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Centre name: 

 
Corbally House Nursing Home  

 
Centre ID: 

 
0414 

Centre address: 

 
Mill Road  
 
Corbally 
 
Limerick 

 
Telephone number:  

 
061-343267 

 
Email address: 

 
corballyhousenh@eircom.net 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
Richard Ryan 

 
Person in charge: 

 
Helena Ryan 

 
Date of inspection: 

 
10 July 2013 and 11 July 2013 

 
Time inspection took place: 

 
Day 1 - Start: 10:20hrs   Completion: 20:00hrs 
Day 2 – Start: 09:35hrs   Completion: 16:00hrs 

 
Lead inspector: 

 
Mary Moore 

 
Support inspector(s): 

 
John Greaney 

 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 

 
 
40 

 
Number of vacancies on the 
date of inspection: 

 
 
1 

 
 

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

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

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

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

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

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

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

 
The findings of all monitoring inspections are set out under a maximum of 18 
outcome statements. The outcomes inspected against are dependent on the purpose 
of the inspection. Where a monitoring inspection is to inform a decision to register or 
to renew the registration of a designated centre, all 18 outcomes are inspected.  
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Summary of compliance with the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This inspection report sets out the findings of a monitoring inspection, in which 11 of 
the 18 outcomes were inspected against. The purpose of the inspection was: 
 

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

 
The table below sets out the outcomes that were inspected against on this 
inspection.   
 
Outcome 1: Statement of Purpose   
Outcome 2: Contract for the Provision of Services 
Outcome 3: Suitable Person in Charge 
Outcome 4: Records and documentation to be kept at a designated centres  
Outcome 5: Absence of the person in charge  
Outcome 6: Safeguarding and Safety 
Outcome 7: Health and Safety and Risk Management 
Outcome 8: Medication Management 
Outcome 9: Notification of Incidents 
Outcome 10: Reviewing and improving the quality and safety of care 
Outcome 11: Health and Social Care Needs 
Outcome 12: Safe and Suitable Premises 
Outcome 13: Complaints procedures                 
Outcome 14: End of Life Care 
Outcome 15: Food and Nutrition 
Outcome 16: Residents’ Rights, Dignity and Consultation   
Outcome 17: Residents’ clothing and personal property and possessions 
Outcome 18: Suitable Staffing 
 
This monitoring inspection was unannounced, took place over two days and was the 
fourth inspection of the centre by the Authority. The first inspection was an 
announced two day registration inspection in January 2010; a follow-up inspection to 
establish the progress made by the provider in the implementation of the action plan 
was undertaken in June 2010. The third inspection was undertaken in June 2012 
following an extension to the premises and the provider’s application to vary the 
number of beds registered from 35 to 41.  
 
As part of this monitoring inspection inspectors met with residents, relatives, and 
staff members including the provider, the person in charge and the key senior 
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manager (KSM). Inspectors observed practices and reviewed documentation such as 
care plans, medical records, accident logs, complaints records, policies and 
procedures, risk management documentation, staff training records and staff files. 
 
This is a family owned and managed service and is the full-time occupation of the 
provider and the person in charge. The provider had invested significantly in the 
development of the premises and inspectors found it to be visibly clean, maintained 
internally and externally to a high standard, homely and welcoming. 
 
Inspectors noted that residents looked well and the feedback received from residents 
and relatives was positive and complimentary in relation to the staff and the care and 
services provided. Inspectors were satisfied that their medical, nursing and social 
needs were met to a good standard. 
 
However, improvements were required to enhance the substantial evidence of good 
practice and to ensure that all times care and the services provided were firmly 
grounded in regulatory requirements, contemporary evidence-based practice and 
clearly demonstrated that the centre was organised following consultation with 
residents and/or their representatives. The required improvements are discussed in 
detail in the body of the report and in the action plan at the end of this report and 
included:  
 

 procedures for the recruitment and supervision of staff and the completeness 
of staff files 

 the routines pertaining to meals and mealtimes 
 measures to protect residents including a centre specific policy and the timely 

provision of staff training 
 evidence based practice in the use of physical restraint 
 complaints policy and procedures 
 consultation with and the participation of residents in the organisation of the 

centre. 
 
Section 41(1)(c) of the Health Act 2007  
Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older People 
in Ireland.   
 
Theme: Leadership, Governance and Management 
Effective governance, leadership and management, in keeping with the size and 
complexity of the service, are fundamental prerequisites for the sustainable delivery of 
safe, effective person-centred care and support. 
 
Outcome 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 
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Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The inspector reviewed a sample of contracts for the provision of services and saw 
that most but not all were signed and dated by both the provider and the resident or 
their representative. The contract did not specify the fees payable for services 
provided outside of the basic contract of care and agreed weekly fee. 
 
