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Centre name: 

 
Village Nursing Care Centre 

 
Centre ID: 

 
0400 

Centre address:  
Ballygarriff, Craughwell, County Galway 

 
Telephone number:  

 
091 777700 

 
Email address: 

 
info@thevillagecare.ie 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
Ballygarriff Partnership of Hussain Bhatti and Allah 
Wadhavo Bhatti 

 
Person authorised to act on 
behalf of the provider: 

 
 
Hussain Bhatti 

 
Person in charge: 

 
Kathleen Boyle 

 
Date of inspection: 

 
9 August 2012, 5 and 6 September 2012 

 
Time inspection took place: 

 
Day-1 Start: 10:30 hrs Completion: 17:00 hrs 
Day-2 Start: 07:30 hrs Completion: 17:30 hrs 
Day-3 Start: 09:00 hrs Completion: 18:30 hrs 

 
Lead inspector: 

 
Nan Savage 

 
Support inspector(s): 

 
Finbarr Colfer 

 
Type of inspection  

  
  announced               unannounced          

Purpose of this inspection 
visit: 

  to inform a registration/renewal decision 
  to monitor ongoing regulatory compliance  
  following an application to vary conditions 
  following a notification 
  following information received  

 
 

   
Health Information and Quality Authority 
Social Services Inspectorate 
 
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 
well-being 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 all 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 was the eighth inspection of this centre and the reports of previous inspections 
are available on the Authority’s website www.hiqa.ie. 
 
This monitoring inspection was unannounced and took place over three days on 9 
August 2012 and 5 and 6 September 2012. 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. As part of the inspection, inspectors also 
considered information of concern received by the Authority during August and 
September 2012. This information related to areas including staffing and quality of 
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life. Some information that pertained to staffing levels was substantiated during this 
inspection.  
  
While there was evidence of good practice in a number of areas, inspectors also 
identified issues that required significant improvement including the provision of 
adequate staffing levels and skill mix, implementation of robust recruitment 
procedures and aspects of risk management and fire safety.  
 
During the inspection there was evidence that residents’ privacy and dignity was 
being respected. Residents were given opportunity to participate in the management 
of the nursing home and were facilitated to exercise their religious and political 
rights. Residents’ nutritional care needs were being met. The building was 
maintained in a clean condition, spacious, bright and furnished with a variety of 
seating. 
 
Inspectors had a significant concern regarding the safety of some immobile residents 
in the event of an emergency evacuation from the centre. Because of this risk, 
inspectors required the provider to take immediate action and this was followed up 
with a written immediate action plan to the provider. Due to the risk identified, the 
Acting Chief Inspector took the critical step in setting the timeframes by which the 
provider had to address the failings. The provider and person in charge responded to 
the immediate action plan within the required timeframe. The provider submitted 
information and documentation in respect of the immediate action which 
demonstrated that appropriate responses had been implemented in relation to 
residents identified at risks. This included confirmation that: 
 

 21 evacuation sheets had been purchased and fitted to the beds of residents 
that required them. While the person in charge reported that these sheets 
were required for immobile residents, the provider had not developed a specific 
evacuation plan for the evacuation of immobile residents. Confirmation was 
received following the inspection that a ‘Personal Emergency Evacuation Plan’ 
had been completed for each resident 
 

 staff training on the appropriate use of the evacuation sheets was carried out 
on 13 September 2012 with an additional training date scheduled for the 
remaining staff on 22 September 2012. 

 
The person in charge provided strong clinical governance within the centre and had 
brought about significant improvements in most areas of clinical practice. The person 
in charge had established evidence-based nursing practices in response to the health 
needs of residents and with the assistance of the Assistant Director of Nursing 
(ADON) had supported nursing and care staff to implement these practices.  
 
However, inspectors remained concerned that there were still inadequate staffing 
levels and skill mix on some shifts and as a result the needs of all residents were not 
been consistently met. In addition, inspectors were concerned that the person in 
charge and ADON had both handed in their resignation to the provider on 27 August 
2012.  
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Also, some required actions identified in non-clinical areas had not been addressed 
from previous action plans including the provision of contracts of care that met the 
requirements of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended) for residents residing in 
Holly Lane and ensuring that staff files contained all the required information for 
staff. On this inspection additional improvements were required in areas including 
risk management and the provision of fire safety and moving and handling training 
to some staff.  
 
These issues are discussed in the body of the report and areas of non compliance 
with the Regulations are included in the Action Plan at the end of the report.  
 
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 1  
There is a written statement of purpose that accurately describes the service that is 
provided in the centre. The services and facilities outlined in the Statement of Purpose, 
and the manner in which care is provided, reflect the diverse needs of residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
Outstanding actions required from a previous inspection:  
  
Compile a statement of purpose that describes the facilities and services which are 
provided for residents. 
 
Compile a statement of purpose that consists of all matters listed in Schedule 1 of the 
Regulations. 
  
 
Inspection findings 
Inspectors reviewed the statement of purpose and noted that while it complied with 
the majority of the requirements, the provider had not kept it under review as 
required by the Regulations and it had not been updated to reflect a change in the 
management structure that took place in July 2012.  
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In addition, inspectors noted that a clause was included in the statement of purpose 
which stated that the centre shall not be held responsible for items damaged in the 
normal process of laundering. However, this did not promote the rights of residents 
and was not in accordance with residents’ contracts of care.  
 
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 
Outstanding action required from a previous inspection:  
 
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. 
 
 
Inspection findings 
This outstanding action had not been completed.  
 
Inspectors reviewed a sample of the contracts of care that had been issued and 
found that the contracts issued to residents residing in the Holly Lane unit did not 
meet all the requirements of the Regulations. For example, this contract stated that 
the centre cannot accept responsibility for any personal items. This condition did not 
support the rights of residents and had been identified as an issue on previous 
inspections.  
 
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  
Outstanding action required from a previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
The post of person in charge was full-time and held by a registered nurse who had 
the required experience in the area of nursing older people. She had commenced her 
role as person in charge in February 2012 and took up the post on a full-time basis in 
March 2012. During this inspection, the person in charge confirmed that she was 
resigning and had handed in her notice on 27 August 2012.  
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The person in charge demonstrated competence and good knowledge of her 
statutory responsibilities during the inspection. Inspectors noted that she provided 
strong leadership and was very familiar with residents and staff. The person in 
charge had engaged in continuous professional developed and had recently enrolled 
on a social gerontology course.  
 
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 
Outstanding actions required from previous inspections:  
 
Residents’ Guide  
Produce a Residents’ 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. 
 
Directory of Residents 
Ensure that the directory of residents includes the information specified in Schedule 3 
of the Regulations. 
 
Operating Policies and Procedures (Schedule 5) 
Put in place all of the written and operational policies listed in Schedule 5 of the 
Regulations. 
 
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*       
 
Inspectors found that the Residents’ Guide did not meet all the requirements of the 
Regulations. For example, the guide did not include the most recent inspection report 
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and this had not been made available to residents. An inspector was informed by a 
representative of the provider that the most recent inspection report was maintained in 
the reception area. The inspector checked this and noted that the most recent 
inspection report was not available. Some residents spoken to during the inspection 
said they had not been given a copy of the guide. 
 
Records in relation to residents (Schedule 3)  
 
Substantial compliance                                  Improvements required*                 
 
Some improvements were required to records relating to health care and medication 
management and are discussed in detail under Outcomes 8 and 11. 
 
General Records (Schedule 4) 
 
Substantial compliance                                  Improvements required*                 
 
Improvements required to some Schedule 4 records are detailed in other sections of 
this outcome and under Outcome 1. 
 
Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                                 Improvements required*         
 
Two Schedule 5 policies were absent during the inspection. Required polices on 
admissions and the temporary absence and discharge of residents were not available 
for review. The person in charge submitted a copy of these policies to the Authority 
after the inspection.  
 
Directory of Residents 
 
Substantial compliance                                  Improvements required*                 
 
Inspectors viewed the directory of residents and found that it was maintained up to 
date. However, the directory did not contain all of the information required in the 
Regulations. The name and address of any authority, organisation or other body, which 
arranged the resident’s admission to the centre was not included in the directory.  
 
Staffing Records 
 
Substantial compliance                                  Improvements required*       
                
The policy on the recruitment, selection and vetting of staff had been updated in May 
2012. However, as detailed in Outcome 18 the policy did not adequately inform 
practice.  
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Medical Records 
 
Substantial compliance                                  Improvements required*                 
Some improvements were required to the medical records as detailed under Outcome 
8. 
 
Insurance Cover 
 
Substantial compliance                                  Improvements required*                 
 
The insurance documentation made available at inspection demonstrated that there 
was insurance in place for the centre but did not confirm that adequate insurance was 
in place for residents’ personal property. 
 
 
Outcome 5 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designed centre and the arrangements in place for the management of the 
designated centre during his/her absence.  
 
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 
Outstanding action required from a previous inspection:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
The person in charge had not been absent from the centre for a period of time that 
required notification to the Chief Inspector. 
 
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. 
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References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
Outstanding action required from a previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
Inspectors reviewed the policy on preventing abuse and responding to allegations or 
suspicions of abuse. The policy was dated 22 February 2012 and provided guidelines 
to staff on the different types of abuse and how to respond to suspicions of abuse.  
 
However, some parts of the policy which related to the investigation into allegations 
of abuse did not reflect practices in place and were not in line with regulatory 
requirements. The policy stated that the line manager performs an initial screening 
and conducts a physical and psychological assessment as appropriate. The provider 
and person in charge confirmed that this was not the practice when investigating 
allegations of abuse. Also, the policy did not include the requirement to inform the 
Authority of any allegations of abuse. 
 
Inspectors spoke with staff and they were familiar with the policy and were able to 
tell inspectors about what they would do if they suspected abuse. Staff and training 
records viewed confirmed that the person in charge had provided training to staff on 
elder abuse in June and July 2012. Inspectors also noted that since the last 
inspection the person in charge and ADON had attended a conference on elder abuse 
awareness. 
 
Residents’ finances were not reviewed on this inspection.  
 
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  
Outstanding action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
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Inspection findings 
The provider had systems in place to protect the health and safety of residents, staff 
and visitors but some of these systems were not adequate and required 
improvement. Inspectors also identified some hazards that posed a risk of harm to 
residents and others.  
 
While the provider had put in place specific fire safety precautions, inspectors were 
concerned that these measures were not sufficient to promote and protect the safety 
of all residents.  
 
Inspectors were very concerned that a safe evacuation plan had not been developed 
for some immobile residents and that information was not available on the method of 
evacuation for each resident. Staff told inspectors that evacuation sheets were part 
of the evacuation plan for immobile residents. However, an inspector noted that 
some immobile residents requiring evacuation with the use of an evacuation sheet 
did not have these sheets on their beds. At the end of the inspection the provider 
informed an inspector that evacuation sheets had been ordered by the operations 
manager, but, follow-up correspondence with the person in charge confirmed that 
the sheets on order had been an aid for moving and transferring residents and were 
not the correct fire evacuation sheets. The provider was required to take immediate 
action in relation to this risk and responded to the immediate action plan within the 
specified timeframe. The provider and person in charge submitted documentary 
evidence which demonstrated that appropriate measures had been taken to address 
this immediate action. This included confirmation that evacuation sheets had been 
purchased. Also information was submitted which confirmed that 35 staff had now 
received training on the appropriate use of evacuation sheets and further training 
had been planned for other staff.  
 
Inspectors were also concerned that some staff had not received formal fire safety 
training since 2010 including the operations manager, a member of the nursing staff 
and several care assistants. There were training records which confirmed that other 
staff had attended training on fire safety in February 2012 and April 2012. Inspectors 
found that most staff spoken with were clear about the procedure to follow in the 
event of a fire. However, some staff were not familiar with the current fire safety 
evacuation procedures.  
 
Other documents viewed by inspectors indicated that fire drills had been carried out 
in early 2012 but there was no record that a fire drill had taken place since February 
2012. Inspectors also noted that some staff who had not received formal fire training 
had not been in attendance during the fire drills in 2012. After the inspection formal 
correspondence was received by inspectors which confirmed that fire training had 
been scheduled for 16 October 2012. 
 
Inspectors noted that a number of issues had been identified during a periodic 
inspection of emergency lighting by an external contractor that took place in August 
2012. However, it was not clear from the documentation provided during the 
inspection that these deficits had been addressed. Inspectors also noted that 
documented weekly checks of emergency lighting and fire exits had not been carried 
out weekly as required by the centre’s own fire procedures. Inspectors found it 
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difficult to retrieve some information pertaining to fire safety as sections of the fire 
records were maintained in a disorganised manner.  
 
Inspectors found that the provider had put in place other specific fire safety 
precautions. Fire extinguishers were serviced annually and quarterly servicing of the 
fire alarms had also been carried out. The fire extinguishers had been serviced in 
April 2012 and the fire alarm system had been serviced most recently in August 
2012. A weekly inspection of the fire extinguishers was also completed by a member 
of the housekeeping staff. Adequate controls were in place to monitor all visitors to 
the premises. Inspectors noted that a record of all visitors to centre was completed 
daily in a visitors’ book located at reception.  
 
A risk management policy was in place dated February 2012 which included a risk 
management framework for the centre. A risk management register was available 
and contained risk assessments that had been completed for a range of risks which 
could occur in the centre including control measures for these risks. However, some 
assessments and controls were not centre specific, including controls identified for 
the outdoor areas. Also some controls had not been implemented. For example, the 
assessment on resident absconsion identified that where a resident was at risk of 
absconsion that one to one care shall be provided. This was not evident in practice 
for a resident identified at risk of absconding. Since the previous inspection, the 
health and safety officer was no longer employed in the centre. Inspectors found 
that some risks had not been risk rated and it was not clear in the risk management 
policy who was responsible for overseeing some areas of risk management in the 
centre. The provider informed inspectors that representatives from an external 
consultancy firm were currently allocated responsibility for risk management.  
  
Inspectors also found that sufficient guidance was not included in the risk 
management policy for the identification, recording, investigation and learning from 
serious incidents. 
    
While there were measures to reduce accidents and promote residents’ mobility 
within the centre including safe floor covering and handrails, inspectors also noted 
some hazards that posed a risk to resident’s safety. For example, inspectors found 
that some sections of the internal courtyard were uneven and there was a raised 
section to the front door which posed a trip hazard. The provider told inspectors that 
he was aware of the uneven surface in the courtyard and was pursuing this matter 
with the builder.  
 
Some staff had not received mandatory training in moving and handling within the 
last three years and this was confirmed by speaking with staff and viewing training 
records. Inspectors noted that there was a plan in place to provide this training on 
16 October 2012.  
 
An emergency plan was in place which identified what to do in the event of 
emergencies such as flooding and loss of power or heat but inspectors found that it 
required improvement. The plan did not include transport arrangements for residents 
and details of the premises to which residents could be evacuated to in the event of 
an emergency. Inspectors noted that the emergency plan was currently being 



Page 13 of 45 

 

updated to include an emergency response plan for an infection control outbreak and 
severe weather.  
 
