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Centre name: 

 
Bailey House 

 
Centre ID: 

                          
0196 

Centre address: 

 
Bailey Street  
 
Killenaule 
 
Co Tipperary 

 
Telephone number:  

 
052-9156289 

 
Email address: 

 
lily.lawlor@hotmail.com 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
Elizabeth Lawlor 

 
Person authorised to act on 
behalf of the provider: 

 
 
Elizabeth Lawlor 

 
Person in charge: 

 
Shigy James   

 
Date of inspection: 

 
16 April 2013 and 17 April 2013  

 
Time inspection took place: 

 
Day 1-Start: 10:00hrs   Completion: 20:00hrs 
Day 2-Start: 10:00hrs    Completion: 17:30hrs 

 
Lead inspector: 

 
Mary Moore 

 
Support inspector(s): 

 
Catherine O’Keeffe 

 
Type of inspection  

  
 announced               unannounced           

Number of residents on the 
date of inspection: 

 
 
14 

Number of vacancies on the 
date of inspection: 

 
1 

 
 
 

  
Health Information and Quality Authority 
Regulation Directorate 
 
Compliance Monitoring Inspection Report
Designated Centres under Health Act 
2007, as amended 
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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 the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This inspection report sets out the findings of a monitoring inspection, in which 18 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 renewal of registration inspection was announced, took place over two days and 
was the sixth inspection of the centre by the Authority since August 2009. At the 
time of the first inspection inspectors found that significant improvements were 
required to comply with 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 Standards for Residential Care Settings for Older people in Ireland. 
These improvements included fire safety and medication management, the layout 
and design of the premises including the absence of a passenger lift, the provision of 
a sufficient number of toilets, and suitable storage facilities for residents, the quality 
of care planning, risk assessment, and staff recruitment practices.  
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Over the course of subsequent inspections there was evidence of gradual, 
incremental improvements. 
 
Following the last inspection in April 2012 inspectors concluded that despite the 
advanced age profile of the residents, staff encouraged and facilitated residents to 
remain well, active and independent; access to responsive medical care was 
facilitated. The provider and the person in charge (PIC) demonstrated their 
commitment to the residents and the regulatory process; the PIC, when spoken with 
by the inspectors, was knowledgeable as to the residents and their care 
requirements. However, of the 14 improvements required by the Authority (12 
actions and two best practice recommendations) there was evidence to support that 
only six were fully implemented, five were partially implemented but further 
improvement was required; three were not implemented. Eight actions were reissued 
to the provider and two new actions were issued. 
 
The required improvements included: 
 

 fire precautions 
 nursing assessment and care planning 
 risk assessment and control 
 medication management 
 the verification of staff references 
 the implementation of evidence-based policies and procedures 
 the review and continuous improvement of care and services provided. 

  
As part of this renewal of registration 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, the fire register and staff files. Prior to the inspection questionnaires 
were forwarded to the centre for completion on a voluntary basis by residents and 
relatives; eight completed questionnaires were returned. Comments received from 
residents and relatives were used to inform the inspection process and are also 
incorporated into the body of the report as appropriate; all comments received were 
positive and complimentary.  
 
Overall the inspection findings were satisfactory. There was evidence of improvement 
and action taken by the provider as indicated in her response to the last action plan. 
While this inspection identified further improvement was required, the previous 
actions had been substantially addressed. The premises was visibly clean and well 
maintained. There were 14 residents living in the centre at the time of inspection.  
Five residents had been resident in the centre for over six years, 10 residents were 
greater than 85 years of age. Inspectors were satisfied that their medical, nursing 
and social needs were met to a good standard. Inspectors saw that despite advanced 
age and morbidity that residents enjoyed good health, remained independent, active, 
alert and engaged. 
 
The provider based on the inspection findings, was issued with an action plan that 
detailed 26 improvements required. The majority of these were required to enhance 
regulatory compliance and consolidate the good practice evidenced.  
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Three areas requiring more significant improvement were identified  as it was clear 
that practice was not grounded in or informed by contemporary evidence based 
nursing care and practice, relevant legislation and nationally agreed best practice 
guidance. These and all other required improvements are set out in detail in the 
action plan at the end of this report and include: 
 

 the consistent implementation  by staff on a daily basis of practice consistent 
with current infection prevention and control guidance specifically in relation 
to access to and the management of sterile, disposable and single-patient 
use items 

 the implementation of evidence based wound prevention and management 
practice  

 end-of-life care policy and practice 
 quality assurance 
 the review of manual handling assessments 
 the verification of staff references 
 the review of complaints policy and procedure 
 the review of fire safety precautions and procedures. 

 
Following the inspection and prior to receiving the action plan the provider submitted 
evidence to the Authority of action taken based on the verbal feedback received from 
inspectors; these included the review of fire safety procedures and precautions, the 
review of resident’s manual handling requirements and further guidance for the 
person in charge on wound management. 
 
Section 41(1)(c) of the Health Act 2007  
Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older People 
in Ireland.   
 
Theme: Leadership, Governance and Management 
Effective governance, leadership and management, in keeping with the size and 
complexity of the service, are fundamental prerequisites for the sustainable delivery of 
safe, effective person-centred care and support. 
 
Outcome 1  
There is a written statement of purpose that accurately describes the service provided 
in the centre. The services and facilities outlined in the Statement of Purpose, and the 
manner in which care is provided, reflect the diverse needs of residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  



 

Page 6 of 37 

 

Inspection findings 
 
The statement of purpose satisfied regulatory requirements and was an accurate 
reflection of the service. The inspectors were satisfied based on the inspection 
findings that the aims, objectives and ethos of care as specified in the statement of 
purpose were implemented in practice.  
 
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 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Each resident had a written contract with the provider for the provision of services. 
The contract clearly set out the overall fee, monies received from state support 
schemes and the fee for which the resident was personally liable. The contract also 
clearly set out services provided within the basic fee and those provided but not 
included in the basic fee. Some minor improvement was required as the fee for these 
latter charges was not specified.  
 