Outcome 3 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The person in charge was a registered general nurse; evidence of her current 
registration with her regulatory body was in place. The person in charge had been in 
post since 2004. She was seen and reported to be actively engaged on a daily basis 
in the governance, operational management and administration of the centre. She 
worked full-time and the roster indicated and staff spoken with confirmed that she 
was present in the centre five days per week and available to staff outside of these 
hours. Residents and relatives spoken with were very familiar with the person in 
charge whom they referred to as “Helena” and she was very familiar with their bio-
psychosocial needs. The person in charge continued to engage in professional 
development and had recently completed education on medication management, 
wound management, risk management, catheterisation and palliative care.  
 
Outcome 5 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designated centre and the arrangements in place for the management of the 
designated centre during his/her absence.  
 
References:   
Regulation 37: Notification of periods when the Person in Charge is absent from a 
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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 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The person in charge confirmed that she had not been absent from the centre for 
any period of time that required notification to the Authority. Suitable arrangements 
were in place for the replacement of the person in charge on a routine or unexpected 
basis. The KSM worked full-time, had established experience of the centre and of 
deputising for the person in charge as required. 
 
Theme: Safe care and support  
Safe care and support recognises that the safety of service users is paramount. A 
service focused on safe care and support is continually looking for ways to be more 
reliable and to improve the quality and safety of the service it delivers.  
 
In a safe service, a focus on quality and safety improvement becomes part of a 
service-wide culture and is embedded in the service’s daily practices and processes 
rather than being viewed or undertaken as a separate activity. 
 
To achieve a culture of quality and safety everyone in the service has a responsibility 
to identify and manage risk and use evidence-based decision-making to maximise the 
safety outcomes for service users. 
 
Outcome 6 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 
Action(s) required from previous inspection:  
  
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Improvements were required in the measures in place to safeguard residents. 
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The policy on protection was not specific to the centre, its governance structures, 
reporting relationships and responsibilities, or the measures in place to safeguard 
residents and protect them from abuse. The policy was a policy document created by 
an expert advisory group on behalf of another service provider. This policy document 
required and requested the development of local policies that reflected the principles 
set out in the overarching policy document.  
 
Staff spoken with were knowledgeable as to what constituted abuse and their role in 
the protection of residents. Residents spoken with spoke well of staff and stated that 
they felt safe and cared for in the centre. However, training records indicated that 
while staff had received education on protection issues and had signed as having 
attended same there was no definitive structured format for timely refresher training. 
Training records indicated that six staff had attended training in 2013 but the 
majority of staff (approximately 32) had last attended training in 2009. Neither was 
there evidence to support that the frequency of staff training was informed by events 
in practice such as an alleged incident of verbal abuse in 2012 for the purposes of 
learning and the prevention of a reoccurrence  
 
The requirement to notify the Authority of all and any allegation, suspected or 
confirmed abuse of a resident was discussed at verbal feedback; notification had not 
been received of the allegation made in 2012.  
 
Based on collective, interrelated records reviewed by inspectors, inspectors were not 
satisfied that the investigation and the recording of the investigation were sufficiently 
robust.     
 
The provider facilitated some residents in the management of their finances. 
Transparent financial records were maintained and made available for the purposes 
of inspection. However, countersigned receipts were not in place for third party 
transactions.    
 
Outcome 7 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems  
 
Action(s) required from previous inspection:  
 
The actions required from the previous inspection were substantially implemented.  
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Inspection findings 
 
A health and safety statement signed by the provider as implemented in June 2012 
was in place. The statement incorporated a broad range of centre-specific clinical 
and non-clinical risk assessments for each area or work and work practices; the risk 
register also outlined the procedure for the recording, investigation and learning from 
accidents. There was evidence of risk management in practice. The premises was 
visibly clean, comfortably heated and ventilated; circulation areas and bathrooms 
were adequately equipped with hand-rails and grab-rails. The first floor was accessed 
by means of stairwell or the stairs chair-lift and a risk-managing procedure for the 
use of the latter was prominently displayed. The inspector also saw that residents 
requiring the assistance of only one staff member were accommodated on the first 
floor. Secure storage and safety notices were in place for the safe management of 
chemicals. 
 
However, the risk assessments as identified in Article 31 (2) (c) were not included in 
the risk register. 
 
First floor window openings were restricted, however, not all ground floor windows 
were and these should be risk assessed and restricted as appropriate to ensure the 
safety and security of more vulnerable residents. 
 
Training records seen indicated that staff training in manual handling was within 
mandatory requirements. Manual handling assessments and plans were reviewed 
monthly. However, there was some evidence that the plan was either not fully 
reflective of the residents abilities or staff did not adhere to the manual handling plan 
as displayed; this requires review and clarification. The provider confirmed that 
hoists were serviced annually (most recently in April 2013) and not six-monthly as 
required by the relevant legislation.    
 
