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Centre name: St. Joseph's Nursing Home 

Centre ID: ORG-0000169 

Centre address: 

Clones Road, 
Ballybay, 
Monaghan. 

Telephone number:  042 974 1141 

Email address: olshballybay@eircom.net 

Type of centre: 
A Nursing Home as per Health (Nursing Homes) 
Act 1990 

Registered provider: 
Congregation of the Daughters of Our Lady of the 
Sacred Heart 

Provider Nominee: Kathleen McQuillan 

Person in charge: Deirdre Hughes 

Lead inspector: Catherine Rose Connolly Gargan 

Support inspector(s): Jillian Connolly 

Type of inspection  Unannounced 

Number of residents on the 
date of inspection: 19 

Number of vacancies on the 
date of inspection: 1 
 
 
 
 
 
 
 
 
 
 

   
Health Information and Quality Authority 
Regulation Directorate 
 
Compliance Monitoring Inspection report 
Designated Centres under Health Act 2007, 
as amended 
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About monitoring of compliance   
 
The purpose of regulation in relation to designated centres is to safeguard vulnerable 
people of any age who are receiving residential care services. Regulation provides 
assurance to the public that people living in a designated centre are receiving a 
service that meets the requirements of quality standards which are underpinned by 
regulations. This process also seeks to ensure that the health, wellbeing and quality 
of life of people in residential care is promoted and protected. Regulation also has an 
important role in driving continuous improvement so that residents have better, safer 
lives. 
 
The Health Information and Quality Authority has, among its functions under law, 
responsibility to regulate the quality of service provided in designated centres for 
children, dependent people and people with disabilities. 
 
Regulation has two aspects: 
 
▪ Registration: under Section 46(1) of the Health Act 2007 any person carrying on 
the business of a designated centre can only do so if the centre is registered under 
this Act and the person is its registered provider. 
▪ Monitoring of compliance: the purpose of monitoring is to gather evidence on which 
to make judgments about the ongoing fitness of the registered provider and the 
provider’s compliance with the requirements and conditions of his/her 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 
▪ to carry out thematic inspections in respect of specific outcomes 
▪ following a change in circumstances; for example, following a notification to the 
Health Information and Quality Authority’s Regulation Directorate that a provider has 
appointed a new person in charge 
▪ arising from a number of events including information affecting the safety or 
wellbeing of residents. 
 
The findings of all monitoring inspections are set out under a maximum of 18 
outcome statements. The outcomes inspected against are dependent on the purpose 
of the inspection. In contrast, thematic inspections focus in detail on one or more 
outcomes. This focused approach facilitates services to continuously improve and 
achieve improved outcomes for residents of designated centres. 
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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, the purpose of 
which was following notification of a change in person in charge. This monitoring 
inspection was un-announced and took place over 1 day(s).  
 
The inspection took place over the following dates and times 
From: To: 
16 January 2014 10:00 16 January 2014 18:30 
 
The table below sets out the outcomes that were inspected against on this 
inspection.   
 
Outcome 01: Statement of Purpose 
Outcome 03: Suitable Person in Charge 
Outcome 04: Records and documentation to be kept at a designated centre 
Outcome 06: Safeguarding and Safety 
Outcome 07: Health and Safety and Risk Management 
Outcome 08: Medication Management 
Outcome 09: Notification of Incidents 
Outcome 11: Health and Social Care Needs 
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 
 
Summary of findings from this inspection  
This monitoring inspection was unannounced and took place over one day. This was 
the fifth inspection carried out by the Health Information and Quality Authority (the 
Authority). The purpose of this inspection was to review progress with the action 
plan developed by the Authority from findings during the last inspection of the centre 
on 05 September 2012 and following notification to the Authority that the person in 
charge had changed. As part of the this inspection process the inspector met with 
the newly appointed person in charge Deirdre Hughes, residents, provider and other 
staff members. The Inspection team completed a fit-person assessment with the new 
person in charge and was satisfied that she met all the required legislative 
requirements. Inspectors also observed the delivery of care and reviewed 
documentation that included care plans, medical records, incident log, policies and 
procedures and staff files. Three actions were developed from findings of the last 
inspection, none of which were satisfactorily completed and are restated in the action 
plan at the end of this report. 
 
The findings of this inspection are set out under 12 Outcome Statements. These 
outcomes outline what is expected from a designated centre and are based on the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
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Persons) Regulations 2009 (as amended) and the National Quality Standards for 
Residential Care Settings for Older People in Ireland. 
 
The provider and person in charge demonstrated awareness of their responsibilities 
in respect of implementation of the regulations and standards. The inspector found 
that the centre was managed by a well organised team who demonstrated their 
commitment to ensuring that the care and quality of life of residents was in keeping 
with their choices. There was evidence that residents were supported to remain 
independent and encouraged to pursue their past interests as much as possible. 
 
The inspector met with a number of residents who were complimentary of staff and 
the care provided. Residents were positive about the day-to-day life they 
experienced in the centre. They expressed satisfaction with the facilities and 
services, health care therapies and the variety and choice of meals offered. Some 
residents described their daily routines and emphasised that they were given many 
opportunities to be involved in spiritual activities, which was a significant part of their 
lifestyle prior to coming to live in the centre. The centre's population was all female 
of which 55% were religious sisters. 
 
The inspector found that residents were well cared for in addition to having all their 
needs met and staff were knowledgeable about residents' individual needs and 
worked as a team to meet these. However, the care plan documentation did not 
adequately reference the full extent or adequately advise on the activities of care 
required to meet the complex needs of the residents in the centre. Medication 
management practices required improvement including transcription of medication 
which was carried out by staff in the centre. 
 
Risk management policy also required review to ensure it informed best practice. All 
hazards identified were not documented as required with controls stated to mitigate 
associated risks. The premises were clean and well maintained. Residents' 
accommodation was spacious and bright and many of the residents who 
communicated with the inspectors expressed their satisfaction with the facilities. 
 