Outcome 3 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management  
 
Action(s) required from previous inspection:  
 
The action required from the previous inspection was satisfactorily implemented.  
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Inspection findings 
 
The centre was managed by a suitably qualified and experienced nurse who was 
responsible and accepted accountability for the care provided to the residents. The 
person in charge was a registered general nurse, there was evidence of her current 
registration with her regulatory body and she had been employed in the centre since 
April 2007. She worked fulltime and was present in the centre four days per week 
from 08:00hrs to 20:00hrs. Inspectors saw that she was actively involved in the 
delivery and supervision of health and social care to the residents and was familiar 
with each resident’s individual needs. The person in charge with the support of the 
provider engaged in ongoing professional development including Further Education 
Training and Awards Council (FETAC) level 6 in gerontology and supervisory 
management for healthcare managers. She had also in response to previous 
inspection findings completed accredited education on care planning, clinical audit 
and searching the literature; she attended mandatory training as required. While 
deficits were identified inspectors were satisfied that residents were in receipt of a 
good standard of person-centred nursing care. The person in charge was described 
as “available”, “gentle” and “kind” by relatives surveyed. Inspectors were satisfied 
that the provider and the person in charge worked well together and were committed 
to providing residents with safe, quality, person-centred care.  
 
Outcome 4 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained 
in a manner so as to ensure completeness, accuracy and ease of retrieval. The 
designated centre is adequately insured against accidents or injury to residents, staff 
and visitors. The designated centre has all of the written operational policies as 
required by Schedule 5 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). 
 
References:   
Regulations 21-25: The records to be kept in a designated centre 
Regulation 26: Insurance Cover  
Regulation 27: Operating Policies and Procedures  
Standard 1: Information 
Standard 29: Management Systems 
Standard 32: Register and Residents’ Records 
 
Inspection findings: 
*Where “Improvements required” is indicated, full details of actions required are in the 
Action Plan at the end of the report.   
 
Residents’ Guide  
 
Substantial compliance                                  Improvements required*       
 
The Residents Guide did not contain the most recent inspection report, a summary of 
the complaints procedure, a standard form of contract or contact details for the Chief 
Inspector. 
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Records in relation to residents (Schedule 3)  
 
Substantial compliance                                  Improvements required*                 
 
 
General Records (Schedule 4) 
 
Substantial compliance                                  Improvements required*                 
 
 
Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                                 Improvements required*         
 
              
Directory of Residents 
 
Substantial compliance                                  Improvements required*                
 
 
Staffing Records 
 
Substantial compliance                                  Improvements required*                 
 
Staff files were not complete; this is addressed in Outcome 18. 
 
Medical Records 
 
Substantial compliance                                  Improvements required*                 
 
 
Insurance Cover 
 
Substantial compliance                                  Improvements required*                 
 
 
Outcome 5 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designated centre and the arrangements in place for the management of the 
designated centre during his/her absence.  
 
References:   
Regulation 37: Notification of periods when the Person in Charge is absent from a 
Designated Centre 
Regulation 38: Notification of the procedures and arrangements for periods when the 
person in charge is absent from a Designated Centre 
Standard 27: Operational Management 
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Action(s) required from previous inspection:  
 
No actions were required from the previous inspection.  
 
 
Inspection findings 
 
The person in charge confirmed that she had not been absent from the centre for a 
period that required notification to the Authority. Suitable arrangements were in 
place and a suitably qualified and experienced nurse with established knowledge of 
the residents and the service was available for the replacement of the person in 
charge on a routine or unexpected basis. 
 
Theme: Safe care and support  
Safe care and support recognises that the safety of service users is paramount. A 
service focused on safe care and support is continually looking for ways to be more 
reliable and to improve the quality and safety of the service it delivers.  
 
In a safe service, a focus on quality and safety improvement becomes part of a 
service-wide culture and is embedded in the service’s daily practices and processes 
rather than being viewed or undertaken as a separate activity. 
 
To achieve a culture of quality and safety everyone in the service has a responsibility 
to identify and manage risk and use evidence-based decision-making to maximise the 
safety outcomes for service users. 
 
Outcome 6 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection.  
 
 
Inspection findings 
 
There were no reported incidents of any alleged, suspected or reported abuse. 
Residents and relatives expressed a sense of safety and security primarily due to the 
presence of staff and their experience of, and their observations of the care and 
services provided.  
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Training was facilitated by the provider who had completed the “train the trainer” 
programme. Training records indicated that all staff including the most recently 
recruited staff had received training and training updates. Staff spoken with had a 
good understanding of the topic and their responsibilities in relation to the protection 
of residents. A policy was in place; however, it was not referenced to nationally 
agreed guidelines and did not address or provide guidance on possible scenarios 
such as: 
 

 an allegation against the provider or the person in charge 
 an abusive interaction between two residents. 

 
The ethos of the centre was to facilitate the resident to be financially independent for 
as long as possible; residents had access to a secure storage space. In general 
residents  paid independently for services such as hairdressing and chiropody; where 
this was not possible it was added to their monthly invoice. Financial records were 
maintained and made available for inspection. Improvement was required in the 
process for receipting monies received or managed on behalf of residents for the 
protection of both staff and residents; there was generally only one staff signature as 
acknowledgement of receipt.   
 
Outcome 7 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems  
 
Action(s) required from previous inspection:  
 
The action(s) required from the previous inspection were substantially implemented.  
 
Outstanding actions under this outcome 
 
Ensure that all designated fire exits provide adequate means of escape and are fitted 
only with fastenings that can be readily operated in the event of an emergency. 
 
 
Inspection findings 
 
There was evidence that the provider acknowledged her responsibilities and had 
taken action as outlined in her response to the last action plan and had substantially 
addressed the actions received at that time. 
 