There was evidence of good fire safety practices but improvement was required. A 
fire register was maintained. The provider confirmed that the local fire authority had 
recently visited the centre but at the time of inspection a report had not been issued.  
Fire fighting equipment was strategically placed and there was evidence that it was 
inspected and tested annually, most recently in March 2013. Daily and weekly 
inspections of fire precautions and procedures were undertaken by the provider. 
Large diagrammatic fire evacuation notices were prominently displayed and assistive 
devices to assist in the safe and timely evacuation of more dependent residents were 
available to staff; escape routes were clearly indicated and free of obstruction. 
However, while a contract was in place for the inspection and maintenance of the 
fire detection system on an annual and quarterly basis, certificates seen did not 
confirm this schedule of inspection. Fire training records indicated that 24 staff had 
attended fire training in 2012 and that three fire drills had been undertaken in 2012 
and 2013. However, while staff spoken with had an adequate knowledge of action to 
be taken in the event of fire they were inconsistent in their replies in relation to the 
evacuation plan and the undertaking of fire drills with some staff reporting that they 
had not attended a fire drill or practiced the use of fire evacuation devices. Fire doors 
to bedrooms were seen to be held open with door wedges thereby negating their 
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function. Displayed fire action notices did not reflect the fire evacuation plan of 
progressive horizontal evacuation as contained in the safety statement.  
 
The premises was visibly clean, designated environmental hygiene staff were 
employed daily; each wash-hand basin was equipped with soap and disposable 
towels; alcohol hand gel was available and staff were seen to utilise personal 
protective equipment as appropriate. The person in charge confirmed that there had 
been no incident of a notifiable infectious process. The sluice room was adequately 
equipped and a bedpan washer was in place. However, some improvement in 
infection prevention and control measures was required as there was no designated 
wash-hand basin in the laundry and it was evident that the existing sink was multi- 
purpose. Staff spoken with said that they did not use water soluble bags for the 
management of soiled linen and at risk to themselves said that they were manually 
removing soiled linen from non-soluble bags for the purposes of laundering.  
 
A CCTV system was in place.  However, there was no policy in place governing its 
use and inspectors were not satisfied that the monitoring of staff facilities was 
proportionate and in line with data protection guidance on workplace privacy. The 
provider committed to review this at verbal feedback.   
 
An emergency plan was in place including arrangements for the alternative 
accommodation of residents if necessary. 
 
A generator was in place.  
 
A certificate was in place stating that equipment and assistive devices such as the 
call bell system, beds, wheelchairs, etc were inspected and maintained.  
 
The kitchen was adequately equipped and there was evidence of the implementation 
of the Hazard Analysis and Critical Control Points (HACCP) food hygiene system; the 
service was inspected by the relevant Environmental Health Officer (EHO).  
 
A contract was in place for the control of pests with records of monthly inspections.   
 
Outcome 8 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 
Action(s) required from previous inspection:  
 
The actions required from the previous inspection were substantially implemented.  
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Inspection findings 
 
Overall there was evidence of safe medication management systems. 
 
Nursing staff had completed medication management training in April 2013 and their 
learning and competency was assessed by the person in charge in May and July 
2013. Medication management practices were audited by the pharmacist in April 
2013 and while this was the first audit the audit findings were satisfactory.  
 
The inspector saw that controlled drugs were managed in accordance with regulatory 
body guidance. 
 
Medical records indicated that each resident’s medication regime was reviewed on a 
quarterly basis and written authorisation as appropriate was in place for the 
administration of medication to residents in an altered format (crushed).  
 
A record was maintained of all unused/unwanted medications returned to the 
pharmacy; the record was signed by the person in charge and the pharmacist.  
 
However, nursing staff transcribed the prescription records and while the medication 
management policy had been revised in response to previous inspection findings the 
policy which detailed transcription only as an emergency procedure did not reflect 
practice which was routine. The transcribed prescription records were not dated to 
confirm when they were transcribed and countersigned by each relevant prescriber.  
 
A fridge for medications requiring refrigeration was in place; its temperature 
however, was not monitored.     
 
Outcome 9 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Notifications received from the centre were reviewed as submitted and again prior to 
the inspection. A record was maintained of incidents occurring in the centre; each 
record reviewed satisfied the documentary requirements of Schedule 3. The 
inspector noted that the incidence of events such as falls was very low and this 
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corresponded with the notifications submitted. Staff spoken with confirmed that the 
records were correct, that the incidence of accidents and incidents was low and no 
serious injury had been sustained by any resident further to any accident. Inspectors 
noted that many residents negotiated the environment independently some with the 
assistance of mobility aids and adequate staff supervision and assistance was also 
noted.  
 
However, the provider’s failure to submit one required notification has been 
discussed and actioned under Outcome 6.  
 
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 11 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied health care. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set out 
in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
 
Action(s) required from previous inspection:  
 
The actions required from the previous inspection were satisfactorily implemented.  
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Inspection findings 
 
Inspectors noted that residents looked well; a significant number of them actively 
engaged with inspectors throughout the inspection process; they reported feeling 
well and cared for. 
 