The findings of this inspection and required actions developed from findings that are 
in non-compliance with the legislation including restated actions not satisfactorily 
completed from the last inspection of the centre in September 2012 are outlined in 
the action plan at the end of this report. Findings from all inspections and the 
capacity to implement requirements will be considered and will influence judgments 
regarding the overall fitness of those involved in carrying on the business of the 
designated centre and the renewal of the registration. 
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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. 

 
Outcome 01: Statement of Purpose 
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. 
 
Theme:  
Leadership, Governance and Management 
 
Judgement: 
Non Compliant - Minor 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
An up-to-date Statement of Purpose was made available to the Authority which reflected 
the service provided and included the revised management structure and governance 
arrangements. The following information was required to complete the Statement of 
Purpose document to a satisfactory standard: 
 The Authority was r・ eferenced as an option in the complaints appeal procedure 

documented, which is incorrect. 
 The size of rooms in the centre was expressed as cm・ ’s and there is a requirement to 

document room sizes in terms of square meters. 
 
 
Outcome 03: Suitable Person in Charge 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
Theme:  
Leadership, Governance and Management 
 
Judgement: 
Compliant 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
This outcome was satisfactorily met. Sr. Kathleen Mc Quillan continues in the position of 
nominated provider and has appointed a new person in charge, Deirdre Hughes. The 
provider and newly appointed person in charge were on-site on the day of inspection. 
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Deirdre Hughes commenced induction in the centre in October 2013 and in the full-time 
role of person in charge on the 14 January 2014. She is a registered general nurse and 
has completed a postgraduate gerontology course. She had experience of being in the 
role of person in charge in three other designated centres since 2005. 
 
The required notification of change in person in charge and associated required 
documentation was received by the Authority. The inspectors were also satisfied that 
she was engaged in the governance, operational management and administration of the 
centre on a consistent basis. There was adequate evidence of positive developments 
made since she commenced in her role in October 2013 to support clinical practice 
including policy and procedure review and care plan documentation with an aim of 
promoting greater person centeredness. The provider was supportive of the person in 
charge and collectively, they demonstrated awareness of their responsibilities in respect 
of the implementation of the regulations and standards. The person in charge was 
knowledgeable about individual resident’s needs and their individual choices. She was 
aware of the legislative requirements of her role. 
 
 
Outcome 04: Records and documentation to be kept at a designated centre 
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). 
 
Theme:  
Leadership, Governance and Management 
 
Judgement: 
Non Compliant - Moderate 
 
 
Outstanding requirement(s) from previous inspection:  
Some action(s) required from the previous inspection were not satisfactorily 
implemented. 
 
Findings: 
The inspectors reviewed a number of policies and procedures in place to inform practice. 
However, not all this documentation was of an adequate standard. For example, the 
medication management policy did not inform best practice in relation to medication 
transcription by nursing staff and PRN (as required) medication prescriptions. Inspectors 
were also not satisfied that the supporting policy and procedural documentation 
informing all aspects of residents' finances was not sufficiently robust to protect the 
residents’ and the provider’s interests. These findings are discussed further in Outcome 
6 and 8 of this report. 
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The risk management policy documentation required further development to inform best 
practice in relation to management and mitigation measures in place in areas of risk to 
residents. This finding is discussed further in Outcome 7 of this report. 
 
Not all records were maintained in respect of some persons working in the centre in 
accordance with schedule 2 of the regulations, including photographic identification, 
employment references and certification of physical and mental fitness. The hours 
worked by each person working in the centre was not recorded in the duty rota. This 
finding was the subject of an action plan developed by the Authority from findings 
during the last inspection of the centre in September 2012. This finding is further 
discussed in Outcome 18 of this report. 
 
 
Outcome 06: Safeguarding and Safety 
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. 
 
Theme:  
Safe Care and Support 
 
Judgement: 
Non Compliant - Minor 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
There were some satisfactory arrangements in place to protect residents’ from abuse. 
However, access to residents’ accommodation was not adequately protected. There 
were no recorded incidents of alleged or confirmed abuse of residents in the centre. The 
provider and person in charge expressed a no tolerance attitude towards abuse. While 
there was a comprehensive policy informing protection of residents, the actions that 
should be taken by staff to care for residents in the immediate and short-term period 
following an allegation of the various forms of abuse was not clearly stated. All staff files 
reviewed had evidence of completed appropriate vetting procedures. Staff spoken with 
were aware of the procedures to follow in reporting and managing an incident of 
resident abuse. Residents confirmed to inspectors that they felt safe and secure and 
complimented the competence and kindness of staff caring for them. This finding is 
discussed further in Outcome 16 of this report. 
 
Resident finances were reviewed as part of the inspection process. The provider acts as 
agent for collecting some residents’ pensions and some residents’ monies was lodged 
into their named account within the account for the centre. In practice, inspectors found 
that all procedures involving residents’ finances were transparent and residents could 
have access to their money when they wished. However, inspectors were not satisfied 
that the supporting policy and procedural documentation was sufficiently robust to 
protect the residents’ and the provider’s interests. 
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The local community attended Mass in the centre’s Church and accessed the Church 
through the centre’s main door, although a sign-in procedure was in place, access to the 
residents’ accommodation was not adequately protected. 
 
 
Outcome 07: Health and Safety and Risk Management 
The health and safety of residents, visitors and staff is promoted and protected. 
 
Theme:  
Safe Care and Support 
 
Judgement: 
Non Compliant - Moderate 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
There was some evidence that the health and safety of residents, staff and visitors was 
protected but required improvement to ensure there was no hazards in the centre that 
placed those using the centre at risk of injury. There was a risk management policy in 
place reviewed by the centre management team on the 31 July 2013. While the policy 
informs practice in relation to management of assault, accidental injury, aggression and 
violence, self harm and resident absent without leave, each of these policies requires 
further development to make them centre specific and to clearly instruct practice. For 
example, there is an a lake close-by and outbuildings to the back of the centre which 
require address in the policy to inform all aspects of management of a potential incident 
of a resident being absent without leave from the centre. 
 