The provider contracted an external consultant to review the health and safety 
statement and the risk register. The health and safety statement outlined responsible 
persons and broad safety statements on a range of issues.  
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It outlined the process for the identification, recording, investigation and 
management of accidents and incidents. The health and safety statement and the 
risk register were centre-specific; the latter outlined a broad range of risk 
assessments in relation to residents, staff and the environment. Risks/hazards were 
identified, controls were identified, the residual risk was assessed and further 
controls if necessary were identified. There was evidence of the implementation of 
these controls such as the formulation of a no-smoking policy in-house, the provision 
of a fire retardant apron and a sheltered external smoking area; a risk assessment of 
and remedial works completed on the stairs-chair lift to enhance its safety. An 
additional rail had been added to the lift and a lobby created on the first floor to 
ensure sufficient room for staff and residents at a safe distance from the top of the 
stairs. The risks as specifically required by Article 31 (20) (c) were in place. There 
were further risk management policies in place such as the management of a 
vulnerable resident who may leave the premises unsupervised. There was a policy on 
food safety that was clearly implemented given the level of food safety compliance 
achieved as evidenced in the inspection reports.  
 
There was evidence of enhanced fire safety practices. The provider and the person in 
charge had attended a fire safety seminar facilitated by the local fire authority in May 
2012. Three fire safety training sessions for staff were facilitated by an external fire 
safety consultant attended by all staff; the third session in March 2013 was convened 
specifically for newly recruited staff. Fire action notices and fire evacuation plans for 
the building and for each resident were prominently displayed. Assistive devices to 
assist in the evacuation of more dependent residents were available to staff; five of 
the existing residents were assessed as requiring an assistive device and adequate 
devices were in place. A record stated that two full timed evacuation exercises of the 
premises were undertaken in May 2012 and November 2012 in which residents had 
fully participated. Staff spoken with demonstrated enhanced and good knowledge of 
fire safety and evacuation procedures. The fire register was well maintained, 
certificates were in place attesting to the servicing and maintenance of fire fighting 
equipment in February 2013, the fire detection system and the emergency lighting in 
March 2013. Fire escape routes and fire exits were checked on a weekly basis by 
staff. However, despite the significant evidence of good practice and improvement 
some deficits were identified as follows:  
 

 while staff were aware of the location of the fire fighting equipment, the 
inspector formed the view that their location, type and quantity required 
review  to ensure that a sufficient number was in place and that the most 
appropriate type of extinguisher was conveniently located and readily 
accessible to staff at all times. For example the inspector saw that there was 
no fire fighting equipment in or conveniently located to the laundry. The only 
fire extinguisher on the first floor was a large and heavy 9 litre water cylinder. 
A total of four fire extinguishers and three fire blankets were in place 

 there were final fixings on two designated fire exits. Of most concern was the 
residual manual lock and loose key for the only designated fire escape route 
from the first floor though it was to be on automatic electronic release. 
Though unlocked on the day of inspection the risk of it being manually locked  
in the event of fire would override and prevent its automatic release 
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 there were a series of shooting bolts on three doors along a designated fire 
escape route on the ground floor  

 records to confirm that the fire detection system was inspected and tested at 
suitable intervals were not clearly maintained. 

 
The premises was visibly clean; staff with responsibility for environmental hygiene 
maintained cleaning schedules. Each wash-hand basin was supplied with soap and 
disposable hand towels. Procedures for effective hand-washing were prominently 
displayed; alcohol hand gel and personal protective equipment were strategically and 
prominently located. The internal and external clinical risk waste bins were both 
securely locked. Certificates were in place for the removal of clinical risk waste by a 
licensed contractor. Evidence based policies were in place for the management of 
influenza, MRSA and used/soiled linen. However, while staff spoken with articulated 
infection prevention and control knowledge, inspectors were not satisfied that staff 
understood and implemented evidence based contemporary, infection prevention and 
control practice at all times. On the day of inspection staff did not have available to 
them adequate stocks of and knowledge of the management of disposable, single 
use and single patient use devices such as wound dressing packs, alcohol cleansing 
wipes and nebuliser attachments. Inspectors observed a stock of reprocessed items 
and large containers of ointments and lotions some of which were out-of-date. The 
sharps box was not correctly signed and dated as to when it was assembled.  
 
Training records indicated that the manual handling training of staff was within 
mandatory requirements and the hoist was serviced in line with legislative 
requirements most recently in October 2012. Each resident record reviewed 
contained a manual handling risk assessment and plan; the majority of those seen 
indicated that the resident required supervision or the assistance of one. Staff 
spoken with confirmed that no resident was bed/chair or hoist dependent. However, 
inspectors observed that a number of residents required assistance from staff to 
stand and transfer but staff did not have available to them contemporary assistive 
devices such as handling belts; this is also of significance given the dependency on 
the stairs chair-lift. The hoist was a manually lever operated hoist type that required 
a repetitive and increased manual effort by staff to operate and consideration should 
be given to its replacement. 
 
A call-bell system was in place that was serviced in March 2013. The inspector tested 
the system and staff responded promptly. 
 
Outcome 8 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 
Action(s) required from previous inspection:  
  
The action(s) required from the previous inspection were satisfactorily implemented.  
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Inspection findings 
 
Medication management practice was guided by a comprehensive policy and 
supported by input from the relevant general practitioners (GP) and the pharmacist; 
the actions that emanated from the last inspection had been addressed. While the 
prescription record was transcribed it was clearly indicated and signed as such and 
countersigned by a second nurse, the pharmacist and the relevant GP. However, 
there was some unnecessary duplication between the prescription record and the 
administration record and this was discussed with the person in charge at verbal 
feedback. The management of controlled drugs was in line with legislative 
requirements and regulatory body guidance. There was evidence that each resident’s 
medication regime was reviewed monthly by the pharmacist and/or the relevant GP. 
Signed, dated and stamped records were maintained of medications returned to the 
pharmacy. The inspector observed the administration of medications to residents and 
was satisfied that practice was in line with regulatory body guidance. 
 
Minor improvements were required:   
 

 while no resident was in receipt of medication in an altered format (crushed), 
the procedure for the  administration of medication in a crushed format was 
not addressed in the medication policy 

 the maximum daily dosage for all PRN medication prescribed was not stated. 
 