Some improvements were required to infection control practices within the centre. 
Inspectors noted that bags of soiled laundry were left open in the laundry room 
which was also used to store clean laundry. Also there was one small sluice room in 
the centre which meant that staff had to transport commode chairs from some 
bedrooms on one side of the centre to the opposite side. This practice did not 
promote best practice in infection control. Inspectors found that other specific 
controls were in place to prevent the spread of infection and that guidance had been 
provided to staff on infection control precautions. For example, household staff 
demonstrated sufficient knowledge of their role in infection control and had 
implemented adequate infection control processes including the use of colour coded 
cloths and a single use mop system to prevent the spread of infection.  
 
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 
Outstanding action(s) required from previous inspection:  
 
Put in place appropriate and suitable practices and written operational policies relating 
to the ordering, prescribing, storing and administration of medicines to residents and 
ensure that staff are familiar with such policies and procedures. 
 
 
Inspection findings 
Inspectors reviewed the policy on medication management which was dated 7 June 
2012. The policy was centre specific and provided guidance to nurses on the safe 
management of medication in the centre. Generally, inspectors found good practice 
in the management of medication but found that the provider had not yet addressed 
actions from previous inspections relating to the management of crushed medication 
and nurses continued to administer crushed medication that had not been prescribed 
for crushing by the GP. Inspectors also found a minor discrepancy in the 
documentation of medications that require strict controls. 
 
An inspector observed nursing staff on a medication round and found that generally, 
medications were administered in accordance with professional guidelines. However, 
some of the residents required their medication to be crushed and nurses were 
administering this without the requirement for crushing being prescribed by the GP. 
The medication management policy stated that if a resident required their medication 
to be crushed, the GP would clearly document the reasons for crushing and the 
resident would be reviewed by a speech and language therapist (SALT) in relation to 
their swallow ability. Inspectors found that the GP was not documenting the reasons 
for crushing and not all residents who required crushed medication had been 
reviewed by the SALT. While medication administration charts had a note by the 
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pharmacist stating that medications could be crushed, the GP was not prescribing the 
medications as crushed. This had been identified as an area for improvement on 
previous inspections. 
 
Arrangements for medication that required strict controls (MDAs) were reviewed. The 
medications were being stored in a double locked cabinet and were found to be 
secure. The medications were being recorded in a Controlled Drug Register and the 
balances were being recorded at the change of each shift by two nurses. The 
inspector reviewed the balances of medication for three residents and found that one 
of the entries in the Controlled Drug Register was incorrect. The person in charge 
responded appropriately to the issue and was able to provide documentary evidence 
to demonstrate that the medication had been appropriately administered and that 
the error had been in the balance recorded in the Controlled Drug Register. She then 
treated the issue as a medication management error and implemented the centre’s 
policy on responding to errors. 
 
An inspector reviewed the storage of medication and found that this had been 
improved since the previous inspection. An inspector checked a sample of 
medications such as ointments and eye drops which were stored in the medication 
trolleys and found that they were in date and had the date of opening was recorded 
on the boxes. The medication fridge was kept locked and a daily record of the 
temperature of the fridge was being maintained to ensure that it was suitable for the 
storage of the medications. The pharmacy room was clean and well organised, and 
was kept locked at all times when not in use. 
 
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 
Outstanding action required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
Inspectors reviewed accident and incident records and the practice in relation to 
notifications of incidents. Overall, good practices were observed but improvements 
were required in ensuring that all accident reports were legible.  
 
Detailed information was recorded for incidents that had occurred including what had 
happened and the actions that were taken. The person in charge had also issued a 
risk alert to staff in July 2012 regarding some issues that had been identified as a 
result of a review of the accident and incident reports. However, inspectors noted 
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that some accident reports were difficult to read as the hand writing was illegible in 
sections.  
 
Inspectors found that the person in charge had submitted notifications to the Chief 
Inspector, as required by the Regulations.  
 
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  
Outstanding action(s) required from previous inspection:  
 
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. 
 
 
Inspection findings 
The person in charge had implemented a range of reviews of clinical care to ensure 
that residents’ health and wellbeing were being monitored and supported. However, 
there was no information available at the time of inspection to demonstrate that 
monitoring systems were in place to review areas such as health and safety and 
infection control. 
 
Inspectors reviewed a monthly audit of clinical risk which clearly identified residents 
who were receiving specific care interventions such as wound management, night 
sedation and restraint management. The audit also identified risk areas for residents 
such as falls risks or risk of developing wounds. The person in charge had introduced 
a range of care initiatives to respond to the information gathered in this review and 
these are discussed under Outcome 11. For example, she had introduced a new pain 
monitoring process to improve the responses to residents who were experiencing 
pain. 
 
Audits had also been undertaken in other areas such as an audit of pressure 
mattresses and their settings, an audit of the quality of bed tables and an audit of 
the use of nebulizers. 
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Following a review of falls risk for residents in the centre, the person in charge 
established a monthly ‘Falls and Incidents Review Meeting’. Inspectors reviewed the 
minutes of the meetings for July and August 2012 and found that each incident was 
discussed and improvements in risk management identified to prevent the recurrence 
of the incident. 
 
The inspector also reviewed an audit of residents’ access to health professionals. The 
person in charge had identified a number of residents who had not recently been 
reviewed by specific health professionals and she had arranged appointments for 
these residents with such health services as dietetics, audiology and dental services.  
 
The person in charge informed inspectors that a resident/relative questionnaire had 
been completed during June and July 2012. She informed inspectors that the 
findings of the survey were not yet available. The person in charge stated that an 
external company was analysing the questionnaires and would provide a report on 
the findings. 
 
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  
Outstanding actions required from previous inspection:  
 
The following actions required from a previous inspection were satisfactorily 
implemented: 

 provide a high standard of evidence-based nursing practice 
 provide opportunities for each resident to participate in activities appropriate to 

his/her interests and capacities 
 revise each resident’s care plan, after consultation with him/her. 
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List of outstanding actions under this outcome 
 put in place suitable and sufficient care to maintain each resident’s welfare and 

wellbeing, having regard to the nature and extent of each resident’s dependency 
and needs 

 set out each resident’s needs in an individual care plan developed and agreed 
with the resident. 
 

 
Inspection findings 
On previous inspections, inspectors had been concerned that call bells were not 
being responded to in a timely manner which could place the wellbeing of residents 
at risk. Inspectors noted that the operations manager, person in charge and previous 
ADON had undertaken a review of the call bells in May and June 2012 and had 
introduced some changes to improve response times. The operations manager was 
identified as taking the lead in this area.  
 
However, on 9 August 2012, inspectors found that the operations manager had not 
completed a comprehensive analysis of the call bell log system to determine trends. 
While inspectors noted that, overall, there had been a reduction in the number of 
calls which took over three minutes to respond to, there were still a considerable 
number of call bell times over three minutes. When reviewed by inspectors, a 
number of these calls correlated to times when there had been staff shortages. 
These findings were discussed with the operations manager. On 5 and 6 September 
2012, inspectors noted that call bells were being answered promptly. However, 
inspectors also found that a sample of recent call bell logs indicated that some call 
bells had not been answered in a timely manner and one had taken up to 23 minutes 
before staff responded. These call bell logs had not been reviewed by management. 
Again, inspectors noted that this occurred during a shift when there had been a staff 
shortage.  
 
Generally, inspectors found that the health and social care needs of residents were 
being met and that deficits identified on previous inspection had been addressed or 
were in the process of being completed. The person in charge had introduced a 
range of evidence-based nursing practices in response to the health needs of 
residents and had supported nursing and care staff to implement these practices. 
Inspectors found that there had been significant and sustained improvements in this 
area since the previous inspection. 
 
