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About inspection   
 

The purpose of inspection is to gather evidence on which to make judgements about 
the fitness of the registered provider and to report on the quality of the service. This 
is to ensure that providers are complying with the requirements and conditions of 
their registration and meet the standards; that they have systems in place to both 
safeguard the welfare of service users and to provide information and evidence of 
good and poor practice.  
 
In assessing the overall quality of the service provided, inspectors examine how well 
the provider has met the requirements of the Health Act 2007, the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) Regulations 
2009 (as amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland under 18 outcome statements. The outcomes set out 
what is expected in designated centres.  
 
Outcome 1 
There is a written statement of purpose that accurately describes the service that is provided 
in the centre. The services and facilities outlined in the statement of purpose, and the 
manner in which care is provided, reflect the diverse needs of residents.  
Outcome 2 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
Outcome 3 
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 
Outcome 4 
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. 
Outcome 5 
The health and safety of residents, visitors and staff is promoted and protected.  
Outcome 6 
Each resident is protected by the designated centre’s policies and procedures for medication 
management. 
Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-based 
nursing care and appropriate medical and allied healthcare. 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.  
Outcome 8 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
Outcome 9 
Each resident is provided with food and drink at times and in quantities adequate for his/her 
needs. Food is properly prepared, cooked and served, and is wholesome and nutritious. 
Assistance is offered to residents in a discreet and sensitive manner.  
Outcome 10 
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. 
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Outcome 11 
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. 
 Outcome 12 
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.  
Outcome 13 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
Outcome 14 
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.  
Outcome 15 
The location, design and layout of the centre is suitable for its stated purpose and meets 
residents’ individual and collective needs in a comfortable and homely way. There is 
appropriate equipment for use by residents or staff which is maintained in good working 
order. 
Outcome 16 
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). 
Outcome 17 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from the 
designed centre and the arrangements in place for the management of the designated 
centre during his/her absence.  
 
All inspection reports produced by the Health Information and Quality Authority will 
be published. However, in cases where legal or enforcement activity may arise from 
the findings of an inspection, the publication of a report will be delayed until that 
activity is resolved. The reason for this is that the publication of a report may 
prejudice any proceedings by putting evidence into the public domain 
 
The inspection report is available to residents, relatives, providers and members of 
the public, and is published on www.hiqa.ie in keeping with the Authority’s values of 
openness and transparency.  
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About the centre 
 

Location of centre and description of services and premises 
 
St Joseph’s Care Centre is located in a residential area about 1 kilometre from 
Longford town on the Dublin Road. It is in close proximity to a large store and local 
shops. 
 
The centre was established in 1968. It is registered by the Health Information and 
Quality Authority (the Authority) to provider care to 72 dependent persons. Residents 
are admitted who require long term care or who have dementia care needs or 
enduring mental health problems. One bed is allocated for palliative care on an 
ongoing basis.  
 
A day care service for older persons, a general practice (GP) treatment centre, 
including an out of hours service an out patient clinic and X-ray facilities are also 
located on site. Additional community services which include support services such as 
physiotherapy, occupational therapy, speech and language therapy and palliative 
care are also available onsite. These services are available to the residents of St 
Joseph’s Care Centre. They were not inspected by the Authority. 
 
A chaplaincy service is available to residents and families. A catholic church is located 
on site which is used by residents, relatives, staff and the local community. A church 
of Ireland church is also available. 
 
The designated centre is made up of three distinct units and comprises of the 
following: 
 
The Lodge 
This unit is divided into two separate units – Autumn and Sunset. Accommodation is 
provided for 27 residents, 10 on Autumn and 17 on Sunset. Autumn provides 
accommodation to nine long term residents and one palliative care bed. There are 10 
single bedrooms. A sluice room, nurse’s station, sitting room, dining room, two 
toilets, a bathroom, a shower and a storage room are available. Sunset provides 
accommodation to 17 residents. There are five single rooms, six twin rooms,  a sluice 
room, kitchenette, nurses’ office, sitting room, dining room, a  storage room, a 
bathroom, shower room, four toilets and staff facilities. 
 