Hazard identification and risk assessment documentation was not adequate. Some of 
the hazards documented were in draft format since June 2012. Review dates were 
inconsistent with some pages of the document dated 2010 while others were dated 
2013. A number of risks identified during the inspection by the Authority were not 
recorded in the hazard identification documentation. These hazards included the 
following: 
 Two residents with medical conditions that manifested in a tendency to wander were ・

among the resident group living in the centre; one of these residents was 
accommodated on the first floor and was at risk of accessing an open stairs as the 
access door to the stairs was not controlled. 
 Inspectors observed a resident hoist stored on the first floor in a designated area ・

defined by hazard identification tape placed on the floor. 
 Two stairways were located prov・ iding access from the ground floor to the first floor. 

While access to one stairway was protected by a stair-gate, a rope was fitted across the 
mouth of the second stairway which inspectors observed presented greater risk to 
vulnerable residents as it was located in an area heavily frequented by residents. 
 There was also an area of sloped floor on the centre’s main corridor, the corridor in ・

this area was narrowed and handrails were fitted on one side only. 
 The pathway from the centre to the laundry (loc・ ated external to the centre building) 
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was not in a safe condition and posed a risk to persons using it. 
 The local community attended Mass in the centre’s Church and accessed the Church ・

through the centre’s main door, although a sign-in procedure was in place, access to the 
residents’ accommodation was not adequately protected. 
 
All staff had attended moving and handling training which is facilitated every two years 
for each staff member. However, inspectors found that practice observed by some staff 
was not reflective of the controls documented in some residents’ moving and handling 
risk assessments. For example one staff member was observed walking behind a 
resident whilst using her hands to support the resident’s hips. Another staff member was 
observed assisting a resident to transfer from a wheel chair while the brakes were not 
engaged. In addition the staff member was also observed to support the resident to lift 
and transfer to a fixed chair by means of a one-sided underarm lift procedure which was 
not reflective of the instruction documented in this resident’s risk assessment. 
 
Each resident had a falls risk assessment completed. A falls audit had been completed 
for August, September and October 2013 and analysed including times of falls and 
staffing levels at the time. There were a total of six fall incidents recorded for this period 
by two residents. Both residents had risk assessments completed with associated 
measures in place to mitigate their risk of injury. 
 
Seven members of staff had to date not attended fire safety training. This training was 
scheduled for the beginning of March 2014 which the seven staff referenced would 
attend as confirmed by the person in charge. Records of fire safety checks were 
maintained but were not held as a single document and the inspector found difficulty 
accessing this required information. The provider was advised of the requirement to 
maintain fire safety related documentation in a single file. A number of fire evacuation 
drills had been completed over 2013 but it was not possible to conclude that all staff 
had participated in a fire safety drill. 
 
 
Outcome 08: Medication Management 
Each resident is protected by the designated centres policies and procedures for 
medication management. 
 
Theme:  
Safe Care and Support 
 
Judgement: 
Non Compliant - Moderate 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
This outcome was not satisfactorily met. A medication management policy was in place 
to inform best practice procedures. The policy did not reference use of a pain 
assessment tool in use assess and monitor pain medication. One resident was supported 
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by palliative care services in the management of chronic pain. The provider and person 
in charge told inspectors that the centre was changing their medication management 
process from a ‘top-up’ system to a multi-dose system where each resident’s 
medications are pre-packed at pharmacy level by a pharmacist in blister pods. The 
inspectors attended a medication administration round and observed that hand hygiene 
between administration of medication to residents required improvement. Hand hygiene 
opportunities were not consistently taken prior to touching a resident and prior to 
administration of eye medication in droplet preparations. 
 
Inspectors reviewed medication prescriptions and found that discontinued medications 
were not consistently signed and dated by a GP and the maximum dose in twenty four 
hours was not documented for some medications prescribed on a PRN (as required) 
basis. The medication management policy did not clearly inform this procedure. One 
resident was prescribed for anticoagulant medication. A chart recording blood clotting 
time test results which informs the dose to be administered did not have the resident’s 
identification details on it. Two residents did not have photograph identification on their 
prescription record. This finding posed a risk of error as a photographic identification 
procedure was used for checking the correct medication was administered to the correct 
resident. 
 
Nurses transcribing of medications was done in the centre. The inspectors reviewed this 
practice and found that it was not compliant with best practice in some areas. The 
signatures of the transcribing nurse and a ‘checking’ nurse were not documented on the 
prescription record as required. The inspectors were told that no transcribed 
medications were administered until signed by the GP. Transcription practices were not 
subject to audit in line with professional guidelines. 
 
 
Outcome 09: Notification of Incidents 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
 
Theme:  
Safe Care and Support 
 
Judgement: 
Non Compliant - Moderate 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
This outcome was not satisfactorily met. Inspectors reviewed the record of incidents 
documented from 10 January 2013 to 10 October 2013. Inspectors found that a number 
of incidents that required notification to the Authority were not completed. The following 
notifications were not received by the Authority: 
 NF03 ・ – Serious injury to a resident to be completed within three days of the event. 

June 2013 – a resident was admitted to the centre with a grade 2 pressure related 
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wound. 
 NF03 ・ - Serious injury to a resident to be completed within three days of the event. 30 

October 2013 – a resident attended hospital for treatment of a wound sustained during 
a fall. 
 ・ NF 10 to NF14 to be completed quarterly. These completed notification forms were 

received by the Authority each quarter of 2013 as required but with a declaration of ‘Nil’ 
stated. However, inspectors observed that there were twenty seven incidents recorded 
in the centre’s incident log for 2013, many of which referenced accidents to residents 
including falls and a scald injury, which include is required information to be referenced 
on the NF11 notification form forwarded to the Authority. 
 
 
Outcome 11: Health and Social Care Needs 
Each residents 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 residents 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. 
 
Theme:  
Effective Care and Support 
 
Judgement: 
Non Compliant - Moderate 
 
 
Outstanding requirement(s) from previous inspection:  
Some action(s) required from the previous inspection were not satisfactorily 
implemented. 
 