Residents had access to GP services and to an out-of-hours GP service. Residents 
were no longer visited by a GP at 6.30am, but at a time that better suited residents. 
Inspectors also saw evidence that residents could access a range of other health 
professionals if they required. Inspectors saw notes of reviews by mental health 
services, dietetics, SALT and the local hospice care team. In addition, an 
occupational therapist (OT) and a physiotherapist were funded by the Health Service 
Executive (HSE) to provide a service to residents with a disability who resided in 
Holly Lane. The physiotherapist and OT also provided additional hours service in the 
centre to support the well being of other residents. These residents could also avail 
of private therapy sessions with the physiotherapist and OT at an additional charge. 
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Inspectors reviewed the new care planning process that had been implemented by 
the person in charge. Residents were assessed using validated assessment tools for a 
broad range of health and social needs. A hand-written care plan was developed for 
all identified needs and these care plans provided guidelines to staff on meeting the 
specific needs of residents. They were written in an individualised and respectful 
manner and there was clear evidence of the views of residents or their 
representatives included in the sample of care plans reviewed.  
 
The inspectors reviewed a number of healthcare areas which had been identified as 
requiring improvement in previous inspections. 
 
Systems had been put in place to monitor residents’ nutritional status. However, on 9 
August 2012, inspectors identified one resident who had experienced significant 
weight loss but this resident’s nutritional status had not been reassessed and there 
was no care plan in place to guide staff practice. The person in charge responded 
immediately to this concern and completed an up-to-date assessment and 
implemented a nutritional care plan for the resident. On 5 and 6 September 2012, 
inspectors found good evidence in the management of nutrition in the centre and 
improvements in this area had been sustained. The nutrition status of all residents 
was being assessed using a validated assessment tool on a three-monthly basis or 
more often if required. Residents’ weights were being monitored on a monthly basis 
so that staff could respond to any issues in a timely manner. Any residents who had 
experienced weight loss had been weighed on a weekly basis and had their 
assessment and care plan reviewed. The kitchen staff had been provided with up-to-
date information sheets on the food requirements of residents who had been 
assessed at risk or who had been reviewed by the dietician. However, the centre’s 
policy on nutrition management had not been adapted to provide specific guidelines 
for the management of nutrition in the centre and had not yet been signed off for 
implementation. 
 
The person in charge had reviewed the processes for managing the risk of wounds 
and responding to wounds. The daily skin integrity checks implemented by the 
person in charge continued to be recorded so that any issues were responded to as 
early as possible. Inspectors reviewed the assessments and care plans for a sample 
of residents who had wounds and residents who had wounds which had healed. The 
assessments were detailed and informed the care delivery. The wounds were 
monitored regularly and a detailed record of the progress of healing was maintained. 
Nurses were including a consideration of other related health issues such as nutrition 
when developing care plans for managing wounds. However, some wound records 
included a number of wounds on the same wound record sheet which could be 
confusing. An inspector reviewed the policy on wound management and while it 
provided useful information about the identification and treatment of wounds, it had 
not been updated to reflect the new arrangements for managing wound care in the 
centre. For example, it still referred to the use of the assessment tool on the 
computerised care planning records rather than the new paper based assessment 
tool that had been introduced in May 2012. 
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Inspectors found that there had been improvements in the response of staff to the 
management of behaviour that challenges. Training records viewed confirmed that 
the ADON had provided staff training on challenging behaviour in June and July 
2012. Nursing staff were more informed and better aware of evidence-based practice 
in responding to behaviours that challenge. They had now identified a number of 
residents who presented with a range of behaviours that challenge and had 
developed care plans for these residents. Some residents who required additional 
support had been referred to the mental health team who provided assessment and 
recommendations on the care of those residents. The care plans for these residents 
reflected the recommendations of health professionals and provided staff with 
guidelines on preventing and responding to incidents. However, there were areas for 
improvement. There was a policy on behaviour management but it had not yet been 
adapted to reflect local arrangements and had not yet been signed off as 
implemented. While the care plans provided guidelines to staff on preventing 
incidents, some of the care plans did not provide sufficient guidelines to staff on how 
to respond appropriately to incidents when they did arise. While staff were recording 
behaviour issues on incident forms, there was inconsistency in the way in which 
information was gathered in residents’ files. Different assessment and behaviour 
monitoring charts were being used for different residents. 
 
Inspectors noted that although improvements had been sustained from the previous 
inspection in relation to the use of restraint, there were still a considerable number of 
residents using bedrails. Inspectors viewed a sample of residents’ files and found 
that assessments were in place for different forms of restraint including bedrails and 
lapbelts. Assessments and care plans on the use of restraint had been updated and 
some demonstrated that alternatives had been tried. However, improvements were 
required in the management of the use of restraint. For example, some information 
recorded on the restraint register was not linked to the specific resident’s care plan 
on use of restraint. While there was a process in place for checking metal bedrails, 
inspectors noted that some bedrails were very loose and posed to a risk to residents’ 
safety. This was brought to the attention of the person in charge who addressed this 
issue during the inspection. Also restraint release forms were in place but had not 
been maintained up to date for some residents. 
 
As evidenced in Outcome 9, the recording of incidents including falls had improved. 
Inspectors viewed a sample of assessments and care plans of residents who had 
recent falls. However, inspectors noted that one resident’s assessment had not been 
reviewed after the resident had a fall. The person in charge forwarded an updated 
assessment to the Authority shortly after the inspection. Inspectors also noted that a 
different resident’s care plan on falls prevention had not been reviewed after the 
resident had experienced a fall. Inspectors found that one of the interventions in this 
resident’s care plan had not been implemented fully by staff. This intervention 
directed staff to answer the resident’s call bell promptly but an inspector noted that 
on one occasion it took approximately 10 minutes for staff to respond this resident’s 
call for assistance. Inspectors found that for other residents who had a fall, the 
residents’ falls assessments and care plans had been updated to reflect changes in 
circumstances. These falls risk care plans had been linked to other associated care 
plans and provided guidance to staff on how to manage the residents’ risk of falling. 
Inspectors noted that the activities coordinator continued to facilitate activities in the 
day room in a respectful and appropriate manner. Information that was gathered 
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and being documented by the activities coordinator on residents’ interests and 
activity preferences had now been used to inform the residents’ social care plans. 
Inspectors also noted that care assistants had taken a more proactive role in 
activities and some were observed chatting with residents in their bedrooms.  
 
The person in charge confirmed that the activities coordinator had enrolled on a 
Sonas course (a group session involving stimulation of all five senses particularly 
useful for people with cognitive impairment). The activities coordinator informed 
inspectors that this course was due to commence in October 2012. 
 
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  
Outstanding actions required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
As noted during the registration inspection in June 2011, the centre is purpose-built, 
and the physical environment complied with the majority of Regulations and the 
Authority's Standards.  
 
The building was spacious, bright and furnished with a variety of seating. Communal 
space available to residents included a day room, meditation room, juice bar and a 
hairdressing room. At the time of inspection the centre was maintained in a clean 
condition and the provider had provided a designated cleaning room. Housekeeping 
staff clearly described cleaning procedures that were in place and were familiar with 
infection control precautions as detailed previously in Outcome 7. Inspectors noted 
that access to high risk areas including the cleaning room and sluice rooms had been 
controlled with the use of key pad entry systems. 
 
The commercial style kitchen was well equipped and food supplies were 
appropriately stored. The chef had continued to implement a food safety 
management system. The kitchen had its own cleaning store with cleaning 
equipment and materials specifically for the kitchen area. A separate toilet and 
changing facility for catering staff was also provided. 
 
As outlined in the statement of purpose and noted by inspectors, some of the 
bedrooms had capacity for three residents. At the time of inspection, the three-
bedded rooms were occupied by two residents. The provider was familiar with the 
requirement for a maximum occupancy of two residents by 2015.  
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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 
Outstanding action required from a previous inspection:  
 
Make a person available, independent to the person nominated in Regulation 39(5), to 
ensure that all complaints are appropriately responded to and that the person 
nominated under Regulation 39(5) maintains the records specified under Regulation 
39(7).  
 