Both units provide accommodation to residents with complex care needs some of 
which are under 65 years of age. A significant percentage of residents have dementia 
or long-term disabilities.  
 
Padre Pio 
This unit has recently been refurbished and provides accommodation to 25 residents 
in six four-bedded areas with en suite shower, wash-hand basin and toilet facilities 
and one single room. A further shower and toilet with wash hand basin is available. 
Other facilities include a dining room, separate sitting room and a smoking room. A 
kitchenette, treatment room, cleaning room, sluice room and a nurse’s office 
complete the structural layout. 
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St Therese’s 
This unit provides accommodation to 16 residents in two four-bedded areas, one six-
bedded area and two single rooms. Other facilities include a dining room, separate 
sitting room and a smoking room, a kitchenette, treatment room, cleaning room, a 
sluice room and a nurses’ office. A store room, visitors/quiet room, eight toilets, five 
showers and staff facilities are also available.  
 
A safe secure well maintained garden is accessible to residents from this unit. 
 
There is a large reception area, a Roman Catholic Chapel and a Church of Ireland 
church and a spacious hall also available. The main catering kitchen, staff dining 
room, the hairdressing room and office space are located in close proximity to the 
main entrance. All entrances to units are wheelchair accessible 
 
Car parking for staff and visitors is available at the front and side of the building. 

 
 
Date centre was first established:  

 
1840 

 
Date of registration: 

 
28 June 2012 

 
Number of registered places:  

 
72  

 
Number of residents on the date of inspection:  

 
63 

 
Dependency level of current residents 
as provided by the centre: 

Max High Medium Low 

 
Number of residents 

 
45 

 
12 

 
6 

 
0 

 
Male 
( ) 

Female 
( ) 

 
Gender of residents 

 
 

 
 

 
Management structure 
 
The Provider is the Health Service Executive (HSE). The nominated person on behalf 
of the Provider is Joseph Ruane. The Person in Charge is Pauline Lee. Currently 
Karen Johnston, Acting Director of Nursing (ADON), is deputising for the Person in 
Charge (referred to as person in charge in this report). She is supported by an Acting 
ADON. The management team report to the area General Manager, who in turn 
reports to the provider. A team of five Clinical Nurse Managers (CNMs) are 
responsible for the delivery of care on the units. The acting ADON also coordinates 
placements for student nurses and other staff on training who wish to gain 
experience through work placement in the centre. The team of carers, catering, 
ancillary and administrative staff with the wider allied heath professionals complete 
the staff profile. 
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Staff 
designation 

Person 
in 
Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on duty 
on day of 
inspection 
 

1 
1* 

2** 
7 

13*** 4 6 1 3**** 

 
* acting ADON 
** CNMs  
*** includes three activity staff 
**** electrician, chaplain and painter 
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Summary of compliance with Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
St Josephs Care Centre was first inspected by the Health Information and Quality 
Authority (the Authority) in February 2010, a registration inspection was completed 
in March 2011 and follow up inspections were carried out in September 2011 and 
June 2012. The findings of previous inspections concluded that some improvements 
were required to meet all of the requirements in the Regulations. These inspection 
reports can be found at www.hiqa.ie. The previous inspection was carried out in June 
2012 and the main findings indicated that all outstanding actions were substantially 
complete. An action in relation to the environment was no longer relevant, as this 
had been addressed by closure of one unit and refurbishment of another unit.  
 
This was the fifth inspection carried out by the Authority and it was a monitoring 
unannounced inspection. The inspector focussed on regulatory requirements relating 
to governance, risk and incident management, resident care and the environment to 
assess the extent to which these impinged on the delivery of care and provision of 
positive safe outcomes for residents.  
 
The inspector spoke with twelve residents, a relative, the person in charge and staff. 
Records were examined including residents’ records, staff rotas and files, register of 
residents, policies, fire safety records and accident/incident report records. 
 
The person in charge informed the inspector about recent improvements to the 
centre. These included the refurbishment programme which was ongoing. 
 
