A full bill listing all costs, services, withdrawals and 
lodgements are issued to each resident/representative each 
month. Management review all financial details on a monthly 
basis also. 
 

 
 
Complete 
 
 
 
 
 
Complete 

 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Not all staff members had received up-to-date training on fire safety. 
 
Not all staff members had received up-to-date training on moving and handling of 
residents. 
 
Cleaning practices were not in compliance with the centre’s policy on cleaning and 
decontamination. 
 
The use of communal hot water bottles and the manner in which resident’s 
washbowls were stored posed a risk to residents and did not constitute good 
infection prevention and control practice. 
 
There was no evidence of risk assessment of residents for the use of hot water 
bottles. 
 
The policy on the management of clostridium difficile did not address the notification 
to the Chief Inspector of the outbreak of an infectious disease. 
 

Action required:  
 
Provide suitable training for staff in fire prevention.  
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Action required:  
 
Provide training for staff on the moving and handling of residents. 
 

Action required:  
 
Ensure by training or other means that staff are familiar with good practice in relation 
to cleaning procedures. 
 

Action required:  
 
Put in place suitable infection prevention and control practices. 
 

Action required:  
 
Ensure residents are risk assessed prior to the use of hot water bottles.  
 

Action required:  
 
Put in place comprehensive written operational policies and procedures relating to the 
health and safety, including food safety, of residents, staff and visitors. 
 

Reference:  
Health Act, 2007 
Regulation 17: Training and Staff Development 
Regulation 19: Premises 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records  

                   Standard 24: Training and Supervision 
Standard 25: Physical Environment 
Standard 26: Health and Safety  
Standard 29: Management Systems  

 

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

Timescale: 
 

Provider’s response: 
 
Training for staff in fire prevention: All staff receive yearly fire 
training at Beech Lodge Care Facility. On the day of inspection 13 
new members of staff were awaiting fire training which will be 
completed on the 21 December 2012.   
 
Training for staff on moving and handling of resident: All staff 
receive training on moving and handling at Beech Lodge Care 
Facility. On the day of inspection eight new members of staff 
were awaiting manual handling training which will be completed 
on the 19 December 2012.   
 

 
 
21 December 
2012 
 
 
 
 
Complete 
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Cleaning procedures: Cleaning practices are now compliant with 
the centre-specific policy on cleaning and decontamination. 
Vacant bedrooms are now locked and checked on a daily basis by 
the housekeeping team. 
 
Infection prevention and control practices: Hot water bottles are 
now individually marked for specific resident use only and stored 
in the resident’s bedroom.  
 
As a quality initiative all hot water bottles will be replaced with 
gel bottles for residents’ individual use.  
 
Risk assessments for the use of hot water bottles: Risk 
assessments are in place for each resident using hot water 
bottles. 
 
Written operational policies and procedures: The 2012 policy on 
management of C-diff now addresses the notification to the Chief 
Inspector of an outbreak of an infectious disease. Beech Lodge 
Care Facility is currently in the process of updating all 2012 
policies which is now near completion. 
 

Complete  
 
 
 
 
Complete 
 
 
 
February 2013 
 
 
Complete 
 
 
 
31 December 
2012 

 
Outcome 8: Medication management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Records indicated that observations to be taken prior to the administration of some 
medications were not always recorded.  
 
Prescriptions for PRN medications did not always state the maximum dosage. 
 

Action required:  
 
Put in place appropriate and suitable practices in relation to the administration of 
medicines to residents and ensure that staff are familiar with such policies and 
procedures.  
 

Action required:  
 
Put in place appropriate and suitable practices in relation to the prescription of 
medicines to residents and ensure that staff are familiar with such policies and 
procedures.  
 