The following action required from the previous inspection was satisfactorily 
implemented:  

 maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 

 
 
Inspection findings 
Inspectors found that the arrangements for responding to complaints had been 
improved. While the person in charge encouraged residents and visitors to express 
their views and was responding to any issues that were brought to her attention, 
some further improvements were required in the complaints procedures. 
 
Inspectors reviewed the complaints policy and procedure. A copy of the procedure 
was posted in the entrance hallway and there were additional copies available in 
other communal areas. The policy and procedures outlined how a complaint could be 
made and how staff should respond. The person in charge was identified as the 
complaints officer. However, while the policy stated the details of the appeals 
arrangements, these were not included in the procedures available in the centre and 
were not freely available to potential complainants who may wish to appeal a 
decision of the complaints officer. In addition, the policy did not contain sufficient 
information on the person separate to the complaints officer who was responsible for 
reviewing complaints to ensure they were responded to appropriately and to ensure 
records were being maintained as required by the Regulations. The policy referred to 
review by an “external regulatory support expert” but did not state clearly who that 
was. 
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Inspectors reviewed the complaints records and found that complaints were being 
responded to in a timely manner. The records included the detail of the complaint 
and the investigation process, including the outcome. The satisfaction level of the 
complainant with the outcome was being recorded. All of the complaints had been 
reviewed and signed by the person in charge but there was no evidence that the 
nominated person to review complaints had reviewed them. 
 
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 
Outstanding actions required from previous inspection:  
 
Provide appropriate care and comfort to each resident approaching end of life to 
address his/her physical, emotional, psychological and spiritual needs.  
 
This action required from a previous inspection was satisfactorily implemented. 
 
 
Inspection findings 
An inspector reviewed the end-of-life care policy, which had been signed off as 
implemented on 22 February 2012. The policy provided clear guidance to staff on the 
provision of care at end of life for residents, including the identification of the 
residents’ wishes and those of their relatives. 
 
An inspector reviewed the end-of-life care plan for a recently deceased resident. The 
care plan was handwritten and provided sensitive and respectful guidelines to staff 
on the care of the resident. It included a response to the resident’s health needs and 
the input from the hospice care team. The end-of-life care plan had been reviewed 
and updated regularly in the final days and hours of the resident’s life to ensure that 
he/she was being cared for appropriately.  
 
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 discrete and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes   
Outstanding action(s) required from previous inspection:  
 
No actions were required from the previous inspection.  
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Inspection findings 
Inspectors found that residents had access to food and drinks as required and in a 
manner that met their needs. Snacks and drinks were available throughout the day. 
Residents could have meals at the assigned times in the dining room or in their 
bedrooms if they preferred. Inspectors also saw residents having meals outside of 
the designated meal times. 
 
Inspectors observed the main lunch time meal. Residents had a choice of meals, and 
other dishes were available for residents who did not like the choice on offer. 
Inspectors saw staff positively responding to a resident who had ordered one of the 
meal choices but then changed her mind. Staff asked residents what they wanted for 
their dinner and their preferences in relation to portion sizes and additional gravy or 
sauces. Kitchen staff served each meal in accordance with the wishes of the 
residents. 
 
Some residents needed adaptive equipment to maintain their independence when 
dining. Inspectors saw that this had been provided. Staff provided assistance to 
some residents who required support in a respectful manner, and encouraged social 
interaction during the meal. 
 
Some residents had specific dietary requirements. Modified consistency meals were 
nicely presented and looked appetising. The kitchen staff had a folder with up-to-
date information on the dietary requirements of residents, including information on 
enhancing the nutritional value of food and providing appropriate meals for residents 
with specific conditions such as diabetes. 
 
An inspector visited the kitchen and found that it continued to be well equipped and 
well maintained. There was a sufficient supply of fresh and frozen foods and there 
was a variety of snacks stored for residents who wished to eat between meals. 
 
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    
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Outstanding action required from previous inspection:  
 
Put in place arrangements to facilitate residents’ consultation and participation in the 
organisation of the designated centre. 
 
 
Inspection findings 
Arrangements for consultation with residents on the running of the service had 
commenced. A residents’ forum had been established and had met in May and in 
August 2012. The meeting in May 2012 had been attended by eight residents and 
relatives, the person in charge, operations manager and activities coordinator. The 
minutes indicated that there had been discussion about various aspects of the 
service including maintenance issues, staffing and the quality of the service. 
Inspectors noted that the person in charge had arranged for a letter to be posted out 
to residents’ representatives inviting them to attend the August meeting. Despite 
this, the August meeting had a limited attendance with one resident, one relative, 
the operations manager and the activity coordinator. There was some discussion of 
maintenance items such as the redecorating of rooms and a discussion on staff 
recruitment. However, given the limited attendance, the rest of the meeting focussed 
on the specific queries of those attending rather than the overall running of the 
centre. 
 
Residents’ religious and civil rights were supported. The person in charge stated that 
Roman Catholicism was the only religion being practiced in the centre at the time of 
inspection, but that other religious denominations would be supported to practice 
their religious beliefs. Mass took place in the centre weekly and Eucharistic ministers 
also visited the centre regularly. Inspectors also noted that residents had been 
afforded the opportunity to vote on the fiscal treaty referendum. The person in 
charge confirmed that a polling booth had been set up in the centre.  
 
Inspectors noted that residents’ privacy and dignity was respected by staff. 
Screening curtains were in place at beds in shared rooms, bedroom doors were 
closed when personal care was being delivered and staff knocked on the doors of 
occupied rooms. Inspectors observed staff interacting with residents in a courteous 
manner. Contact with family members was encouraged and there was sufficient 
space provided to facilitate residents to receive visitors in private. Residents were 
well dressed in appearance and they told inspectors that they had access to a 
hairdresser when required.  
 
Residents’ independence was promoted by staff. Inspectors saw staff members 
assisting residents to walk outside to the polytunnel which was used to grow a 
variety of vegetables. As detailed in Outcome 15, residents were encouraged to eat 
their meals independently and were also given plenty of time to enjoy their food. 
Inspectors noted that televisions and telephones had been provided in residents’ 
bedrooms.  
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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 
Outstanding action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
Residents were encouraged to personalise their bedrooms with small items from 
home and inspectors saw rooms which had been personalised and individualised with 
photographs, ornaments and other personal effects. Bedrooms visited by inspectors 
had a private lockable space and adequate space had been provided for residents’ 
personal possessions including clothing.  
 
Inspectors reviewed a sample of files and found that an up-to-date property list was 
maintained for residents’ personal belongings.  
 
A policy had been developed for residents’ personal property and possessions but 
this policy had not been implemented and did not reflect changes in the laundry 
arrangements. The centre no longer laundered residents’ personal clothing and other 
items including bed linen. Instead, an external company had been contracted to 
carry out this service. Inspectors found that the provider had not made adequate 
arrangements for the change-over to promote the protection of residents’ clothing. 
Staff spoken with were unclear about the new laundry arrangements that had been 
implemented and no one including the person in charge could inform inspectors who 
was responsible for sorting returned laundry. This could give rise to clothes going 
missing.  
 
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.  
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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  
Outstanding action required from previous inspection:  
 
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. 
 
 
Inspection findings 
Inspectors were concerned that during part of the inspection staffing levels and skill 
mix was not adequate to meet the needs of residents and resulted in negative 
outcomes for some residents. This issue had been identified on the previous 
inspection but had not yet been fully addressed by the provider.  
 