The inspector was satisfied that the residents were well cared for and that their 
nursing and care needs were being met. The inspector found that the staffing levels 
were adequate to meet current residents’ needs. Staff and residents agreed that 
there were adequate staff on duty. From review of staff rotas the inspector 
confirmed these staffing levels to be the norm. No resident or staff member raised 
any concerns with regard to staffing levels. Call bells were noted to be responded to 
in a timely fashion and the inspector noted that residents were supervised at all 
times in communal areas. There was a programme of recreational activities in place 
which included painting and an exercise class. 
 
Areas which required review included: 

 Consistent three-monthly review of care plans  
 recording by medical staff post reviewing residents 
 accurate completion of wound care plans  
 updating the statement of purpose 
 the provision of opportunities for meaningful engagement particularly for 

residents with cognitive impairment/dementia. 
 
The action plan at the end of this report identifies areas where improvements must 
be made to meet the requirements of the Regulations and Standards.  
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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.  
 
1. Statement of purpose and quality management 
 

Outcome 1 
There is a written statement of purpose that accurately describes the service that is 
provided in the centre. The services and facilities outlined in the statement of 
purpose, and the manner in which care is provided, reflect the diverse needs of 
residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 

 
Inspection findings 
The statement of purpose did not meet all of the requirements in Schedule 1 of the 
Regulations. 
 
The inspector found that the maximum number of residents who can be 
accommodated as documented in the statement of purpose did not correspond with 
the maximum number the centre is registered by the Authority to accommodate. It 
also failed to document the range of needs that the centre intended to meet for 
example, the needs of some residents who were currently living in the centre were 
not included such as those with a complex care needs and cognitive impairment. 
 
The inspector also noted that details of the registration by the Authority required to 
be inserted and an update re staffing numbers. 
 
The person in charge stated that she was aware of her responsibility to keep the 
statement under review and confirmed that it would be made available to residents 
on admission, and following review. 

 
Outcome 2 
The quality of care and experience of the residents are monitored and developed on 
an ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
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Inspection findings 
The inspector found that systems had been put in place to ensure that the quality of 
care given to residents was monitored and reviewed on an ongoing basis. Weekly 
reviews were completed on all residents monitoring pain, use of sedative and 
psychotropic and antibiotic medication, episodes of behaviour that challenges, weight 
loss, whether a catheter was insitu, wound management and those who spent a 
significant amount of time in bed. This was audited by the person in charge and 
allowed trends to be monitored. Where deficits were identified, improvements were 
made. For example with regard to the medication audit the outcome is emailed to 
the GPs where a deficit is noted with regard to prescribing practices. The centre is 
currently completing a satisfaction survey and plan to complete an audit of meals 
and meal times this month.  
 
It was noted by the inspector on reviewing the minutes of staff meetings that there 
was evidence of discussion of the outcome of these audits.  

 
Outcome 3 
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 
 

 
Inspection findings 
The inspector reviewed the centre’s complaints policy and found that it did not 
clearly identify an independent appeals process as required under the Regulations. 
 
Staff spoken with clearly articulated adequate responses to effectively managing 
complaints and they displayed an open positive attitude with regard to investigating 
complaints. 
 
The person in charge was identified as the named complaints officer. She clearly 
described a robust investigation procedure. The inspector reviewed the complaints 
log and noted that a monthly audit of complaints was completed. This looks at the 
themes of the complaints and the timescale to resolution. 
 
Details of the complaints procedure were displayed publicly and described in the 
Residents’ Guide and statement of purpose. The inspector reviewed the complaints 
log and found that there was evidence of complaints being responded to by the 
person in charge. Documentary evidence of the outcome of the complaint and 
whether or not the complainant was satisfied was recorded. 
 
A log was available to record complaints and the person in charge said this log is 
sent to the nursing administration unit at the beginning of each month. The person 
in charge was identified in the policy as the person who oversees that complaints are 
responded to appropriately and agreed timelines were identified within the policy.  
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The person in charge confirmed that she met with residents and relatives on a 
regular basis and usually resolved any issues as they arose. Residents spoken with 
confirmed that the person in charge was regularly available in the centre. 
 