Based on a sample of medical records and care plans reviewed the inspector saw 
that residents had access to timely, responsive and current medical care. A pre-
admission process was operated to ensure that the centre could meet the needs and 
requirements of each resident and medical review and assessment was completed in 
a timely manner following admission. The person in charge reported that the centre 
aimed in so far as was possible to meet each residents needs in the centre rather 
than seeking referral to the acute service. This was supported by evidence of 
responsive medical care, regular routine blood profiling, administration of influenza 
vaccination, the provision of assistive and therapeutic equipment such as pressure 
relieving equipment and ongoing nursing assessment. Records did indicate that 
residents kept well but were as appropriate referred to other healthcare services and 
records of all referrals, reviews and prescribed treatments were maintained.  At the 
time of inspection no resident was identified as having an acute problem requiring 
active intervention such as wound management and records reviewed indicated that 
wounds were monitored and healed successfully. Physiotherapy was available twice 
weekly on a group and individual basis.  
 
Each resident’s care requirements were set out in an individualized plan of care that 
was discussed with the resident or their representative as appropriate. Care plans 
were supported by a suite of evidence-based assessment tools that were reviewed 
three monthly. The care plans were personalized, were reflective of the residents 
changing needs and were reviewed monthly. However, while the sample of care 
plans reviewed were adequate to ensure that the resident received suitable care 
there was evidence that the care plan was not always reviewed in line with the 
residents changing needs. This was evidenced in relation to identified weight loss 
and while there was evidenced of medical referral, the use of the Malnutrition 
Universal Screening Tool (MUST) or the introduction of a nutritional supplement, no 
nursing plan of care with identified goal or required interventions such as frequency 
of weights and the requirement to increase the frequency was developed and 
implemented. 
 
The inspector saw and staff confirmed that three, mesh pelvic restraints were in use. 
The centres’ policy governing the use of physical restraints was the Health Service 
Executive (HSE) National Policy on the Use of Physical Restraints in Designated 
Residential Care Units for Older People July 2010. This policy is intended for use in all 
residential care settings where older persons live and which are inspected by the 
Authority. This evidence-based policy is clearly explicit in stating that the use of 
pelvic/groin restraining devices are not permitted and that their use is contrary to 
promoting residents’ dignity. Therefore the primary concerning finding is that a 
prohibited device was knowingly in use. However, while restraint monitoring and 
release charts were maintained and there was evidence of discussion with resident 
representative further concerns were: 
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 there was no evidence of alternative measures taken, when, for how long or 
the outcomes of such measures  

 while it was outlined that the restraint was for the residents safety to prevent 
falling from a chair the evidence indicated that the restraining decision while 
motivated to protect was reactive and not evidence based. One device was 
applied two days following admission and another the day following an 
accidental fall from a different type chair 

 there was no evidence of the review of the ongoing requirement for the 
restraint 

 the device was not integral to the chair and was not easily released 
 there were no monitoring charts and no documented risk balancing 

assessment completed for the use of bedrails. 
 
The practice of restraint requires a full review in the context of commitment to the 
implementation of nationally agreed best practice guidelines and the promotion of a 
restraint-free environment. Appropriate review and advice should be sought on an 
individualised resident basis if and when a posture/safety device is required to 
ensure that the most appropriate, approved and least restrictive device is prescribed.   
 
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 
 
Action(s) required from previous inspection:  
 
Ensure the complaints policy contains all the items listed in the regulations. 
 
 
Inspection findings 
 
While a policy review record indicated that the complaints policy was most recently 
reviewed in February 2013 it was not compliant with the requirements of Article 39 
of the Health Act 2007 (Care and Welfare of Residents in Designated Centres for 
Older People) Regulations 2009 (as amended).  
 
A full review of complaints policy, procedure and complaint recording templates is 
required to ensure regulatory compliance and the operation of an effective and 
transparent complaints management system particularly when and if a complainant 
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continues to express dissatisfaction with the service. The complaints policy and 
procedure should reference the requirements of legislation, relevant regulations and 
national guidelines. The existing policy did not and the revised policy must clearly 
identify for any complainant: 
 

 the nominated person who deals with all complaints 
 the timeframes for dealing with complaints 
 the person responsible for ensuring that all complaints are appropriately 

responded to 
 the operation of an appeals process that is independent if the complainant is 

dissatisfied with the outcome of a complaint ( this list is not exhaustive). 
 
The complaints procedure also directed complainants to the Authority and the 
inaccuracy of this was discussed at verbal feedback as the Authority does not have 
legal authority to investigate a complaint on behalf of an individual.  
 
A record of complaints was maintained and inspectors reviewed the entries; the most 
recently recorded complaints were from 2012. The records indicated that complaints 
were listened to, action was taken and complainants signed that they were satisfied 
or not satisfied with the management and outcome of their complaint. However, 
other records seen by inspectors suggested that the complaints record was not an 
accurate reflection of all expressions of dissatisfaction made about any aspect of the 
service, care and treatment provided in the designated centre.  
 