Reference: 
Health Act, 2007 
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Standard 14: Medication Management  
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Please state the actions you have taken or are planning 
to take with timescales: 

Timescale: 
 

Provider’s response: 
 
Practices in relation to the administration of medicines: Beech 
Lodge Care Facility has appropriate and suitable practices in 
relation to the administration of medication to residents and 
ensures that staff are familiar with such policies and procedures. 
In most instances nursing staff recorded the appropriate 
observations prior to administering mediations. However, in some 
instances these observations were not recorded although 
manually performed. The importance of same was reiterated at 
the nurses meeting on 11 December 2012. Nursing staff now 
record all observations taken prior to administering or omitting 
medications as appropriate. Same shall be strictly recorded and 
reviewed through external pharmacy and in-house auditing. 
Medication management training is provided to the nursing team 
by the pharmacist quarterly. 
 
Practices in relation to the prescription of medicines: 
Prescriptions for PRN medications now state the maximum 
dosage for each medication for each individual resident’s specific 
requirements. 
 

 
 
Complete 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Complete 
 

 
Theme: Effective care and support 

 
Outcome 11: Health and social care needs 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Medical assessments carried out by GPs were not attributable to the relevant GP. 
 
There were inadequate records maintained of risk assessments for the use of 
restraint and there were no records maintained of the occasions on which restraint 
was used, the nature and duration of restraint or of safety checks while restraint was 
in place. 
 
The schedule of activities did not always meet the needs of the residents and there 
were no capacity assessments performed to ensure the activities schedule met the 
needs of individual residents and there was no review of resident participation in the 
activities programme. 
 
The smoking policy did not adequately address the assessment of risk or the level of 
supervision required while residents smoked and residents were observed smoking 
unsupervised in contravention to the centre’s own policy. 
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Action required:  
 
Maintain, in a safe and accessible place, a medical record in respect of each resident 
with details of investigations made, diagnoses and treatment given, and a record of 
all drugs and medicines prescribed, signed and dated by a medical practitioner.  
 

Action required:  
 
Carry out risk assessments in relation to the use of restraint and maintain, in a safe 
and accessible place, a record of any occasion on which restraint is used, the nature 
of the restraint and its duration, in respect of each resident.  
 

Action required:  
 
Provide opportunities for each resident to participate in activities appropriate to 
his/her interests and capacities. 
 

Action required:  
 
Take adequate precautions against the risk of fire to include a risk assessment of all 
residents that smoke, the suitable observation of residents while smoking, the safe 
storage of residents’ cigarette lighters/matches, appropriate documentation in 
residents’ care plans and comply with the centre’s smoking policy. 
 

Reference:   
Health Act, 2007 
Regulation 6: General Welfare and Protection 
Regulation 25: Medical Records 
Standard 10: Assessment  
Standard 13: Healthcare 
Standard 14: Medication Management  
Standard 18: Routines and Expectations 
 

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

Timescale: 
 

Provider’s response: 
 
Medical assessments carried out by GPs not attributed to the 
relevant GP: GPs have been alerted both personally and by 
written correspondence regarding the use of their own personal 
log in and password on the electronic record system. The clinical 
nurse manager (CNM) spoke to nursing staff at the nurses 
meeting on the 11 December 2012 regarding the importance of 
logging out of the electronic record system to ensure resident 
confidentiality and accurate documentation. Continuous 
monitoring and auditing to ensure best practice is adhered to. 
 
 

 
 
 
 
 
Complete 
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Records of risk assessments for the use of restraint: Residents 
are currently assessed for restraint by the in-house 
physiotherapist at Beech Lodge Care Facility. Staff use the 
electronic record touch system to record hourly safety checks of 
all residents. All residents on chemical and physical restraints 
have had a restraint assessment completed.  
 
We have now commenced a specific restraint assessment for all 
residents requiring restraints. The GP is involved in the 
monitoring and prescribing of chemical restraint. 
 
The person in charge and the registered general nurse (RGN) 
have attended a conference in Dublin on restraint. A new 
restraint section for the electronic record system is being 
introduced in January 2013. This system is currently being piloted 
on paper. 
 