On 9 August 2012 there was only one nurse on duty from approximately 11am to 
8pm to meet the needs of 41 residents, most of whom were of maximum 
dependency. Inspectors noted that this nurse was extremely busy during the 
inspection and was responsible for medication rounds and responding to all clinical 
issues. Also on 5 September 2012 there was one nurse on night duty from 8pm to 
8am. An inspector reviewed staff rosters since the previous inspection and noted that 
there had been a number of shifts with insufficient staffing levels. As a result, 
inspectors were informed that when there was a shortage of staff some aspects of 
residents’ planned personal care had to be postponed to the following day. A number 
of staff expressed concerns with the staffing levels and the impact this could have on 
residents’ care.  
 
The person in charge had acknowledged at the outset of the inspection that there 
was a significant issue with staffing and when asked, reported that this matter had 
been brought to the attention of the operations manager and provider. During the 
closing meeting the provider informed the inspector that he was also concerned 
about the staffing levels and that there was a recruitment plan in place. He informed 
the inspector that he had arranged advertisements through different forums 
including the local press, internet and radio. The provider forwarded details 
regarding the recruitment campaign to the inspector after the inspection.  
 
Requested rosters for household staff were not made available to inspectors during 
the September days of the inspection. An inspector also noted that the actual staff 
rota for clinical staff did not fully correspond with the hours worked by some staff. 
Inspectors were informed that additional hours had been worked by some nursing 
staff but these hours had not been recorded on the roster.  
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There continued to be a high turnover of staff since January 2012 including nursing 
staff, care assistants and non clinical staff. Some of these staff had been made 
redundant while some others had taken up posts elsewhere or left for personal 
reasons.  
 
The provider had not put in place robust recruitment procedures and had not put 
adequate alternative arrangements in place prior to the redundancy of the human 
resources (HR) manager. There was a policy on the recruitment, selection and 
vetting of staff but this policy did not adequately inform practice and had not been 
updated to reflect changes in organisational responsibilities. The policy referred to 
the responsibilities of the HR manager but there was no longer a HR manager. 
Inspectors reviewed a sample of staff files and found that two requested staff files 
were not available. Also some information required by the Regulations had not been 
obtained for all staff. For example, some staff files did not contain sufficient evidence 
of the employee’s mental and physical fitness. Garda Síochána vetting had not been 
obtained for some staff. However, inspectors noted that copies of the staff members’ 
application form for Garda vetting were available. Agency staff were employed as 
care assistants to cover some shifts during the week. Documentation was not 
available during the inspection to demonstrate that all required information detailed 
in Schedule 3 of the Regulations had been obtained for agency staff. Staff 
recruitment had been identified as an area for improvement in previous inspection 
reports. 
 
As detailed in Outcome 7, some staff had not received up to date mandatory training 
in moving and handling and fire safety. Since the last inspection a number of clinical 
staff had received specialist training in areas such as wound management, diabetes, 
restraint, stoma care, phlebotomy and blood conditions. Staff spoken with confirmed 
that they had attended specific training and described the positive impact this 
training had on the care provided to residents.  
 
The person in charge in conjunction with the previous HR manager had introduced a 
performance and staff appraisal system for clinical staff in July 2012. Inspectors 
noted that a number of staff had received performance appraisals and that the 
person in charge used information gathered to inform staff training needs.  
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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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Provider’s response to inspection report ∗ 
 

 
Centre Name: 

 
Village Nursing Care Centre 

 
Centre ID:  

 
0400 

 
Date of inspection: 

 
9 August 2012 , 5 and 6 September 2012 

 
Date of response: 

 
15 October 2012 and 22 October 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 1: Statement of purpose and quality management 
1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The statement of purpose did not fully reflect the service provided in the centre and 
did not meet all of the requirements in Schedule 1 of the Regulations.  
 
Action required:  
 
Compile a statement of purpose that describes the facilities and services which are 
provided for residents. 
 
Action required:  
 
Compile a statement of purpose that consists of all matters listed in Schedule 1 of the 
Regulations. 
 

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

   
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 
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Reference:   
                   Health Act, 2007 
                   Regulation 5: Statement of Purpose 
                   Standard 28: Purpose and Function 

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

Timescale: 
 

Provider’s response: 
 
The Statement of Purpose and Function shall be revised to 
include clarity in the services and costing related to the residents 
in Holly Lane. The organisational structure shall also be revised to 
reflect recent changes in management. 
 

 
 
06/12/2012 
 

 
Outcome 2: Contract for the provision of services  
2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Contracts of care for residents who resided in the Holly lane unit did not meet all the 
requirements in the Regulations.  
 
Action required:  
 
Ensure each resident’s contract deals with the care and welfare of the resident in the 
designated centre and includes details of the services to be provided for that resident 
and the fees to be charged. 
 
Reference:    

Health Act, 2007 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
 

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

Timescale: 
 

Provider’s response: 
 
The Operations Manager and Disability Manager shall develop a 
contract of care for the residents residing in Holly Lane.  
 
The Contract of Care will be forwarded to the HSE for approval 
we estimate that this will take two weeks.  
 
Upon approval of the contract of care by the HSE a contract of 
care will be issued to the residents and or representatives in 
HollyLane to be signed.   

 
 
06/11/2012 
 
 
20/11/2012 
 
 
06/12/2012 
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 Outcome 4: Records and documentation to be kept at a designated centre 
3. The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
The directory of residents did not comply with all the requirements of the Regulations.  
 
Action required:  
 
Ensure that the directory of residents includes the information specified in Schedule 3 
of the Regulations.  
 
Reference:    
                  Health Act, 2007 
                  Regulation 23: Directory of Residents 
                  Standard 32: Register and Residents’ Records 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A column has now been added to the directory to the directory of 
residents to include where the resident came from. 
 

 
 
Completed 
 

 
4. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Two Schedule 5 policies were not available to inspectors and staff during the 
inspection. 
 
Some centre policies including the policy on nutrition management and behavioural 
management had not been signed off as implemented. These policies had not been 
amended to reflect specific practices within the centre. 
 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5 of the 
Regulations. 
 
Reference:    
                  Health Act, 2007               
                  Regulation 27: Operating Policies and Procedures                 
                  Standard 29: Management Systems 

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

Timescale: 
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Provider’s response: 
 
All Schedule 5 policies and procedures have been developed with 
input from staff to ensure they are reflective of current practice 
and then have been approved by management. Two controlled 
copies of each procedure have been made available within the 
nurses’ station to guide staff practice. Staff sign off sheets are 
being maintained for each policy and procedure. 
 

 
 
Complete 
 

 
5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The Residents’ Guide did not comply with all the requirements of the Regulations  
 
Action required:  
 
Produce a Residents’ 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: 
 
The Residents’ Guide is currently being updated to include: 

 summary of the Statement of Purpose and Function 
 revised organisational structure 
 clarity in the services and costing for the resident residing in 

Holly Lane 
 the most recent inspection report 
 summary of the complaints procedure 
 name and address of the Chief Inspector 
 provision of laundry service. 

 
Additionally a sample contract of care from Holly Lane will be placed 
into the Residents’ Guide for those residents on Holly Lane upon 
approval from the HSE as outlined in action. 
 

 
 
06/12/2012 
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6. The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Some records and documents were not available or only partially available to inspectors 
during the inspection. 
 
Staff rosters were not available for non clinical staff.  
 
Action required:  
 
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) of the Regulations in a manner so to ensure 
completeness, accuracy and ease of retrieval. 
 
Action required:  
 
Make the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) of the Regulations available at all times for inspection and 
monitoring purposes under the Act. 
 
Reference:    
                  Health Act, 2007 
                  Regulation 22: Maintenance of Records 
                  Standard 32: Register and Residents’ Records 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A copy the monthly staff rota for non-clinical staff is maintained on 
the Support Services notice board. An additional copy of the monthly 
rota for non-clinical staff shall be maintained within the nurses’ 
station to ensure ease of access. 
 