Outcome 16 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. 
He/she is facilitated to communicate and enabled to exercise choice and control over 
his/her life and to maximise his/her independence.  
 
References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
Standard 5: Civil, Political, Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts    
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
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Inspection findings 
 
Inspectors found residents to be relaxed, interested in the inspection process and 
eager to provide feedback on their experiences of living in the centre; the overall 
feedback received was positive.  
 
Private accommodation for residents promoted their privacy and dignity with 35 
single bedrooms, 20 of which had ensuite shower, toilet and wash-hand basin 
facilities provided; the remaining residents were accommodated in three twin rooms.  
 
Residents’ bedrooms were discreetly but highly personalized with memorabilia and 
residents had good access to televisions, radios, papers, magazines and a well 
stocked in-house library. 
 
An oratory with adjoining quiet space for reflection was available and mass was said 
weekly.  
 
A daily afternoon schedule of activities was in place that included music, bingo, art 
therapy and twice weekly physical activity sessions. Residents spoke of their 
enjoyment of the activities and of the recent garden party held on 29 June 2013. 
 
Residents had access to a functioning call bell system; bells were noted to be within 
reach of residents; staff were visible and residents had ready access to staff. 
 
While there was substantial evidence of good practice and evidence that residents 
were consulted with on a daily basis, the systems for consultation, participation and 
quality review would have been enhanced (as outlined below) by development of 
and more effective utilisation of formal systems of review such as the residents’ 
committee and satisfaction surveys; this was discussed with the provider and person 
in charge at verbal feedback. 
 
The inspectors saw and residents spoken with expressed their satisfaction with the 
meals provided which they described as “very good” and “excellent”. The inspector 
saw that a good variety of quality, branded products were stocked. However, what 
was not clear was how residents’ preferences and choices informed and influenced 
the meals provided. A menu was displayed but inspectors saw that the meals 
provided bore no correlation to the menu and no choice of main meal was routinely 
provided at lunchtime. The provider and staff spoken with confirmed this and 
residents while acknowledging the quality of the meals provided also confirmed that 
meals were not of their choosing but were decided by the provider. The variety of 
meals provided in a modified format in the evening was very limited.   
 
Inspectors noted and staff spoken with confirmed that approximately 21 residents 
took their meals in their bedrooms. While residents spoken with had no objection to 
this and some expressed a preference to remain in their rooms for their meals this 
routine is inevitable rather than by choice as the centre does not provide, separate to 
the residents private accommodation, adequate dining space for the number of 
residents living in the centre. The designated dining room was seen to accommodate 
16 residents and there was one sitting only at mealtimes. 
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Inspectors noted a good level of visitor activity and all visitors spoken with relayed a 
positive experience of the centre. However, signage was in place stating that visiting 
was not permitted at mealtimes. Minutes of the residents committee indicated that 
residents were happy with this arrangement. However, as discussed below, the 
committee was too limited to be representative of all residents’ wishes and 
preferences. The person in charge said that exceptions were always made but this 
was not reflected in the displayed notice.      
 
A residents’ committee was in place and minutes reviewed indicated that it was 
convened monthly. The minutes demonstrated discussion of issues such as 
gardening, the forthcoming garden party and general satisfaction with the service. 
However, the numbers of residents in attendance (consistently six) was small 
thereby limiting the representation and meaningfulness of the committee. 
   
Theme: Workforce 
The workforce providing a health and social care and support service consists of all the 
people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality, person-centred and safe service. Service providers must be 
able to assure the public, service users and their workforce that everyone working in 
the service is contributing to a high quality safe service. 
 
Outcome 18 
There are appropriate staff numbers and skill mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision  
 
Action(s) required from previous inspection:  
 
Ensure that information and documents specified in schedule 2 are available for all 
staff. 
 
 
Inspection findings 
 
Inspectors were satisfied that the numbers and skill-mix of staff were appropriate to 
meeting the needs of the residents and other factors such as the size and layout of 
the premises. Inspectors observed a good staffing presence and ready access to staff 
for residents. A good skill-mix was maintained and including the person in charge 
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three nurses were on duty daily. The inspector reviewed a sample of staff rosters 
and saw that that the staffing numbers and skill-mix were consistently maintained.  
 
However, evidence of their current registration with their regulatory body was not in 
place for all staff nurses employed.  
 
Recruitment procedures were not sufficiently robust. The inspector reviewed four 
staff files and found that only one satisfied the requirements of the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) Regulations 
2009 (as amended). Collectively missing information included proof of the person’s 
identity, full employment history, references and evidence that the person was fit for 
the purposes of their work in the centre, other correspondence, and records of 
disciplinary action and any other records in relation to their employment. 
 