Activities: Capacity assessments will be carried out with each 
resident to ensure the activity schedule meets the needs of each 
individual resident. Following these assessments a full review of 
all activities, outings and in house programmes will be completed 
to ensure the needs of individual residents are met. 
 
Currently the activity co-ordinator uses the touch screen system 
in the electronic record system to document all residents that 
participate in the large variety programme of activities, therapies 
and outings that are provided by Beech Lodge Care Facility. The 
quality of life committee are reviewing the recent quality of life 
questionnaire to enable us to continually improve our quality 
activity programme. 
 
Risk assessments for residents that smoke: We have commenced 
a more detailed smoking risk assessment on all residents that 
smoke. This risk assessment individually indicates what suitable 
observations of each resident requires and how this is managed 
and reviewed frequently. 
 
All results are documented in the individual residents care plan to 
comply with Beech Lodge Care Facility’s smoking policy. 
 

 
 
 
 
March 2013 
 
 
 
 
 
 
 
 
 
 
 
 
March 2013 
 
 
 
 
 
 
 
 
 
 
 
 
 
February 2013 

 
Outcome 12: Safe and suitable premises 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The bathrooms in some of the vacant bedrooms were being used by residents and 
were in need of cleaning. 
 
The televisions in some of the vacant bedrooms were not secured to wall mounts and 
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were a potential danger to residents. 
 
A number of windows throughout the centre did not have restrictors to restrict their 
opening to a safe level and posed a potential risk to residents. 
 
A number of sluice rooms were not locked. 
 
The area around a number of electronic panels on the walls were unfinished.  
 

Action required:  
 
Keep all parts of the designated centre clean and suitably decorated. 
 

Action required:  
 
Ensure that all equipment for use by residents, including televisions, do not pose a 
risk of injury to residents. 
 

Action required:  
 
Ensure window openings comply with safety requirements to protect residents from 
potential injury.  
 

Action required:  
 
Secure access to all rooms, including sluice rooms, which contain potential hazards 
for residents.  
 

Action required:  
 
Ensure the premises are kept in a good state of repair externally and internally. 
 

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: 
 
Parts of the designated centre clean and suitably decorated: All 
vacant bedrooms are now locked and checked by the 
housekeeping team on a daily basis. 
 
Televisions to be secured to wall mounts: Of the 73 televisions, 2 
were unsecured. This has now be rectified. 
 

 
 
Complete 
  
 
 
Complete 
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Windows to be restricted from opening fully: A full review of the 
windows requiring restrictors has been carried out. The windows 
needing corrective action have been noted and this will be 
recified in January 2013.  
 
Sluice rooms to be locked: All sluice rooms are now locked. Only 
staff have acess to these locations. 
 
 
Areas around electronic panels unfinished: Of the 70 panels, 2 
were unfinished. All electric panels are now complete.  
  

January 2013 
 
 
 
 
Complete 
 
 
 
Complete  

 
Theme: Person-centred care and support                                                                 

 
Outcome 15: Food and nutrition  
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
A resident was not referred to speech and language therapy for assessment even 
though it was recognised that the resident was a potential choking risk. 
 
Not all staff members were familiar with individual resident’s dietary requirements 
particularly in relation to liquids of modified consistency. 
   

Action required:  
 
Facilitate each resident’s access to speech and language therapy, or any other 
services as required by each resident. 
 

Action required:  
 
Ensure that each member of staff is familiar with residents’ special dietary 
requirements. 
 

Reference:   
Health Act, 2007 
Regulation 9: Health Care 
Regulation 20: Food and Nutrition 
Standard 13: Healthcare 
Standard 19: Meals and Mealtimes   
 

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

Timescale: 
 

Provider’s response: 
 
The process by which referrals are made was reviewed and this 
was discussed at the nurses meeting on the 11December 2012 

 
 
28 December 
2012 
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and at the multidisciplinary team (MDT) meeting. A referral has 
now been sent for this resident and an appointment has been 
made for the 28 December 2012. Closer observations are being 
made by the CNM of all referrals for residents. 
 