Outcome 9 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 
Action(s) required from previous inspection:  
  
The actions required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
Comprehensive records were maintained of accidents and incidents. One log was 
maintained and each record satisfied the documentary requirements of Schedule 3. 
There was only one accident recorded since the last inspection, a fall sustained by a 
resident. Staff spoken with confirmed that this was correct and there was no 
evidence seen by inspectors to indicate that this was not correct. Inspectors also saw 
that staff facilitated residents to maintain independence and mobility, there was no 
evidence of physical or chemical restraint, there was a constant staff presence and 
residents had ready access to staff assistance. 
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There was no evidence to indicate that the person in charge had not exercised her 
regulatory responsibilities in relation to the submission of notifications.    
 
 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  
 
Action(s) required from previous inspection:  
Outstanding actions under this outcome 
 
Establish and maintain a system for reviewing the quality and safety of care provided 
to, and the quality of life of, residents in the designated centre at appropriate intervals. 
The system should clearly identify required improvements and a corrective action plan 
addressing the areas requiring improvement is developed and implemented. 
 
 
Inspection findings 
 
There was evidence of consultation and informal systems of review. The service is 
compact with a maximum number of 15 residents accommodated. The provider and 
person in charge were present in the centre on a full time basis and were seen by 
inspectors to be actively engaged with residents and relatives and in the delivery of 
care and services. The residents and their representatives participated in and signed 
off on the minutes of the residents’ forum. 
 
The person in charge had attended a further clinical audit workshop, had 
implemented formal audit tools and completed audits on the environment, food and 
nutrition, privacy and dignity, wound management and infection prevention and 
control practices. However, the completed audits reviewed by inspectors did not 
demonstrate a sound understanding of the purpose of, or the completion of audits 
and consequently had not identified deficiencies in practice and areas requiring 
improvement. The audit findings would not concur with the findings of this inspection 
particularly in relation to the improvements needed in infection prevention and 
control practices and wound management.  
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Outcome 11 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied health care. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set out 
in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
 
Action(s) required from previous inspection:  
  
The action(s) required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
There were 14 residents living in the centre at the time of inspection. Nine residents 
were female, five male and residents levels of dependency had been assessed by 
staff as four-low, five-medium and five-high. Five residents had been in the centre 
for over six years; 10 residents were greater than 85 years of age. Inspectors were 
satisfied that their medical, nursing and social needs were met to a good standard. 
This was evidenced in the records reviewed but also by the inspectors’ observations 
of and engagement with the residents. Inspectors saw that despite advanced age 
and morbidity that residents enjoyed good health, remained independent, active, 
alert and engaged. 
 
A pre-admission assessment was completed and inspectors were satisfied that the 
needs of residents were continuously monitored by nursing staff and appropriate, 
comprehensive medical care and attention by the relevant GP was sought and 
facilitated. Healthcare as indicated in the records reviewed, was regular, current, was 
both health promoting and health maintaining with evidence of frequent blood-
profiling, the administration of influenza vaccine and the monitoring of residents vital 
signs and weights at a minimum monthly or more frequently if required; results 
reviewed were stable.  
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Residents had routine access to an in-house physiotherapy service and chiropody 
and other healthcare services as appropriate to their needs such as ophthalmology, 
tissue viability and the acute hospital services.    
 
Nursing plans of care were personalised, reflected the resident and their needs, had 
an identified goal of care and were supported by an evidence based suite of 
assessment tools to evaluate the resident’s dependency, cognitive status, manual 
handling requirements and their risk for falls and pressure wound development. Care 
plans and assessment tools were reviewed three monthly or in line with a significant 
event or changing needs. Care plans were signed as discussed with each resident.   
 
There were many clinical indicators of positive outcomes for residents. As previously 
mentioned the reported incidence of falls in the centre was extremely low but there 
was no evidence of any unnecessary restrictions on residents and the centre 
promoted a restraint- free environment. Likewise there was no evidence to indicate 
that this was not safely implemented; staff spoken with clearly understood the 
requirement for robust staff supervision and timely staff assistance. Inspectors saw 
and records seen indicated that staff assisted residents to access sanitary facilities on 
a regular basis. There were no reported behaviours of a challenging nature and none 
were observed by inspectors; inspectors noted that residents were alert, occupied 
and engaged and maintained normal daily routines.  
 
However, deviations were noted in wound prevention and management; all wound 
care did not have a strong contemporary evidence base. Two residents had Grade 1 
wounds requiring care and treatment at the time of inspection. There was evidence 
that wounds were managed in consultation with the relevant GP and tissue viability 
personnel; 10 staff had recently attended a wound prevention workshop. Wound 
assessment and management records were maintained, however, these were not 
supported by photographs or tracings and the person in charge did not have 
sufficient knowledge of current nationally agreed best practice guidelines on wound 
prevention and management. All residents with a history of or at risk of pressure 
sore development were not supplied with the necessary pressure relieving 
equipment. 
 
One resident spoken with expressed difficulty consuming some foodstuffs due to 
poor dentition. The person in charge confirmed that residents had not had recent 
dental or optical reviews.  
 
Outcome 12 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
 
References: 
Regulation 19: Premises 
Standard 25: Physical Environment  
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Action(s) required from previous inspection:  
 
No actions were required from the previous inspection.  
 
 
Inspection findings 
 
Bailey House Nursing Home was not purpose built for the accommodation of 
dependent persons. It is a two-storey period premises that originally served as a 
parochial house for clergy and is located directly adjacent to the Roman Catholic 
parish church. However, inspectors were satisfied that its location, design and layout 
were suited for its stated purpose and adequately met resident’s individual and 
collective needs.  
 
Residents’ accommodation is provided on both floors and movement between floors 
is by means of the main stairwell and a stairs chair lift. As discussed in Outcome 7 
the provider had as requested taken remedial action to enhance the security and 
safety of the lift. Given the advancing age and increasing dependency of the 
residents the provider confirmed that the majority of residents were now reliant on 
the chair-lift but residents were relocated to the ground floor as soon as a vacancy 
was available.  
 