An audit of all staff files was completed by the Operations Manager. 
The management of staff files shall be undertaken by the Operations 
Manager. As part of our external audit programme, Staff files and 
related procedures will be audited by an external management 
company to ensure best practice is adhered to.  
 
A review of the accessibility of Schedule 3 and Schedule 4 
documents shall be undertaken by an external facilitator to ensure 
such documents are available and accessible at all times upon 
request. A document management system has now been 
implemented to ensure that copies of policies are controlled and 
updated within best practice. 
 

 
 
27/10/2012 
 
 
 
 
Completed and 
monthly audits 
going forward. 
 
 
 
08/11/2012 
 
 
Completed  
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Theme: Safe care and support  
 
Outcome 7: Health and safety and risk management  

7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Evacuation sheets were identified as part of the evacuation plan for immobile residents. 
Some immobile residents requiring evacuation with the use of an evacuation sheet did 
not have evacuation sheets on their beds.  
 
A written immediate action was issued in relation to this failing.  
 
Action required:  
 
Make adequate arrangements for the evacuation, in the event of fire, of all people in 
the designated centre and the safe placement of residents.  
 
Reference:  

Health Act, 2007 
                   Regulation 32: Fire Precautions and Records 
                   Standard 26: Health and Safety  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response:  
 
Twenty one ski blankets have been purchased and fitted. Each 
resident within the nursing home is now has a ski blanket. Please 
find attached a receipt from the supplier to confirm the purchase 
of the ski sheets (Appendix 1). Furthermore, please find attached 
a photograph of a resident bed fitted with the ski sheet (Appendix 
2). 
 
Staff training on the appropriate use of the ski blankets was 
conducted on 13 September 2012. Please find attached the staff 
attendance sheet at the training (Appendix 3, 4 and 6). Thirty five 
staff members have now received the training and an additional 
training date has been scheduled for 22 September 2012. 
 
Resident Personal Emergency Evacuation Plans (PEEP) have been 
completed for all residents. A specific resident PEEP folder has 
been created within the nurse’s station for the storage of resident 
PEEPs to ensure ease of access to this information to all staff in 
the event of an emergency evacuation. Please find attached a 
sample resident PEEP form (Appendix 5). 
 

 
 
14/09/2012 
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8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
A number of staff had not received up to date fire safety training. 
 
Sufficient information was not available to demonstrate that deficits identified during a 
periodic inspection of emergency lighting that took place on 1 August 2012 had been 
addressed.  
 
Action required:  
 
Provide suitable training for staff in fire prevention. 
 
Action required:  
 
Make adequate arrangements for the maintenance of all fire equipment. 
 
Reference: 

Health Act, 2007 
                   Regulation 32: Fire Precautions and Records 
                   Standard 26: Health and Safety  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Fire training is scheduled for 16, 20 and 23 October, 2012. Ten 
staff members are scheduled to attend each day. A record of staff 
attendance shall be maintained.  
 
The emergency lighting has been serviced and repaired in the 
past, and documented evidence is available to evidence same. 
The Operations Manager shall ensure that such records are 
accessible to all staff as required.   
 

 
 
23/10/2012 
 
 
 
Ongoing 

 
9. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Improvements were required in the management of risk in the centre. For example: 

 inspectors noted some hazards which posed a risk to resident’s safety 
 some documented risk assessments and controls were not centre specific and 

some controls had not been implemented  
 the risk management policy did not adequately cover the arrangements for the 

recording and learning from serious or untoward incidents  
 some accident reports were difficult to read as the hand writing was illegible in 

sections and some required information had not been recorded  
 all staff still had not received moving and handling training. 
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Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the identification 
and assessment of risks throughout the designated centre and the precautions in place 
to control the risks identified.  
 
Action required:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre.  
 
Action required:  
 
Ensure that the risk management policy covers the arrangements for the identification, 
recording, investigation and learning from serious or untoward incidents or adverse 
events involving residents. 
 
Action required:  
 
Provide training for staff in the moving and handling of residents. 
Reference:  
                   Health Act, 2007 
                   Regulation 31: Risk Management Procedures 
                   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: 
 
Manual handling training is scheduled for staff on 20 October 
2012. Four staff members are scheduled to attend. Staff 
attendance at same shall be maintained.  
 
Section 6.7.2 of the risk management policy has been updated to 
include all incident reports and preventative actions shall be 
discussed at monthly team meetings to encourage a culture of 
staff learning. 
 
Staff have been informed that all incident reports are to be 
completed in block letters to ensure all report forms are legible. 
 
The Risk Register will be reviewed at each external audit in the 
upcoming months one area will be reviewed each month to 
ensure there are adequate risk assessments in place. 
Additionally, the risk register will be reviewed after each incident. 
Each staff meeting will include a discussion of risks and incidents 
in the centre to promote learning from same. 

 
 
20/10/2012 
 
 
 
Complete 
 
 
 
 
Ongoing 
 
 
Monthly Reviews 
commencing 
06/11/2012 
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Outcome 8: Medication management 
10. The provider and person in charge are failing to comply with a 
regulatory requirement in the following respect:  
 
Some of the residents required their medication to be crushed and nurses were 
administering this without the requirement for crushing being prescribed by the GP. 
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies relating 
to the ordering, prescribing, storing and administration of medicines to residents and 
ensure that staff are familiar with such policies and procedures. 
 
Reference: 

Health Act, 2007 
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Standard 14: Medication Management   
 

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

Timescale: 
 

Provider’s response: 
 
Policies and procedures for medication management were 
developed to guide staff practice and staff are continually 
reminded of the importance of adherence to the prescribing 
practices surrounding crushed medications. To ensure the 
practice is implemented appropriately, the Registered Provider is 
scheduling a meeting with GPs in relation to the prescribing of 
crushed medications. 
 

 
 
30/11/2012 
 

 
Theme: Effective care and support 
 
Outcome 10: Reviewing and improving the quality and safety of care  
11. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Adequate systems were not in place to review health and safety arrangements in order 
to identify improvements and inform learning.  
 
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. 
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Reference: 
                 Health Act, 2007 
                 Regulation 35: Review of Quality and Safety of Care and Quality of Life 
                 Standard 30: Quality Assurance and Continuous Improvement 

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

Timescale: 
 

Provider’s response: 
 
The Village Nursing Care Centre shall be expanding their contract 
with an external regulatory support organisation. The organisation 
shall be in the centre every two weeks to ensure that best practice 
is adhered to.  
 
This audit programme will include: 

 Resident Rights 
 Risk Management 
 Protection of Residents 
 Quality of Life 
 Care Environment 
 Information Management 
 Governance and Management 
 Health and Social Care Needs 
 Staffing 

 
Each complaint and incident report will be reviewed to ensure that 
the closure of same was managed appropriately. 

 
 
Commencing 
06/11/2012 
 

 
Outcome 11: Health and social care needs 

12. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Sufficient and suitable care was not consistently in place to maintain each resident’s 
welfare and wellbeing and therefore meet all their needs. A sample of call bell logs 
reviewed indicated that some calls by residents for assistance were not responded to in 
a timely manner. 
 
Action required:  
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs.  
 
Reference: 
                    Health Act, 2007 
                    Regulation 6: General Welfare and Protection 
                    Standard 13: Healthcare 
                    Standard 18: Routines and Expectations     
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale 
 

Provider’s response: 
 
The Village Nursing and Care Centre is aware of the nationwide 
shortage of nursing and care staff and are actively recruiting with 
several appointments advertised at a local and national level. In 
the interim, the current staff members of the home have been 
reminded of the ongoing vigilance required in relation to prompt 
call bell response rates. Responses to call bells are constantly being 
monitored. 
 