References that were in place were largely of a testimonial nature and there was no 
evidence of the verification of their authenticity. 
 
The provider confirmed that persons providing services to residents on a regular and 
repeat basis were not vetted appropriate to their level of involvement in the centre; 
there was one written agreement between the individual/organisation setting out 
their roles and responsibilities.  
 
The person in charge was visibly actively involved in the delivery and supervision of 
care and services to residents on a daily basis as was the KSM. Staff meetings were 
convened monthly by the person in charge and records reviewed indicated discussion 
of operational, resident and employment related issues; a formal staff appraisal 
system was also in place. However, appraisal records reviewed indicated that the 
appraisal system was not used in a timely and constructive manner to set goals, 
clear expectations and monitor progress in response to issues that arose in practice. 
 
There was evidence that staff learning and development needs were addressed by a 
staff education and training programme. Records reviewed indicated that staff had 
access to education and training (some of which was delivered by external 
facilitators) including documentation in clinical practice, medication management, risk 
management, dementia care, nutrition and hydration and palliative care. Some 
deficits were identified however, in core/mandatory training and these have been 
discussed in Outcome 6; Safeguarding and Safety and Outcome 7: Health and safety 
and Risk Management.      
 
Inspectors saw and heard staff attend to and interact with residents in a respectful 
manner. 
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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.  
 
Acknowledgements 
 
The inspectors wish to acknowledge the cooperation and assistance of the residents, 
relatives, provider and staff during the inspection. 
 
Report compiled by:   
 
Mary Moore 
Inspector of Social Services 
Regulation Directorate 
Health Information and Quality Authority 
 
22 July 2013 
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Provider’s response to inspection report ∗ 
 

 
Centre Name: 

 
Corbally House Nursing Home 

 
Centre ID:  

 
0414 

 
Date of inspection: 

 
10 July 2013 and 11 July 2013 

 
Date of response: 

 
12 August 2013 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007 as amended, the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
and the National Quality Standards for Residential Care Settings for Older People in 
Ireland. 
 
Theme: Governance, Leadership and Management 
 
Outcome 2: Contract for the provision of services  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Most but not all contracts were signed and dated by both the provider and the 
resident or their representative.  
 
The contract did not specify the fees payable for services provided outside of the 
basic contract of care. 
 
Action required:  
 
Agree a contract with each resident within one month of admission to the designated 
centre and ensure that each contract is signed and dated by the provider and the 
resident of their representative.  
                                                 
∗ 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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Action required:  
 
Ensure each resident’s contract deals with the care and welfare of the resident in the 
designated centre and includes details of the services to be provided for that resident 
and the fees to be charged including the services that may be provided but are not 
included in the basic weekly fee as agreed with each resident.  
 
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: 
 
All contracts of care have now been updated to reflect the action 
required. 
 

 
 
12 August 2013 

  
Theme: Safe care and support  
 
Outcome 6: Safeguarding and safety 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Improvements were required in the measures in place to safeguard residents. 
 
Action required:  
 
Put in place a policy that is specific to the centre and its arrangements and 
procedures for the prevention, detection and response to any alleged, suspected, 
reported or confirmed abuse. 
 
Action required:  
 
Make all necessary arrangements including the ongoing, timely training and re-
training of staff aimed at preventing residents being harmed or suffering abuse or 
being placed at risk of harm or abuse. 
 
Action required:  
 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of any allegation, suspected or confirmed abuse of any resident. 
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Action required:  
 
Maintain a signed and countersigned, dated record of any monies transacted on 
behalf of or at the request of a resident and where applicable the purposes for which 
the monies were used 
 
Reference:    

Health Act, 2007 
                 Regulation 6: General Welfare and Protection  
                 Regulation 36: Notification of incidents 
                 Standard 8: Protection 

Standard 9: The Resident’s Finances 
Standard 29: Management Systems  
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: 
 
All policies mentioned above have been updated and are centre-
specific. 
 
All staff will receive updated training on elder abuse. 
 
Any suspected allegation of elder abuse will be reported to the 
Chief Inspector within three working days. 
 
All monies transacted between nursing home and relative are 
now countersigned.   
 

 
 
30 September 
2013 

 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Improvements were required in fire safety and risk management precautions and 
procedures. 
 
Action required:  
 
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.  
 
Action required:  
 
Conduct a risk assessment of all ground floor windows and restrict their opening as 
appropriate to ensure the safety and security of more vulnerable residents. 
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Action required:  
 
Ensure that the manual handling assessment is an accurate reflection of the 
resident’s abilities and needs. Ensure that all staff adhere to the manual handling 
plan. 
 
Action required:  
 
Ensure that equipment used in the manual handling of residents is inspected and 
tested in line with legislative requirements. 
 
Action required:  
 
Make adequate arrangements for reviewing fire precautions, and inspecting and 
testing fire equipment, at suitable intervals; Maintain, in a safe and accessible place, 
a record of all fire alarm tests carried out at the designated centre together with the 
result of any such test and the action taken to remedy defects.  
 