Findings: 
This outcome was not satisfactorily met on this inspection and was also the subject of 
an action plan developed by the Authority from findings on the last inspection of the 
centre by the Authority in September 2012. The action required the person in charge to 
ensure residents’ cognitive wellbeing was assessed on a regular basis to monitor any 
deterioration and to implement timely appropriate care and safety measures to meet 
residents’ needs. The inspectors reviewed three residents assessment documentation 
and found that these assessments were not consistently completed and reviewed for all 
residents. Two residents cognitive wellbeing was not reviewed since completion of an 
admission assessment, one of which was admitted in January 2013. 
 
Although improvements were required to improve the standard of residents’ assessment 
and care plan documentation, residents’ needs were met and those spoken with by 
inspectors were satisfied with the care they received. Inspectors observed that residents 
were very comfortable and had an array of assistive equipment, which they were 
assessed for, to promote their independence and quality of life. There were many 
examples of attention of care to personal detail and individualised practices. For 
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example, assisting residents with getting up was not rushed and was used as a time 
when staff and residents engaged in one to one conversations for a long period of time.  
Particular preferences expressed by residents in relation to care delivery were honoured.
 
Three-monthly review tick format charts listing a number of care practices requiring 
review, for example, restraint use. However, these charts did not adequately inform 
what aspects of the care procedure were reviewed, whether an accredited assessment 
tool was used, what changes were made as a result of review and these reviews were 
not linked to the relevant care plan with documentation of addition or removal of 
interventions to reflect changes in each resident’s needs. These charts were kept in 
residents’ bedrooms. A number of residents had restraints in place in the form of bed 
rails. There was evidence from practice that appropriate risk assessments were 
completed in relation to bed rail use, for example, bed rails was not deemed suitable for 
one resident who was confused in time and place due to her risk of falling over them. A 
number of bedrails were padded to mitigate risk of injury to residents who were 
unsettled while in bed. 
 
Inspectors also observed that not all care practices were based on best practice 
evidence, for example, pain assessment charts were not used consistently to assess 
residents’ pain and monitor effect of interventions. Sudocreme preparation was applied 
to a resident’s skin as a treatment for an acute scald injury. Residents had good access 
to the multidisciplinary team including all allied health professionals. There was evidence 
of appropriate referral, implementation of recommendations made and follow up as 
required. 
 
Daily progress notes completed by staff were of an adequate standard to inform the 
reader of the resident’s holistic care and progress. However the assessment and care 
plan documentation was not adequate. Assessments did not consistently inform 
development of care plans in each case and not all care plans documented reflected, or 
were informed by completed up-to-date accredited assessment tools. The newly 
appointed person in charge advised the inspectors that she had observed that 
improvements were required in residents’ assessment and care plan documentation and 
was in the process of reviewing each one. 
 
The centre employed the services of an activity co-ordinator six daysm Monday to 
Saturday each week and an aroma-therapist who also carried hand and foot massage on 
a Thursday. The sitting room was arranged and equipped in a way that facilitated 
adequate freedom for residents to pursue their choice of activity without distraction 
from other activities taking place. Residents’ life histories were completed and a 
programme of activities was in place to suit their individual interests. The inspectors 
observed that two residents were facilitated to observe birds which were encouraged to 
come in close proximity to a large window in the centre by use of bird feeders, another 
resident had an interest in growing plants and was able to access an adjacent 
glasshouse, others engaged in knitting, painting and reading books and the local papers. 
A visitors’ room was available for residents to meet their relatives in private. 
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Outcome 15: Food and Nutrition 
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. 
 
Theme:  
Person-centred care and support 
 
Judgement: 
Compliant 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
Inspectors were satisfied that each resident’s individual nutritional and dietary needs 
were met and that they were offered a nutritious and varied diet that provided them 
with choice of hot dish at each mealtime. Residents were provided with fresh water in 
their bedrooms and in communal areas. Staff were observed to monitor and encourage 
residents to take fluids. There was a policy to support staff in all aspects of nutritional 
and hydration care. Residents’ weights were monitored and those identified as at risk 
had evidence of monitoring and review by dietetic services. The chef was aware of 
residents with specific nutritional support needs, support plans and preferences. Care 
plans were in place to inform care of residents with nutrition and hydration needs which 
were linked to the content of daily progress notes 
 
The dining room was located at a central point in the building and was accessible for all 
residents. The lunchtime meal was observed by the Authority. Residents were offered a 
choice of two hot meals and an alternative meat dish was prepared and ready in time 
for lunchtime for one resident who did not wish to avail of either of the two dishes on 
offer on the day. The dining room was spacious and residents who required assistance 
with eating were supported by staff in a dignified and respectful way. Residents spoken 
with told the inspectors that they enjoyed the food provided in the centre. The 
inspectors observed the lunchtime meal to be a social occasion where residents were 
chatting with each other over their meal. Staff training was scheduled to inform staff on 
use of a nutrition assessment tool and fluid thickening procedures. 
 
 
Outcome 16: Residents Rights, Dignity and Consultation 
Residents are consulted with and participate in the organisation of the centre. Each 
residents 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. 
 
Theme:  
Person-centred care and support 
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Judgement: 
Non Compliant - Minor 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
Inspectors were satisfied that residents were enabled to make choices about how they 
live their lives in a way that reflects their individual preferences and diverse needs. Many 
residents liked to have a rest on their beds after lunch which they were facilitated to do. 
Residents were encouraged to maintain their independence and those who were able, 
knew the code to the front door of the centre and let themselves in and out as they 
wished. Religious sisters from the local convent visited the centre on a daily basis and 
together with the sisters who resided in the centre; they conversed as a group over tea. 
Members of the local community also visited the residents and attended daily mass in 
the centres’ oratory. Inspectors observed staff offering choice to residents before 
engaging in any activity of care for them. Refusal was respected in each case. Residents 
could go to bed late and get up at whatever time they wished in the morning. 
 
Residents were observed to receive care in a dignified way that respected their privacy 
at all times. Many residents liked to keep their door closed and staff were observed to 
knock on residents bedroom doors before entering. There was strong evidence 
throughout the day that staff arranged care around residents’ usual routines. For 
example, residents who were having an afternoon nap were not disturbed and queries 
and care tasks were rescheduled to when they awoke. An aromatherapist attended the 
centre each Thursday and facilitated one to one sessions in the afternoon while 
residents were resting on their beds so that their usual routine was respected. 
 