A comprehensive analysis of the call bell log system is currently 
being implemented to determine trends. This shall be overseen by 
the Operations Manager and Deputy Director of Nursing 
commencing post on 24 October, 2012. Staffing levels shall also be 
monitored/audited monthly.  
 
Care plans are reflective of residents needs agreed and signed off 
by residents. Where there are updates or revisions to the care 
plans each resident shall be consulted with and sign off on same. 
New care plans that have been developed since the inspection are 
currently signed off by the resident where possible.  
 
Nutrition Policies have now been signed off and implemented.  
  
The Wound Management Policy will be updated to reflect the hand-
written assessment. 
  
An update of care plans for those residents on behaviour 
management on how to respond appropriately to incidents when 
they arise is being implemented. Staff will be educated on 
documenting the triggers and therapeutic interventions in the care 
plans.  
 
The Cohen Mansfield assessment tool is being used for behaviour 
monitoring. 
  
The release and review forms are maintained for residents. 
Monthly audits will be conducted on same by the new deputy 
Director of Nursing and overseen by external regulatory support.  
  
Daily checks are implemented for metal bed frames by 
maintenance staff. 
 
A documented falls re-assessment and neuro-observation sheet is 
completed for a resident after they have a fall. Additionally, the 
residents care plan is reviewed.  

 
 
Commenced 
 
 
 
 
 
 
 
Commenced 
monthly report 
available end of 
October 2012 
 
 
Commenced care 
plans are due for 
revision in 
November, 2012 
 
Completed 
 
23/11/2012  
 
 
06/11/2012 
 
 
 
 
 
Completed and 
ongoing.  
 
06/11/2012  
 
 
 
Completed and 
ongoing 
 
 
Completed and 
ongoing 
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13. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Some residents’ current needs were not sufficiently captured in the care planning 
documentation. Some issues were identified in the management of behaviour that 
challenges, restraint management and falls management.  
 
Not all residents and/or their representative were involved in the care planning 
process.  
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with the 
resident. 
 
Action required:  
 
Revise each resident’s care plan, after consultation with him/her. 
 
Reference:   
                   Health Act, 2007 
                   Regulation 8: Assessment and Care Plan 
                   Standard 10: Assessment 
                   Standard 11: The Resident’s Care Plan 
                   Standard 17: Autonomy and Independence 

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

Timescale: 
 

Provider’s response: 
 
Residents are routinely involved in three monthly reviews. Where 
care plans are revised outside of the three-monthly reviews, the 
resident and/or relative/representative shall be requested to sign 
to confirm their receipt of the revised or additional nursing 
interventions. All revised care plans have now been signed by the 
resident. Care plans are all due to revision in November and any 
alterations or changes will be signed off by the resident.   
 

 
 
Ongoing 
 

 
Theme: Person-centred care and support                                                                
 
Outcome 13: Complaints procedures 
14. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The details of the appeals arrangements were not included in the complaint procedure 
and were not readily available to potential complainants.  
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The policy did not contain sufficient information on the person other than the 
complaints officer who is responsible for reviewing complaints to ensure they are 
responded to appropriately and to ensure records are being maintained.  
 
Action required:  
 
Ensure the complaints procedure contains an independent appeals process, the 
operation of which is included in the designated centre’s policies and procedures.  
 
Action required:  
 
Make a person available, independent to the person nominated in Regulation 39(5), to 
ensure that all complaints are appropriately responded to and that the person 
nominated under Regulation 39(5) 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: 
 
Section 5.9 of the Complaints procedure has been updated to 
include the name and address of the external regulatory support 
organisation who are nominated to independently review 
complaints to ensure all are records are maintained. All 
complaints have been reviewed by an external regulatory support 
organisation and have been signed off. A review will also be 
completed every two weeks. Telephone support is also available 
by an external regulatory support organisation for advice on best 
practice. 
 

 
 
Complete and 
ongoing every two 
weeks. 
 

 
Outcome 17: Residents’ clothing and personal property and possessions 
15. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The policy on residents’ personal property and possessions had not been implemented 
and had not been updated to reflect the recent changes in the laundry arrangements.  
 
Staff spoken with were unclear regarding the new laundry arrangements that had 
been implemented.  
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Action required:  
 
Put in place written operational policies and procedures relating to residents’ personal 
property and possessions. 
 
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: 
 
A policy and procedure on the management of resident’s 
property and personal items has been developed and approved 
by the Operations Manager. Two controlled copies of the 
procedure are available for staff reference within the nurses’ 
station. 
 
CE 013 Management of Linen and Laundry has been updated to 
include the services provided by the external laundry company. 
Controlled copies are available to guide staff practice. 
 

 
 
10/11/12  
 
 
 
 
 
10/11/12  
 

 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
16. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
There were still a number of shifts where staffing levels were inadequate to meet the 
needs of all residents.  
 
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. 
 
Reference:  
                   Health Act, 2007 
                   Regulation 16: Staffing 
                   Standard 23: Staffing Levels and Qualifications 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
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Provider’s response: 
 
As outlined in Action 12, the Village Nursing and Care Centre are 
activity recruiting care staff. This has included working with a 
recruitment agency and advertising through local and national 
media. 
 
A new Deputy Director of Nursing will be commencing post on 24 
October 2012. In the interim staff have received on-site support 
and telephone support from the registered provider, operations 
manager and external regulatory support. 
 

 
 
Ongoing 
 

 
17. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Staff rosters were not available for non clinical staff.  
 
The staff rota for clinical staff had not been maintained up to date for some staff that 
had worked extra hours. 
 
Action required:  
 
Maintain a planned and actual staff rota, showing staff on duty at any time during the 
day and night. 
 
Reference:    
                   Health Act, 2007 
                   Regulation 16: Staffing 
                   Standard 23: Staffing Levels and Qualifications 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
As outlined in Action 6, a folder containing non- clinical staff rota 
shall be maintained within the nurses station for ease of access. 
 
Staff have been informed that where they work additional hours to 
that documented on the roster, it is their responsibility to update the 
roster accordingly. Compliance to same shall be monitored by the 
Operations Manager and deputy Director of Nursing (for clinical 
hours) on a weekly basis. 
 

 
 
19/10/2012 
 
 
Ongoing 
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18. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Requested personnel files were not available for two staff members and information 
was not available to confirm that agency staff employed in the centre had all the 
required information detailed in Schedule 2 of the Regulations. 
 
Also some staff files viewed did not contain sufficient evidence of mental and physical 
fitness. 
 
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. 
 
Reference:  
                   Health Act, 2007 
                   Regulation 18: Recruitment 
                   Standards 22: Recruitment  

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

Timescale: 
 

Provider’s response: 
 
A review of staff files has been conducted by the Operations 
Manager to identify gaps in the receivership of medical 
certification. Identified staff members from the review shall be 
requested to submit the required documentation.  
 
A letter has been received by the Agency service to confirm that 
all agency staff rostered to the Village Nursing and Care Centre 
have all the information as required by Schedule 2 of the 
Regulations. 
 
The Operations Manager shall now be responsible for the 
maintenance of staff files. This shall be audited on a monthly 
basis to ensure the file meets the requirements set down in the 
Health Act, 2007. 
 

 
 
30/10/2012 
 
 
 
 
Complete 
 
 
 
 
17/11/2012 
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Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
The Village Nursing Home and Care Centre is fully committed to providing the 
highest quality of care to our residents and in using the Authority's Standards to 
assist us. As such, we welcome the feedback from the inspection report 
 
Provider’s name: Dr. Hussain Bhaitti 
Date: 15 October 2012 
 
 
 
 