Action required:  
 
Ensure, by means of fire drills and fire practices at suitable intervals that all 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. Accurate records 
are maintained of each staff member’s attendance at training. 
 
Action required:  
 
Display the procedures/actions to be taken in the event of fire in a prominent place in 
the designated centre. Ensure that the displayed notices are an accurate reflection of 
and are consistent with the centres fire evacuation procedure.  
 
Action required:  
 
Make adequate arrangements for containing fires and the safe placement of residents 
by removing and prohibiting the use of door wedges to hold open fire doors. Explore 
suitable alternatives if necessary in consultation with the appropriate personnel.  
 
Action required:  
 
Provide a designated wash-hand basin in the laundry. 
 
Action required:  
 
Ensure that all staff have available to them on a daily basis policies, procedures and 
equipment consistent with current national guidelines on infection prevention and 
control including the handling of linen.  
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Action required:  
 
Ensure that the use of CCTV is governed by a policy. The policy and the use of CCTV 
clearly reflect a thorough understanding of the responsibilities of the provider under 
the regulations and the Data Protection legislation including the right to privacy in the 
workplace. The policy must clearly outline the justification for and the means for 
obtaining consent from persons where it is used in areas where it may intrude upon 
and compromise the privacy of any person.  Where CCTV is used, this will be clearly 
sign posted where each camera is located. 
  
Reference:  

Health Act, 2007 
Regulation 31: Risk Management Procedures  
Regulation 32: Fire Precautions and Records 
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: 
 
The risk management policies are being updated to cover the 
precautions in place to control the unexplained absence of a 
resident, assault, accidental injury to residents or staff, 
aggression violence and self harm. 
 
Windows are being fitted with restrictors. 
 
Manual handling assessments are to be updated when residents 
abilities change. 
 
All fire equipment is inspected, maintained at intervals required 
by law. 
 
All staff continue to get training in all aspects of fire drills and 
evacuation procedures. 
 
We will continue to display in a prominent place proper actions 
and procedures to be taken in the event of a fire. 
 
Hand wash basin to be put in the laundry. 
 
New updated plans on infection control have been provided. 
 
CCTV policy now in place. 
 
Hoists and all equipment were checked in April 2013 by service 
engineer on contract. 

 
 
30 September 
2013 
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Outcome 8: Medication management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Transcribing policy and practice required further review to ensure that practice was 
reflective of policy and regulatory body guidance. 
 
Action required:  
 
Put in place suitable arrangements and appropriate procedures and written policies in 
accordance with current regulations, guidelines and legislation for the transcription of 
prescription records and ensure staff are familiar with such procedures and policies. 
 
 
Action required:  
 
Maintain, in a safe and accessible place, a record of all drugs and medicines 
prescribed, signed and dated by a medical practitioner.  
 
Reference: 

Health Act, 2007 
                 Regulation 33: Ordering, Prescribing, Storing and Administration of   

Medicines  
                   Regulation 25: Medical Records 

Standard 13: Healthcare  
Standard 14: Medication Management   
Standard 15: Medication Monitoring and Review    

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

Timescale: 
 

Provider’s response: 
 
The staff nurse will continue to date and sign all emergency 
medication prescriptions. 
 
The residents GP is requested to sign and date all medicines 
prescribed. 
 

 
 
30 September 
2013 

 
Theme: Effective care and support 
 
Outcome 11: Health and social care needs 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Nationally agreed policy on the use of restraint was not implemented in practice. 
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The care plan was not always reviewed in line with the residents changing needs. 
 
Action required:  
 
The practice of restraint will be fully reviewed and the provider will aim to achieve a 
restraint free environment. The provider will implement at all times nationally agreed 
best practice guidelines on the use of physical restraint. Appropriate review and 
advice shall be sought on an individualised resident basis if and when a 
posture/safety device is required to ensure that the most appropriate, approved and 
least restrictive device is prescribed.   
  
Action required:  
 
Keep each resident’s care plan under formal review as required by the resident’s 
changing needs or circumstances 
 
Action required:  
 
Ensure that all aspects of care are at all times supported by a high standard of 
evidence based nursing practice. 
 
Reference:   

Health Act, 2007 
Regulation 8: Assessment and Care Plan  
Regulation 6: General Welfare and Protection 

                 Standard 13: Healthcare 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 17: Autonomy and Independence 

                  Standard 21: Responding to Behaviour that is Challenging  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
An updated restraint policy is now in place, which is centre-
specific. 
 
An occupational therapist has advised on seating assessments 
where necessary. 
 
Care plans will continue to be reviewed on a monthly basis or as 
required by the residents changing needs. 
 
An occupational therapist will now visit the nursing home on a 
monthly basis. 
 