Staff awareness of dietary requirements: Residents dietary 
requirements were discussed at the nurses meeting, the care 
assistants meeting and at the MDT meetings. All staff are now 
aware of the speech and language therapy (SALT) folder 
containing the individual recommendations and instructions for 
individual residents. This folder is located in the staff room so all 
staff can access when needed. The SALT folder is updated as 
instructed by the SALT therapist and any changes are discussed 
and communicated at all handover meetings.  
 

 
 
 
 
 
Complete 

 
Outcome 16: Residents’ rights, dignity and consultation 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was insufficient evidence that issues raised by residents on the organisation of 
the designated centre were addressed.  
 

Action required:  
 
Put in place arrangements to facilitate residents’ consultation and participation in the 
organisation of the designated centre. 
 

Reference: 
Health Act, 2007 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Standard 2: Consultation and Participation  
 

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

Timescale: 
 

Provider’s response: 
 
Residents’ committee meetings are held once a month and 
minutes are taken and documented at each meeting. An action 
plan now accompanies the minutes of each meeting and is 
reviewed monthly. The next meeting will begin with these action 
points to ensure all issues have been addressed. These minutes 
are given to the person in charge, the CNM and two senior 
nurses to review allocated actions. These minutes and action 
plans are discussed at the MDT meetings and management 
meetings. Copies of the minutes are given to each resident in a 
manner suitable to their applicable needs. 
 

 
 
Complete 
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Theme: Workforce 

 
Outcome 18: Suitable staffing 
The provider/person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
Not all staff members had undergone annual appraisal. 
 
There were insufficient staff members on duty at all times to adequately meet the 
needs of the residents. 
 
Not all personnel files contained evidence that the person was mentally and 
physically fit for the work they were to perform in the centre, a full employment 
history or three written references. 
 

Action required:  
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 

Action required:  
 
Ensure that the numbers and skill mix of staff are appropriate to the assessed needs 
of residents, and the size and layout of the designated centre. 
 

Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory information 
and documents specified in Schedule 2 of the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
have been obtained in respect of each person. 
 

Reference:  
Health Act 2007 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development  
Regulation 18: Recruitment 
Standards 22: Recruitment  
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision 

 

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

Timescale: 
 

Provider’s response: 
 
Appraisals: Appraisals are ongoing throughout December 2012. 
Not all appraisals for the year could be carried out by 13 or 14 

 
 
31 December 
2012 
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November 2012. The schedule continues every week until the 
end of December 2012.  
 
Skill mix of staff: Please see the attached revised Barthel Index 
for staffing levels which demonstrates that we are sufficiently 
staffed. Staffing levels and suitable skill mix are constantly 
reviewed depending on dependency levels of residents monthly 
or where the needs of individual residents change. 
 
Recruitment Procedures: We are currently working on obtaining 
full employment histories from all staff. We are awaiting some 
written references from two new staff members. Three verbal 
references have been checked for all staff prior to 
commencement of employment.  
 
The one outstanding GP letter for a new staff member has now 
been received. 
 
Prior to commencement of employment staff must provide all HR 
documents in accordance with our policy. 
 

 
 
 
Complete 
 
 
 
 
 
31 December 
2012 
 
 
 
 
Complete 
 
 
Complete 
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Any comments the provider may wish to make1: 
 

 
Provider’s response: 
 
We wish to take this opportunity to thank you for the courteous manner in which you 
carried out this inspection. We are pleased that you observed the commitment to 
quality care that we practice here at Beech Lodge Care Facility. We look forward to 
working with you in the future.  
 
Provider’s name: Anne Maria Moore on behalf of Beech Lodge Care Facility Ltd. 
 
Date: 19 December 2012 
 
 

                                                 
1
  The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 

compliance with legal norms. 