Residents’ communication needs were generally met. There was a communication policy 
in use to inform communication strategies especially with residents who had illnesses 
and medical conditions that resulted in them having communication deficits. For 
example inspectors observed staff using a communication board with a resident who 
was deaf and use of large print bingo cards for residents who had vision problems or 
reduced dexterity. The Inspector also observed a supply of local and national 
newspapers in communal areas which some residents were reading. Residents said that 
they regularly watched the news and listened to the radio. There was a public phone 
available for residents’ to make and receive phone calls. The centre also had a 
communal mobile phone which residents could use if they wished to speak to relatives in 
private. Residents' confirmed that they had regular visitors and could choose were they 
would like to meet them. 
 
While there was some evidence that residents were consulted with regarding the day-to-
day operation of the centre, there was room for improvement. The provider and person 
in charge told inspectors that residents’ views and suggestions were sought on an 
ongoing basis through general and one-to-one conversations which was also confirmed 
by residents spoken with. However no documented records were maintained of these 
interactions or that feedback was acted upon and a residents’ forum was not in place 
where minutes were maintained for reference on the proceedings. There was a 
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residents’ communication board where items of interest to the residents were displayed. 
There was a communication policy in place to inform practice and an independent 
advocacy service was also available to residents. 
 
 
Outcome 17: Residents clothing and personal property and possessions 
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. 
 
Theme:  
Person-centred care and support 
 
Judgement: 
Non Compliant - Minor 
 
 
Outstanding requirement(s) from previous inspection:  
Some action(s) required from the previous inspection were not satisfactorily 
implemented. 
 
Findings: 
Residents could retain control over their personal possessions. The inspectors observed 
that all residents had adequate storage for personal belongings. Clothing was labelled 
and was clean and well looked after by the centre staff. Clothing was stored neatly, 
hanging in wardrobes and folded on shelves and in drawers as appropriate. The laundry 
was had been upgraded prior to the last inspection by the Authority with a new layout 
for segregation of potentially hazardous linen and was not revisited on this inspection. 
The laundry was located outside the centre which maximised the space within the centre 
for resident use. 
 
An up-to-date record of property and clothing was completed to take account of addition 
of new or removal of discarded personal belongings but was not signed by the resident 
or their next of kin in each case and did not include records of residents own assistive 
equipment and chairs. This was the subject of an action from findings of the last 
inspection by the Authority on the 05 September 2012 and has been restated following 
this inspection in the action plan at the end of this report. 
 
 
Outcome 18: Suitable Staffing 
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. 
 
Theme:  
Workforce 
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Judgement: 
Non Compliant - Moderate 
 
 
Outstanding requirement(s) from previous inspection:  
No actions were required from the previous inspection. 
 
Findings: 
The staffing rota confirmed that there was a registered nurse on duty in the centre at all 
times. The inspectors observed that there was good teamwork between staff and the 
person in charge and a staff nurse supervised the staff team on the day of inspection. 
The inspectors were satisfied that there the staffing levels and skill mix was sufficient to 
meet the needs of residents up to 22:00 hrs each day but had concerns regarding 
staffing levels from 22:00hrs up to 07.45hrs when the centre has one staff nurse and 
one carer on duty. Evidence for this conclusion included the finding that resident 
accommodation was arranged over two floors, twelve residents were aged over eighty 
years and seven were aged from ninety to ninety eight years. Many residents had 
complex needs and 50% were assessed as having maximum dependency needs. This 
finding was discussed with the provider and person in charge at post inspection 
feedback on findings where they agreed to review the staffing levels referenced. 
Residents spoken with were satisfied with all aspects of their care and regarded staff 
working in the centre as capable and competent with assessing and meeting their 
needs. 
 
Planned and unplanned staff leave was managed from within the existing staff numbers 
without compromising existing staffing levels or skill mix. While the staffing rota given to 
inspectors recorded the names of all nursing and care staff working in the centre, it did 
not record the hours worked in the centre by the provider or the names and hours 
worked by maintenance staff and the activity co-ordinator. The hours of duty recorded 
for all staff did not reference the 24 hour clock format and posed a risk of 
misinterpretation. The nurse deputising when the person in charge was off duty was 
also not clearly referenced. The person in charge was not absent from the centre for 
greater than 28 days. However, arrangements were not established where the person in 
charge had a designated deputy at the time of this inspection but informed the Authority 
that she and the provider were already addressing this to ensure continuity of 
accountability and responsibility for the service in the event of any absences of the 
person in charge in the future. 
 
There was evidence of training supporting ongoing professional development in relevant 
contemporary evidenced based practice in addition to mandatory training for staff. All 
staff had completed first aid training and some had also completed courses in palliative 
care, infection control, venepuncture, challenging behaviour and oxygen therapy. All 
staff had attended moving and handling and elder abuse recognition and prevention 
training. However seven staff had still to complete fire safety training. Certification of 
staff training was maintained in individual staff files, this made monitoring of completion 
of mandatory training difficult. The newly appointed person in charge told inspectors 
that she was working on creating a quick reference document that would record all 
training attended by each staff member. 
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There was a policy available to inform recruitment practice in the centre and was last 
reviewed on 25 July 2013. Inspectors reviewed four staff files and found that two of 
them did not meet the requirements of the regulations in the following areas;. 
 Missing or non・ -verified photographic identification. 
 Three references were not available for one staff member.・  
 Confirmation of mental and physical fitness was not present in one of the files ・

reviewed. 
 
 

 
Closing the Visit 
 
At the close of the inspection a feedback meeting was held to report on the inspection 
findings, which highlighted both good practice and where improvements were required. 
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Provider’s response to inspection report1 
 

Centre name: 
 
St. Joseph's Nursing Home 

Centre ID: 
 
ORG-0000169 

Date of inspection: 
 
16/01/2014 

Date of response: 
 
27/02/2014 

 
Requirements 
 
This section sets out the actions that must be taken by the provider or person in 
charge to ensure 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. 
 