 
 
30 September 
2013 
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Theme: Person-centred care and support                                                              
 
Outcome 13: Complaints procedures 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Complaints management policy and procedure was not compliant with the 
requirements of Article 39 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended).  
 
There was some evidence to suggest that all complaints were not recorded. 
 
Action required:  
 
With reference to each element of Article 39 (1) to (12) and Standard 6 provide 
written operational policies and procedures relating to the making, handling and 
investigation of complaints from any person about any aspects of service, care and 
treatment provided in, or on behalf of a designated centre.  
 
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:  
 
Record all complaints and the results of any investigations into the matters 
complained about.  Ensure these records are in addition to and distinct from a 
resident’s individual care plan. 
 
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: 
 
The complaints procedure has now been updated to reflect 
current policy. 
 

 
 
30 September 
2013 

 
Outcome 16: Residents’ rights, dignity and consultation 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
It was not clear how residents’ preferences and choices informed and influenced the 
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meals provided. 
 
The variety of meals provided in a modified format in the afternoon was very limited.  
 
The centre does not provide, separate to the resident’s private accommodation, 
adequate dining space for the number of residents living in the centre. 
 
Signage was in place stating that visiting was not permitted at mealtimes. 
 
The numbers of residents attending the residents committee (consistently six) was 
small thereby limiting the representation and meaningfulness of the committee. 
   
Action required:  
 
Provide adequate dining space separate to the residents’ private accommodation. Put 
in place arrangements that maximise the available dining space, enhances the social 
dimension of meals and facilitates each resident to exercise choice and control over 
their dining arrangements.  
 
Action required:  
 
Provide each resident with food that offers choice at each mealtime; is varied and 
takes account of any special dietary requirements; and is consistent with each 
resident’s individual needs. 
 
Action required:  
 
Ensure that there are no restrictions on visits except when requested by a resident or 
when the visit or timing of the visit is deemed to pose a risk. There is clear evidence 
to justify any such restriction. 
 
Action required:  
 
Put in place arrangements/systems to facilitate each resident’s consultation and 
participation in the organisation of the designated centre on a regular basis. Issues 
raised individually or collectively by residents or their representatives are 
acknowledged, responded to and recorded, including the actions taken in response to 
issues raised. The feedback received and any action taken in response to the issues 
raised forms part of the quality review process for reviewing and improving the 
quality and safety of care, and the quality of life of residents. 
  
Reference: 

Health Act, 2007 
Regulation 10: Residents’ Rights, Dignity and Consultation  
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Regulation 19: Premises  

                 Regulation 20: Food and nutrition  
                 Regulation 12: Visits   
                 Standard 20: Social Contacts 
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                 Standard 19: Meals and Mealtimes   
                 Standard 25: Physical Environment 
                 Standard 30: Quality Assurance and Continuous Improvement 
                 Standard 2: Consultation and Participation  
                 Standard 17: Autonomy and Independence 
                 Standard 18: Routines and Expectations 

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

Timescale: 
 

Provider’s response: 
 
Residents who wish to come to the dining room for their meals 
will be catered for by having two sittings. 
 
More choice is to be provided at meal times. 
 
Open visiting to continue. 
 
More residents’ relatives have been invited to join residents 
committee. 
 
A survey is being carried out with relatives on aspects of care etc.
 

 
 
30 September 
2013 

 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Recruitment procedures were not sufficiently robust. 
 
Evidence of their current registration with their regulatory body was not in place for 
all staff nurses employed.  
 
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 and Schedule 4 have been obtained in respect 
of each person. 
 
Action required:  
 
Put in place recruitment procedures to ensure the authenticity of the staff references 
referred to in Schedule 2. 
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Action required:  
 
Ensure volunteers/persons providing services to residents in the designated centre 
are vetted appropriate to their role and level of involvement in the designated centre. 
Set out the roles and responsibilities of such persons in a written agreement between 
the designated centre and the individual. 
 
Action required:  
 
Maintain, in a safe and accessible place, details of the qualifications and a copy of the 
certificate of current registration of each member of the nursing staff employed. 
 
Action required:  
 
Develop and implement a robust staff appraisal system that is appropriate to the 
specific needs of the centre and addresses issues raised in care and practice. Each 
staff member is informed of their progress and has an opportunity to rectify 
limitations and develop capabilities and strengths. There is clear evidence of this. 
 
Reference:  

Health Act, 2007 
Regulation 24: Staffing Records  
Regulation 18: Recruitment  
Regulation 34: Volunteers  
Regulation 17: Training and Staff Development 
Standard 24: Training and Supervision 
Standard 22: Recruitment  
Standard 23: Staffing Levels and Qualifications 

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

Timescale: 
 

Provider’s response: 
 
We have now updated our recruitment policy. Chiropodist and 
hairdresser have been Garda vetted. ABA pin numbers are 
provided by all staff nurses. Staff performance appraisals are to 
be carried out on an annual basis or within three months of 
starting. 
 

 
 
30 September 
2013 

 