Four residents were accommodated on the ground floor in two twin-bedded rooms. 
One of these rooms had an en suite toilet and wash-hand basin. Eleven residents 
were accommodated on the first floor in two three-bedded rooms, two twin-bedded 
rooms and one single bedroom. None of these bedrooms offer en suite sanitary 
facilities but each has a wash-hand basin. Two toilets and an assisted shower were 
provided for the use of the residents on each floor. Over the course of inspections 
the provider has made improvements to these facilities to enhance their universal 
accessibility and the privacy afforded to residents. Facilities were conveniently 
located to resident’s bedrooms, dining and communal areas.  
 
Bedrooms though shared provided each resident with adequate space and facilities 
to meet their needs and optimise the comfort, privacy and dignity afforded to them 
in shared accommodation. Bed spaces were adequately screened. 
 
The overall communal/space available to residents was adequate with some 
residents choosing to spend their day in the quietness of the main entrance lobby 
which was of adequate space to provide comfortable seating and a view of the main 
entrance.   
 
The premises was visibly clean, well maintained and in good decorative order. It was 
adequately heated on both days of inspection; a certificate seen stated that the 
heating system had been fully serviced in November 2012. The premises was safe 
and secure with no obvious significant risks identified; handrails and grab-rails were 
in place; the stairwell was of sufficient width to safely and comfortably accommodate 
both the stairs chair-lift and mobile persons. The premises was wheelchair/stretcher 
accessible via the rear entrance.     
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The sluice room was adequately equipped; a bedpan-washer was in place. The 
laundry though compact was adequately equipped, ventilated to the external air, 
clean tidy and organised. 
 
The kitchen was spacious, adequately equipped, clean, tidy and organised. The two 
most recent inspection reports (most recent January 2013) issued by the 
Environmental Health Officer stated that no contraventions of the relevant food 
safety regulations were noted. 
 
Certificates of servicing and maintenance in 2012 of equipment including the stairs 
chair-lift were available for inspection. 
 
A contract was in place for the provision of pest control services. 
 
The external grounds were peaceful and pleasant with mature landscaping; these 
and ancillary buildings were well maintained. Seating was available to residents as 
was a safe walkway to the adjacent church. The grounds were suitable for residents 
but safe for some residents only in the company of staff; staff spoken with confirmed 
that given the age profile of residents they invariably required the assistance of staff 
to utilise the external grounds. Adequate car parking was available.  
 
There was no evident problem with storage; bedrooms, communal rooms and 
circulation areas were free of any unnecessary or obstructive equipment. 
 
Separate sanitary facilities for catering and non catering staff were provided. A staff 
rest room/changing facilities were also provided.  
 
There was no designated private area for residents to meet with visitors if same was 
desired or required. 
 
The locks provided on toilet doors provided privacy for the resident but would not 
easily allow for staff to access the facility to provide assistance in the event of an 
emergency.        
 
Theme: Person-centred care and support 
Person-centred care and support has service users at the centre of all that the service 
does. It does this by advocating for the needs of service users, protecting their rights, 
respecting their values, preferences and diversity and actively involving them in the 
provision of care. Person-centred care and support promotes kindness, consideration 
and respect for service users’ dignity, privacy and autonomy.  
 
Outcome 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 
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Action(s) required from previous inspection:  
 
The action required from the previous inspection was satisfactorily implemented.  
 
 
Inspection findings 
 
There was lingering inconsistency between complaints management policy and 
procedure. The procedure was prominently displayed in the main foyer and included 
details as to the operation of the independent appeals process. Further review and 
amendment was required, however, the final policy and procedure must be clear and 
consistent as to who is the complaints officer, whether it is the provider as indicated 
in the procedure or the person in charge as indicated in policy. If the person in 
charge is the complaints officer she cannot be the person responsible for ensuring 
that all complaints are appropriately managed as is indicated in the policy. 
   
A complaints’ register was in place but no complaints were recorded. The provider 
told the inspectors that no complaints were received. The inspectors reviewed the 
minutes of the residents’ forum and these reflected satisfaction with the care and 
services provided; residents had access to an advocate. No resident or relative 
spoken with or surveyed had had occasion to make a complaint but indicated that 
they would have no hesitation in approaching the provider or the person in charge if 
the need arose.  
 
Outcome 14 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
 
References: 
Regulation 14: End of Life Care 
Standard 16: End of Life Care 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection.  
 
 
Inspection findings 
 
There was evidence to support that improvement was required in end–of-life care 
policy and practice as follows: 
 

 based on a sample of records reviewed residents’ end-of-life wishes and 
preferences were not discussed and established with them 

 bedrooms with the exception of one are multi-occupancy. A resident’s choice 
as to the place of death including the provision of a single room was not 
addressed in policy or in practice 

 documentation maintained in the event of death was not adequate and did 
not specify the actions taken and by whom including documentation of the 
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verification of death. Local policy stated that only a GP was to verify/confirm 
that death had occurred but this was not explicit nor evident in the records 
maintained 

 inspectors saw that one resident had an explicit do not attempt resuscitation 
order recorded by the GP on instruction from the resident. Staff spoken with 
were not clear as to what was actually recorded and had not taken any action 
to clarify the instruction and ensure that the resident’s wishes were respected. 

 
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   
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection.  
 
 
Inspection findings 
 
Inspectors were satisfied that the provider was committed to providing each resident 
food that was appetising, wholesome and nutritious, freshly prepared and served.  
 
A menu was in place that offered choice at each meal and staff were seen to 
ascertain resident’s individual choices and preferences. The inspector saw that the 
quality of the meals provided was good and that residents enjoyed their meals. 
Residents described that meals provided as “lovely” while one relative commented on 
the appealing aroma in the centre of “freshly prepared food and baking”. Meals were 
a social occasion with staff assisting each resident as required to take their place in 
the main dining room. At the time of inspection one resident had a prescribed 
nutritional supplement and some residents required some modification of their diet to 
assist them in maintaining healthy blood glucose levels; the majority of residents 
enjoyed a normal diet and maintained a healthy body weight. Staff spoken with were 
familiar with the needs of residents and their individual choices and preferences. 
Catering staff had in addition to food safety training attended training on the 
management of dysphagia, the preparation of modified diets, and food allergy 
awareness training.   
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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    
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Residents had access to an advocate who attended the centre once a week; the 
advocate was qualified in counselling, psychology and psychotherapy; residents 
spoken with said they looked forward to and enjoyed her visits. The residents’ 
committee met every quarter and residents, relatives and staff attended; the minutes 
were agreed and signed by staff and residents. The minutes seen by the inspector 
indicated that the daily operation of the centre was discussed and overall satisfaction 
was recorded. For example the inspector saw that the undertaking of a practical 
evacuation exercise and the participation of the residents in it was discussed with the 
residents.  
 