Outcome 01: Statement of Purpose 
Theme: Leadership, Governance and Management 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
The following information was required to complete the Statement of Purpose 
document to a satisfactory standard: 
 The Authority was referenced as an option in the complaints ap・ peal procedure 

documented, which is incorrect. 
 The size of rooms in the centre was expressed as cm・ ’s and there is a requirement to 

document room sizes in terms of square meters. 
 
Action Required: 
Under Regulation 5 (1) (c) you are required to: Compile a Statement of purpose that 
consists of all matters listed in Schedule 1 of the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended). 
 
 
 

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

   
Health Information and Quality Authority 
Regulation Directorate 
 
 
Action Plan 
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Please state the actions you have taken or are planning to take:      
The Statement of Purpose has been amended as specified above. 
 
 
Proposed Timescale: 27/02/2014 
 
Outcome 04: Records and documentation to be kept at a designated centre 
Theme: Leadership, Governance and Management 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
Not all records were maintained in respect of some persons working in the centre in 
accordance with Schedule 2 of the Regulations, including photographic identification, 
employment references and certification of physical and mental fitness. The hours 
worked by each person working in the centre was not fully recorded in the duty rota. 
 
Action Required: 
Under Regulation 24 (1) you are required to: Maintain, in a safe and accessible place, a 
record of the name, date of birth and details of position and dates of employment at 
the designated centre of each member of the nursing and ancillary staff; details of the 
qualifications and a copy of the certificate of current registration of each member of the 
nursing staff employed; and appropriate weekly duty rosters covering 24 hour periods. 
 
Please state the actions you have taken or are planning to take:      
Following review, all staff files are now up to date. 
The hours worked by all staff are now fully recorded on the duty rota. 
 
 
Proposed Timescale: 27/02/2014 
Theme: Leadership, Governance and Management 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
Not all policy documentation was of an adequate standard. For example, the medication 
management policy did not inform best practice in relation to medication transcription 
by nursing staff and PRN (as required) medication prescriptions. Supporting policy and 
procedural documentation informing all aspects of residents' finances was not 
sufficiently robust to protect the residents’ and the provider’s interests. 
 
The risk management policy documentation required further development to inform 
best practice in relation to management and mitigation measures in place in areas of 
potential risk to residents. 
 
Action Required: 
Under Regulation 27 (2) you are required to: Review all the written operational policies 
and procedures of the designated centre on the recommendation of the Chief Inspector 
and at least every three years. 
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Please state the actions you have taken or are planning to take:      
All policies and procedures will be reviewed and updated as needed. 
 
 
Proposed Timescale: 30/06/2014 
 
Outcome 06: Safeguarding and Safety 
Theme: Safe Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
The local community attended Mass in the centre’s church and accessed the church 
through the centre’s main door; although a sign-in procedure was in place, access to 
the residents’ accommodation was not adequately protected. 
 
The supporting policy and procedural documentation in relation to residents' finances 
required review. 
 
Action Required: 
Under Regulation 6 (1) (a) you are required to: Put in place all reasonable measures to 
protect each resident from all forms of abuse. 
 
Please state the actions you have taken or are planning to take:      
The same members of the local community attend morning mass every time, and to 
date an issue regarding resident safety has never occurred. Many people who attend 
are friends and family of the Sisters and residents, and all sign-in on arrival. However 
we will risk assess the possibility of closing and/or coding an existing door that links the 
main entrance to the residents’ accommodation. 
 
We will review the existing policy and documentation in relation to residents’ finances. 
 
 
Proposed Timescale: 30/06/2014 
 
Outcome 07: Health and Safety and Risk Management 
Theme: Safe Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
While the risk management policy informs practice in relation to management of 
assault, accidental injury, aggression and violence, self harm and resident absent 
without leave, each of these policies requires further development to make them centre 
specific and to clearly instruct practice. 
 
Action Required: 
Under Regulation 31 (2) (c) you are required to: Ensure that the risk management 
policy covers the precautions in place to control the following specified risks: the 
unexplained absence of a resident; assault; accidental injury to residents or staff; 
aggression and violence; and self-harm. 
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Please state the actions you have taken or are planning to take:      
The Risk Management Policy and procedures will be reviewed and updated as needed. 
 
 
Proposed Timescale: 30/06/2014 
Theme: Safe Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
Hazard identification and risk assessment documentation was not adequate. Some of 
the hazards documented were in draft format since June 2012. Review dates were 
inconsistent with some pages of the document dated 2010 while others were dated 
2013. A number of risks identified were not recorded in the hazard identification 
documentation. These hazards included the following: 
 Two residents with medical con・ ditions that manifested in a tendency to wander were 

among the resident group living in the centre -one of these residents was 
accommodated on the first floor and was at risk of accessing an open stairs as the 
access door to the stairs was not controlled. 
 A resident hoist stored on the first floor in a designated area defined by hazard ・

identification tape placed on the floor. 
 A rope was fitted across the mouth of a stairway which posed risk to vulnerable ・

residents as it was located in an area heavily frequented by residents. 
 An area of sloped floor on the centre’s main corridor, the corridor in this area was ・

narrowed and hand rails were fitted on one side only. 
 The pathway from the centre to the laundry (located external to the centre building) ・

was not in a safe condition and posed a risk to persons using it. 
 The local community attended mass in the centre’s church and accessed the church ・

through the centre’s main door - access to the residents’ accommodation was not 
adequately protected. 
 
Action Required: 
Under Regulation 31 (2) (a) and (b) you are required to: 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. 
 
Please state the actions you have taken or are planning to take:      
We will update our risk management policy to include the identification of risks as 
described above, and the control measures in place. 
 
1. We have installed an entry code door device to the upstairs access door (to the 
staircase), eliminating the risk of any resident gaining access to the stairs. Completed. 
2. We will carry out a risk assessment on the hoist which is stored in a specifically 
designated area upstairs, clearly identified by hazard identification tape, and include it 
in our hazard identification documentation. 30/06/14 
3. An appropriate purpose built gate has been designed and placed at the foot of the 
same staircase. Completed. 
4. The above mentioned corridor has hand rails fitted to both walls on either side; and 
where it narrows to 99cms the hand rails are on one side only. This allows for all 
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residents to have access to the chapel. Those who are mobile are assisted by a staff 
member on one side, while holding on to the hand rail, and those residents who are 
immobile are assisted in wheelchairs or comfort chairs. If a second hand rail was added, 
the diameter of the corridor would decrease, allowing only mobile residents access, as 
bigger chairs would not fit. 
5. The pathway from the Centre to the laundry is under review at present. 
6. As discussed in Outcome 6 above 
 
 
Proposed Timescale: 30/06/2014 
Theme: Safe Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
Moving and handling practice by some staff was not in line with best practice and not 
reflective of the controls documented in some residents’ moving and handling risk 
assessments. 
 
Action Required: 
Under Regulation 31 (4) (f) you are required to: Provide training for staff in the moving 
and handling of residents. 
 
Please state the actions you have taken or are planning to take:      
All staff receive Manual Handling training every two years; however refreshers will be 
offered to staff who are not adhering to best practice. 
 
 
Proposed Timescale: 27/02/2014 
Theme: Safe Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
There was an area of sloped floor on the centre’s main corridor, the corridor in this area 
was narrowed and hand rails were fitted on one side only. 
 
Action Required: 
Under Regulation 31 (4) (b) you are required to: Provide handrails in circulation areas 
and grab-rails in bath, shower and toilet areas. 
 
Please state the actions you have taken or are planning to take:      
The above mentioned corridor has hand rails fitted to both walls on either side; and 
where it narrows to 99cms the hand rails are on one side only. This allows for all 
residents to have access to the chapel. Those who are mobile are assisted by a staff 
member on one side, while holding on to the hand rail, and those residents who are 
immobile are assisted in wheelchairs or comfort chairs. If a second hand rail was added, 
the diameter of the corridor would decrease, allowing only mobile residents access, as 
bigger chairs would not fit. 
 
Proposed Timescale:  
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Theme: Safe Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
The pathway from the centre to the laundry (located external to the centre building) 
was not in a safe condition and posed a risk to persons using it. 
 
Action Required: 
Under Regulation 31 (4) (a) you are required to: Take all reasonable measures to 
prevent accidents to any person in the designated centre and in the grounds of the 
designated centre. 
 
Please state the actions you have taken or are planning to take:      
The pathway from the Centre to the laundry is under review at present. 
 
 
Proposed Timescale: 30/06/2014 
Theme: Safe Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
Seven members of staff had to date not attended annual refresher training in fire safety 
procedures. 
 
Action Required: 
Under Regulation 32 (1) (d) you are required to: Provide suitable training for staff in 
fire prevention. 
 
Please state the actions you have taken or are planning to take:      
Annual fire safety training is scheduled for 20th March 2014 and all staff will attend. 
 
Proposed Timescale: 20/03/2014 
Theme: Safe Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
A number of fire evacuation drills had been completed over 2013 but it was not possible 
to conclude that all staff had participated in a fire safety drill. 
 
Action Required: 
Under Regulation 32 (1) (e) you are required to: Ensure, by means of fire drills and fire 
practices at suitable intervals, that the staff and, as far as is reasonably practicable, 
residents, are aware of the procedure to be followed in the case of fire, including the 
procedure for saving life. 
 
Please state the actions you have taken or are planning to take:      
All staff have attended at least two fire evacuation drills in 2013. 
Fire evacuation drills for 2014 will commence in March and a new format of recording 
will be commenced. 
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Proposed Timescale: 31/03/2014 
 
Outcome 08: Medication Management 
Theme: Safe Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
The medication management policy did not reference use of a pain assessment tool in 
use assess and monitor pain medication and did not adequately inform practice in 
relation to PRN (as required) medication. Discontinued medications were not 
consistently signed and dated by a GP and the maximum dose in 24 hours was not 
documented for some medications prescribed on a PRN basis. 
 
The medication management policy did not clearly inform this procedure. One resident 
was prescribed for anticoagulant medication. A resident’s identification details were 
missing from a chart recording blood clotting time test results which informed the dose 
to be administered. Two residents did not have photograph identification on their 
prescription record. 
 
The signatures of the nurse transcribing medications and a ‘checking’ nurse were not 
documented on transcribed prescription records. 
 
Action Required: 
Under Regulation 33 (1) you are required to: 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. 
 
Please state the actions you have taken or are planning to take:      
The medication management policy will be revised to include references to a pain 
assessment tool, monitoring of analgesia and use of PRN medications. 
 
All Staff Nurses have completed Medication Management update for 2014. 
 
As explained to the inspectors on the day, a new medication delivery system, Biodose, 
was introduced three days after the inspectors visited which: 
• eliminates the need for nurse transcribing 
• states the maximum  dose in 24hrs for all PRN medications 
• includes a photo of each resident on the medication kardex and the medication 
delivery pack 
 
One resident has chosen not to have her photograph taken. 
 
A new INR/Warfarin chart has been introduced to include resident details. 
 
 
Proposed Timescale: 27/02/2014 
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Outcome 09: Notification of Incidents 
Theme: Safe Care and Support 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
The following notifications were not received by the Authority: 
 NF03 ・ – Serious injury to a resident to be completed within three days of the event. 

June 2013 – a resident was admitted to the centre with a grade 2 pressure related 
wound. 
 NF03 ・ - Serious injury to a resident to be completed within three days of the event. 30 

October 2013 – a resident attended hospital for treatment of a wound sustained during 
a fall. 
 
Action Required: 
Under Regulation 36 (2) (c) you are required to: Give notice to the Chief Inspector 
without delay of the occurrence in the designated centre of any serious injury to a 
resident. 
 
Please state the actions you have taken or are planning to take:      
All notifications will be sent without delay and all of the above have now been 
submitted to the Authority. 
 
 
Proposed Timescale: 27/02/2014 
Theme: Safe Care and Support 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
Incidents recorded in the centre’s incident log for 2013, referenced accidents to 
residents including falls and a scald injury, which were not referenced on the NF11 form 
of the NF39 notification pack forwarded to the Authority. 
 