Relatives surveyed and spoken with confirmed that flexible visiting was facilitated at 
all times and described management and staff as “open and approachable”. 
Inspectors saw that staff were patient, calm and gentle in their interactions with 
residents; residents spoken with were familiar with the staff, referred to them in first 
name terms and said that they “loved” the staff. Residents spoken with indicated 
that they had choice and decision making capacity in their daily routines such as 
their personal grooming, meals, snacks and refreshments and their participation in 
the scheduled activities. Residents confirmed that they could go to bed and get up 
early or late whichever they choose, and many had their breakfast in bed. The 
frequent term used by relatives to describe the centre was “home from home”.  
 
Inspectors saw that residents had ready access to a variety of national and local 
newspapers and a variety of television channels; residents were informed and 
interested as to national and international events.  
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There was a coin-box phone and a portable handset phone available to residents but 
some also maintained a personal mobile phone. 
 
The centre was conveniently located and staff, residents and relatives confirmed that 
weather permitting residents attended the local hairdresser or the community centre 
to vote. The church was adjacent to the centre and many residents spoke of their 
enjoyment of attendance at mass; a radio link was also in place but one resident said 
it was “not the same on the radio”. 
 
A programme of activities was in place and included scheduled weekly sessions with 
the physiotherapist and the psychologist/advocate. Staff facilitated activities such as 
bingo and skittles and resident participation records were maintained. However, the 
benefit of reviewing the current arrangements in consultation with residents, the 
advocate, and the personal biography records, and providing training for a staff 
member in the design and delivery of therapeutic and meaningful activity was 
discussed with the provider.  
 
Outcome 17 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection.  
 
 
Inspection findings 
 
Each resident was provided with adequate individualised storage space for their 
personal possessions. A laundry service was provided; staff were supplied with the 
appropriate equipment and were knowledgeable as to the management of clean and 
soiled linen. There was a policy in place for the management and safekeeping of 
resident’s personal property. However, while the service was compact and staff were 
familiar with resident’s personal items such as clothing, adequate recordkeeping to 
safeguard property as outlined in policy was not in place.   
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Theme: Workforce 
The workforce providing a health and social care and support service consists of all the 
people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality, person-centred and safe service. Service providers must be 
able to assure the public, service users and their workforce that everyone working in 
the service is contributing to a high quality safe service. 
 
Outcome 18 
There are appropriate staff numbers and skill mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision  
 
Action(s) required from previous inspection:  
Outstanding actions under this outcome 
 
Put in place recruitment procedures to ensure no staff member is employed unless the 
person is fit to work at the designated centre and full and satisfactory information and 
documents specified in Schedule 2 have been obtained in respect of each person. 
 
Put in place recruitment procedures to ensure the authenticity of the staff references 
referred to in Schedule 2. 
 
 
Inspection findings 
 
This is a compact service where a maximum of 15 residents were accommodated 
and 17 staff were employed. Inspectors were satisfied that the numbers and skill-mix 
of staff gave a good staff- resident ratio were adequate to meet the needs of the 
residents to a good standard. Inspectors saw that a good staff presence was 
maintained at all times and staff were readily available to residents. A staff roster 
was maintained that identified the staff on duty each day. However, the roster did 
not specify the hours worked by each staff member by day, therefore while staff 
knew, the roster did not identify which staff were actually on duty at specific times 
during the day. 
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Staff files were well maintained and presented and demonstrated the provider’s 
knowledge of legislative requirements. However, based on a sample of four files 
reviewed two did not contain a full employment history and one file did not contain 
evidence of physical and mental fitness for the purposes of the work they were to 
perform in the designated centre. Each file contained evidence of satisfactory Garda 
Síochána vetting or evidence that it had been sought and was awaited, and three or 
more references were in place. However, the majority of references seen were of a 
testimonial nature and there was no evidence of their verification by the provider. 
 
There were records in place to attest to the completion of a three day induction 
programme by all newly recruited staff. There was evidence of daily and periodical 
formal supervision. Care staff spoken with said and the inspector saw that all staff 
received information daily of the current needs of residents that allowed them to 
adequately meet those needs. The person in charge was actively involved in the 
supervision and delivery of care to residents on a daily basis. Formal staff appraisals 
had been completed with 13 staff. The appraisal system was constructive and 
incorporated self-appraisal and appraisal by the person in charge. 
 
Persons providing services to the residents had been vetted appropriate to their role 
and their level of involvement in the centre but did not have their roles and 
responsibilities set out in a written agreement.  
 
There was a registered nurse on duty at all times and evidence of current 
registration with their regulatory body was in place for all nursing staff employed.   
 
While improvements were identified to ensure learning and a high standard of 
evidence based care at all times, there was evidence to support that the provider 
was committed to ongoing education and training for staff. The inspector saw 
evidence to support that the mandatory training requirements of staff including 
newly recruited staff were within the required timeframes and individual staff had 
completed a range of recent education and training such as end-of-life care, 
dementia training, medication management, hand hygiene and Further Education 
Training and Awards Council (FETAC) level 5 training such as occupational first aid 
and infection prevention and control. Two staff nurses employed had completed a 
FETAC level 6 Gerontology programme. The provider was presented in the centre 
daily and was actively involved in the provision of care to residents and also kept 
herself appropriately updated through attendance at manual handling, fire safety and 
nutrition; she had also recently completed FETAC accredited supervisory 
management for healthcare managers.   
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Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider, 
and the person in charge to report on the inspectors’ findings, which highlighted both 
good practice and where improvements were needed.  
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Chronology of previous HIQA inspections 
Date of previous inspection: Type of inspection: 

 
 
27 August 2009 
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 Follow-up inspection 
 Triggered 

 
 Announced 
 Unannounced  

 
30 October 2009 and 3 November 2009 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
2 December 2009 and 3 December 2009 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
5 July 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
16 April 2012 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Provider’s response to inspection report ∗ 
 

 
Centre Name: 

 
Bailey House Nursing Home 

 
Centre ID:  

 
0196 

 
Date of inspection: 

 
16 April 2013 and 17 April 2013  

 
Date of response: 

 
17 May 2013 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007 as amended, the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
and the National Quality Standards for Residential Care Settings for Older People in 
Ireland. 
 
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 fee for services provided but not included in the basic fee was not specified in 
the contract. 
 
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 including services that may be provided but are not 
included in the basic fee. 
 
  

                                                 
∗ 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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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: 
 
Now in place. 
 

 
 
19 April 2013 

  
Outcome 4: Records and documentation to be kept at a designated centre 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The Residents’ Guide did not contain the most recent inspection report, a summary of 
the complaints procedure, a standard form of contract or contact details for the Chief 
Inspector. 
 
Action required:  
 
Produce a Resident’s Guide which includes a summary of the statement of purpose; 
the terms and conditions in respect of accommodation to be provided for residents; a 
standard form of contract for the provision of services and facilities to residents; the 
most recent inspection report; a summary of the complaints procedure provided for 
in Regulation 39; and the address and telephone number of the Chief Inspector. 
 
Reference:    

Health Act, 2007 
Regulation 21: Provision of Information to Residents 
Standard 1: Information  

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

Timescale: 
 

Provider’s response: 
 
Now in place. 
 

 
 
18 April 2013 
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Theme: Safe care and support  
 
Outcome 6: Safeguarding and safety 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The policy on protection required review and expansion. 
 
Improvement was required in the process for receipting monies received or managed 
on behalf of residents. 
 
Action required:  
 
In line with these inspection findings and relevant national guidance, review, amend 
and put in place a comprehensive centre-specific policy on and procedures for the 
prevention, detection and response to abuse. 
 
Action required:  
 
Maintain a record of all monies deposited by a resident or received from another on 
the resident’s behalf. Records shall contain all of the documentary requirements as 
listed in Schedule 4 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) including 
written acknowledgement of the receipt of the money and/or return of the 
monies/valuables. In the interest of transparency, accountability and the 
safeguarding of all parties, transactions should be signed where possible by the 
resident or their representative or a second staff member.  
 
Reference:    

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

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

Timescale: 
 

Provider’s response: 
 
Reviewed policy and procedures in place. 
 

 
 
19 April 2013 
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Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Deficits were identified in fire safety procedures. 
 
Inspectors were not satisfied that staff understood and implemented evidence based 
contemporary, infection prevention and control practice at all times. 
 
Staff did not have available to them contemporary assistive devices in manual 
handling such as handling belts. 
 
Action required:  
 
Ensure that all designated fire exits provide adequate means of escape and are fitted 
only with fastenings that can be readily operated in the event of an emergency. 
 
Action required:  
 
In consultation with the appropriate person review the quantity, type and location of 
the existing fire fighting equipment and ensure that staff have available to them 
adequate, appropriate, easily accessible and manageable fire fighting equipment. 
 
Action required:  
 
Ensure that adequate and accurate records are maintained in the fire register of the 
inspection and testing of the fire detection system at suitable intervals (quarterly). 
   
Action required:  
 
Ensure that policies and procedures consistent with current national guidelines on 
infection prevention and control are used by staff on a daily basis. Ensure that at all 
times staff have available to them adequate stocks of, guidelines on, and knowledge 
of the management of disposable, single use and single patient use devices such as 
wound dressing packs, alcohol cleansing wipes and nebuliser attachments. 
 
Action required:  
 
In consultation with the physiotherapist review the manual handling requirements 
and plan of each resident. Ensure that staff have available to them contemporary 
evidence based devices to assist them in the safe and comfortable transfer of 
residents.   
 
Reference:  

Health Act, 2007 
Regulation 31: Risk Management Procedures  
Regulation 32: Fire precautions and records 
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: 
 
Action 1: In place. 
  
Action 2: Extra fire extinguishers purchased. Two for landing on 
the first floor and one for laundry.  
 
Action 3: In place.  
 
Action 4: In place.  
 
Action 5: Physiotherapist reviewed each resident and advised on 
best manual handling aids required. New electric hoist purchased 
and will keep our second hoist for emergency if needed. 
 

 
 
19 April 2013 

 
Outcome 8: Medication management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The procedure for the  administration of medication in a crushed format was not 
addressed in the medication policy. 
 
The maximum daily dosage for all PRN medication prescribed was not stated. 
 
Action required:  
 
Put in place written operational policies relating to the administration of medicines to 
residents in an altered format and ensure that staff are familiar with such policies and 
procedures. 
 
Action required:  
 
Ensure that the maximum daily dosage is clearly stated for all PRN medications 
prescribed. 
 
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: 
 
Policy on crushed medicine now in place. PRN medication daily 
dosage corrected. 
 

 
 
19 April 2013 

 
Theme: Effective care and support 
 
Outcome 10: Reviewing and improving the quality and safety of care  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Ccompleted audits reviewed by inspectors did not demonstrate a sound 
understanding of the purpose of or the completion of audits and consequently had 
not identified deficiencies in practice and areas requiring improvement. 
 
Action required:  
 
Establish and maintain a system for reviewing and improving the quality and safety of 
care provided to, and the quality of life of, residents in the designated centre at 
appropriate intervals. The system will clearly identify required improvements and a 
corrective action plan addressing the areas requiring improvement is developed and 
implemented. 
 
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: 
 
Reviewed and discussed the auditing procedure with other staff 
nurses. 
 

 
 
17 May 2013 

 
Outcome 11: Health and social care needs 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Deviations were noted in wound prevention and management. 
 
Residents had not had access to recent optical and dental review. 
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Action required:  
 
Ensure that at all times a high standard of contemporary evidence based nursing 
practice is provided. 
 