Action Required: 
Under Regulation 36 (4) (b) you are required to: Provide a written report to the Chief 
Inspector at the end of each quarter of the occurrence in the designated centre of any 
accident. 
 
Please state the actions you have taken or are planning to take:      
All notifications will be sent to the Authority at the end of each quarter. 
 
 
Proposed Timescale: 27/02/2014 
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Outcome 11: Health and Social Care Needs 
Theme: Effective Care and Support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
Not all care practices were based on best practice evidence, for example, pain 
assessment charts were not used consistently to assess residents’ pain and monitor 
effect of interventions. Sudocreme preparation was applied to a resident’s skin as a 
treatment for an acute scald injury. 
 
Action Required: 
Under Regulation 6 (3) (b) you are required to: Provide a high standard of evidence 
based nursing practice. 
 
Please state the actions you have taken or are planning to take:      
Six Staff Nurses and four Health Care Assistants have completed Basic First Aid / 
Occupational First Aid Courses in November/ December 2013 and are knowledgeable in 
best practice for treatment of scalds. 
 
 
Proposed Timescale: 27/02/2014 
Theme: Effective Care and Support 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
Not all residents’ cognitive wellbeing was assessed on a regular basis as appropiate. 
 
Action Required: 
Under Regulation 8 (2) (b) you are required to: Keep each residents care plan under 
formal review as required by the residents changing needs or circumstances and no less 
frequent than at 3-monthly intervals. 
 
Please state the actions you have taken or are planning to take:      
We will assess all residents’ cognitive wellbeing on a regular basis as appropriate. 
 
 
Proposed Timescale: 30/06/2014 
Theme: Effective Care and Support 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
Assessments did not consistently inform development of care plans in each case and 
not all care plans documented reflected, or were informed by completed up-to-date 
accredited assessment tools. 
 
Three monthly review tick format charts did not adequately inform what aspects of the 
care procedure were reviewed, whether an accredited assessment tool was used, what 
changes were made as a result of review and these reviews were not linked to the 
relevant care plan with documentation of addition or removal of interventions to reflect 
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changes in each resident’s needs. 
 
Action Required: 
Under Regulation 8 (1) you are required to: Set out each resident’s needs in an 
individual care plan developed and agreed with the resident. 
 
Please state the actions you have taken or are planning to take:      
As explained to the inspector, we are in the process of reviewing and renewing all care 
plans and assessment tools in use, and updating each resident’s individual file in a new 
format. 
 
 
Proposed Timescale: 30/06/2014 
 
Outcome 16: Residents Rights, Dignity and Consultation 
Theme: Person-centred care and support 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
Feedback was sought from residents but there was no documented evidence of this or 
that it was acted upon. A residents’ forum was not in place where minutes were 
maintained for reference on the proceedings. 
 
Action Required: 
Under Regulation 11 (3) (a) you are required to: Put in place practices that facilitate 
and encourage each resident to communicate. 
 
Please state the actions you have taken or are planning to take:      
As discussed with the inspectors on the day, the residents, 11 of whom are religious 
sisters, did not wish to have a resident’s forum/committee. However we will actively 
encourage all residents to re-visit the idea and promote the benefits of having a 
residents committee. 
 
 
Proposed Timescale: 30/04/2014 
 
Outcome 17: Residents clothing and personal property and possessions 
Theme: Person-centred care and support 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
An up to date record of property and clothing was completed to take account of 
addition of new or removal of discarded personal belongings but was not signed by the 
resident or their next of kin in each case and did not include records of residents own 
assistive equipment and chairs. 
 
Action Required: 
Under Regulation 7 (2) you are required to: Maintain an up to date record of each 
residents personal property that is signed by the resident. 
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Please state the actions you have taken or are planning to take:      
We will ensure all residents / next of kin sign an up to date property list, which includes 
a list of the residents own assistive equipment and chairs. 
 
 
Proposed Timescale: 30/04/2014 
 
Outcome 18: Suitable Staffing 
Theme: Workforce 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
The nurse deputising when the person in charge was off duty was also not clearly 
referenced. Contingency arrangements were not completed where a suitable deputy 
was designated in the event of absence of the person in charge. 
 
Action Required: 
Under Regulation 16 (2) you are required to: Ensure that an appropriately qualified 
registered nurse is on duty and in charge of the designated centre at all times, and 
maintain a record to this effect. 
 
Please state the actions you have taken or are planning to take:      
We are in the process of appointing an appropriately qualified staff nurse to deputise 
for the person in charge when she is on annual leave. This will be indicated on the duty 
rota. 
 
 
Proposed Timescale: 31/03/2014 
Theme: Workforce 
 
The Person in Charge (PIC) is failing to comply with a regulatory requirement 
in the following respect:  
There was evidence of some practice that was not in line with evidence-based practice 
procedures e.g. treatment of scald injury. 
 
Action Required: 
Under Regulation 17 (1) you are required to: Provide staff members with access to 
education and training to enable them to provide care in accordance with contemporary 
evidence based practice. 
 
Please state the actions you have taken or are planning to take:      
Six Staff Nurses and four Health Care Assistants have completed Basic First Aid / 
Occupational First Aid Courses in November/ December 2013 and are knowledgeable in 
best practice for treatment of scalds. 
 
 
Proposed Timescale: 27/02/2014 
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Theme: Workforce 
 
The Registered Provider is failing to comply with a regulatory requirement in 
the following respect:  
Not all staff files contained the documentation as required by the Regulations as 
follows: 
 Missing or non・ -verified photographic identification in two staff files. 
 Three references were not available for one staff member.・  
 Confirmation of mental and physical fitness was not present in one of the files ・

reviewed. 
 
Action Required: 
Under Regulation 18 (2) (a) and (b) you are required to: 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. 
 
Please state the actions you have taken or are planning to take:      
All staff files are now up to date with all documents specified in Schedule 2. 
Please note that the above mentioned staff member had three references in her file 
when checked after the inspectors left. 
 
 
Proposed Timescale: 27/02/2014 
 
 