Action required:  
 
Make suitable adaptations, and provide such support, equipment and facilities, 
including pressure relieving equipment for residents, as may be required and as 
indicated by their assessed needs. 
 
Action required:  
 
Arrange for and facilitate as appropriate to their needs each resident’s timely access 
to optical and dental review and treatment or any other services as required by each 
resident. 
   
Reference:   

Health Act, 2007 
                 Regulation 9: Health Care  

Regulation 6: General Welfare and Protection  
                 Standard 13: Healthcare 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Two new pressure relieving matresses purchased. The PIC has 
received further guidance on wound care. Optican has been 
arranged to call to test residents eyes; family will take residents 
to dentist as required. 
 

 
 
24 June 2013 

 
Outcome 12: Safe and suitable premises 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was no designated private area for residents to meet with visitors if same was 
desired or required. 
 
The locks provided on toilet doors provided privacy for the resident but would not 
easily allow for staff to access the facility to provide assistance in the event of an 
emergency.        
 
Action required:  
 
Provide suitable facilities for each resident to meet visitors in a suitable private area 
which is separate from the residents’ own private rooms. 
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Action required:  
 
Ensure where locks are provided to ensure privacy for the resident that the lock also 
allows for easy and ready access for staff in defined circumstances. 
 
Reference:   

Health Act, 2007 
                  Regulation 12: Visits  
                  Regulation 19: Premises 
                  Standard 25: Physical Environment 
                  Standard 20: Social Contacts 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Will use small entrance hall as visitors area. Locksmith has fitted, 
four new indicator locks and are in place. 
 

 
 
24 May 2013 

 
Theme: Person-centred care and support                                                              
 
Outcome 13: Complaints procedures 
The provider  is failing to comply with a regulatory requirement in the 
following respect:  
 
There was lingering inconsistency between complaints management policy and 
procedure. 
 
Action required:  
 
Review and amend the complaints policy and the procedure as displayed so that they 
are both clear and consistent as to who is the complaints officer and who is the 
person responsible for ensure that all complaints are appropriately responded to and 
that the person nominated under Regulation 39(5) (the complaints officer), maintains 
the records specified under Regulation 39(7).  
 
Reference:   

Health Act, 2007 
Regulation 39: Complaints Procedures 
Standard 6: Complaints  

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

Timescale: 
 

Provider’s response: 
 
Amended and in place. 

 
 
22 April 2013 
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Outcome 14: End of life care 
The provider and person in charge are failing to comply with a regulatory 
requirement in the following respect:  
 
Deficits were identified in end-of-life care policy and practice. 
 
Action required:  
 
The person in charge shall put in place written operational policies and protocols for 
end-of-life care that outline adequate arrangements for the provision of end-of-life 
care so that it does not unreasonably infringe upon the wishes, rights, privacy and 
dignity of other residents.The person in charge shall ensure, where there is no option 
but to provide end-of-life care in shared accommodation, that the physical, emotional 
and psychological needs of all residents and, where appropriate, their representatives 
are respected and adequately responded to.   
 
Action required:  
 
The person in charge shall identify record, review and facilitate each resident’s end- 
of-life wishes including choice as to the place of death, including the option of a 
single room or returning home. 
 
Action required:  
 
The person in charge shall ensure that nursing and medical records reflect the 
management of the remains of the deceased including the verification of death and 
the arrangements made for the removal of the remains from the centre. 
 
Reference:  

Health Act, 2007 
Regulation 14: End of Life Care 
Standard 16: End of Life Care  

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

Timescale: 
 

Provider’s response: 
 
We will make sure that nursing and medical records reflect the 
management of the remains of the deceased and all end-of-life 
care. Residents’ wishes will be included in the care plan in each 
resident’s record. It will also be documented in the 
communication sheet and signed by two staff on duty. 
 

 
 
25 April 2013 
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Outcome 17: Residents’ clothing and personal property and possessions 
The person in charge  is failing to comply with a regulatory requirement in 
the following respect:  
 
Adequate recordkeeping to safeguard each resident’s personal property and 
possessions was not in place.   
 
Action required:  
 
Maintain an up-to-date record of each resident’s personal property that is signed by 
the resident. 
 
Reference:  

Health Act, 2007 
Regulation 7: Residents’ Personal Property and Possessions 
Standard 4: Privacy and Dignity  
Standard 17: Autonomy and Independence  
 

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

Timescale: 
 

Provider’s response: 
 
We have a locked press for residents’ personal property but we 
do not at present have any belongings. We will keep a record of 
personal property that residents have on themselves or in their 
own locked drawer. We already write on admission what 
jewelery,money etc they have on admission. Forms to monitor 
residents property are now in place. 
 

 
 
11 May 2013 

 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
The provider  is failing to comply with a regulatory requirement in the 
following respect:  
 
The roster did not specify the hours worked by each staff member by day. 
 
Two staff files did not contain a full employment history and one file did not contain 
evidence of physical and mental fitness for the purposes of the work they were to 
perform in the designated centre.  
 
The majority of references seen were of a testimonial nature and there was no 
evidence of their verification by the provider. 
 
Persons providing services to the residents did not have their roles and 
responsibilities set out in a written agreement.  
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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 have been obtained in respect of each 
person. 
 
Action required: 
 
Put in place recruitment procedures to ensure the authenticity of the staff references 
referred to in Schedule 2. 
 
Action required:  
 
Set out the roles and responsibilities of volunteers working in the designated centre 
in a written agreement between the designated centre and the individual. 
 
Action required:  
 
Maintain a planned and actual staff rota, showing the actual and exact number of 
staff on duty and the hours worked by staff, at any time during the day and night. 
 
Reference:  

Health Act, 2007 
Regulation 18: Recruitment  
Regulation 34: Volunteers  
Regulation 16: Staffing 
Standard 23: Staffing Levels and Qualifications 
Standard 22: Recruitment  

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

Timescale: 
 

Provider’s response: 
 
CVs are now in place, also the fitness to work is in place. Staff 
references will be checked to ensure authenticity of same. New 
staff rota showing staff hours of  duty more clearly of duty is now 
in place. 
 

 
 
18 April 2013 

 
 
 
 
 
 
 
 