2. Safeguarding and safety 
 

Outcome 4 
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 
 

 
Inspection findings 
The inspector was satisfied that measures were in place to protect residents from 
being harmed or suffering abuse. The inspector was provided with a copy of the 
centre’s prevention, detection and response to elder abuse policy. The policy was 
accessible to all staff. While the policy detailed procedures to follow in the event of 
receiving an allegation of elder abuse. There was evidence that most staff had 
attended training on elder abuse detection and prevention. Training took place on 
day one of the inspection, however, the inspector was informed that a small number 
of staff had not received training and this was planned for the end of July 2012. 
Some staff working in the centre were spoken with by the inspector regarding the 
procedures to be followed in the event of an alleged incident of elder abuse in a 
number of scenarios. They were all clear that the welfare of the resident was 
paramount and that they would report immediately to relevant personnel. 
 
Documentary evidence of attendance at elder abuse detection and prevention 
training was maintained for staff member in a staff training matrix. 
 
Garda Síochána vetting was completed for all staff. There was a visitors log in place 
to monitor the movement of persons in and out of the building and a receptionist 
was on duty five days per week.  
 
Residents spoken with confirmed to the inspector that they felt safe in the centre. 
They attributed this to the staff being “around at all times”. Residents spoken with 
confirmed to the inspector that they were well cared for and had no concerns at the 
current time.  
 
An individual, record of each resident’s personal property was not available. The 
inspector confirmed with residents that there were no instances of missing clothes. 
This was also confirmed by speaking with staff. There was one complaint logged in 
relation to the loss of an item of clothing. This issue had been resolved. 
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Outcome 5 
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 
 

 
Inspection findings 
The provider had developed a risk management policy. However, this policy did not 
comply with current legislation. It failed to adequately guide and inform staff of 
measures to take in response to a variety of risk situations. For example, it did not 
include the risks of assault of residents in the centre, accidental injury to residents or 
staff, aggression, violence and arrangements for the identification, recording, 
investigation and learning from serious or untoward incidents or adverse events 
involving residents. It also failed to reference other polices that were available in 
relation to risk to inform staff of the overall risk management procedures in the 
centre.  
 
Records with regard to mandatory training in moving and handling were made 
available to the inspector. However, a high percentage of staff did not have up-to-
date moving and handling training. 
  
There were systems and practices in place that were targeted at promoting the 
health and safety of residents, visitors and staff. The centre’s risk register was 
reviewed by the inspector who found that this document was up-to-date and it was 
clear that risks were being identified, recorded and control measures were in place to 
mitigate the risk. There were arrangements in place for recording and investigating 
untoward incidents and accidents. All incident and near miss records were forwarded 
to the risk management department for analysis and a risk advisor was available to 
the centre. The person in charge informed the inspector that staff had received 
training on completing risk assessments and the inspector noted that there was a 
procedure available to staff to guide them as to how to complete risk assessments. 
Update training was planned by the risk management services to update staff on 
completion of risk assessments. There was a missing person policy in place which 
included clear procedures to guide staff should a resident be reported missing. 
Photographic identification was available for each resident in their care records. 
There were controls in place to ensure the temperature of hot water was restricted 
to 43°C at outlets and the inspectors found hot water was dispersed at a safe 
temperature.  
 
Procedures for fire detection and prevention were in place. Smoke detectors were 
located in all bedrooms and general purpose areas. Emergency lighting and 
evacuation signage was provided throughout the building. The inspector reviewed 
service records which showed that the fire alarm system, emergency lighting and fire 
equipment were monitored regularly. Records were available which showed that daily 
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inspections of fire exits were carried out. These were up to date. The inspector noted 
on walking around the building that all fire exits were unobstructed. The inspector 
read the training records which confirmed that all staff had attended training on ‘fire 
prevention and response and evacuation’. Fire drills to reinforce the theoretical 
training provided to staff to ensure they are confident of the procedure to be 
followed in the case of a fire were carried out biannually. This occurred during 
daytime and nighttime hours. Staff spoken with by an inspector were knowledgeable 
on the procedures they were required to follow in the event of the alarm sounding 
and evacuation procedures. Ski evacuation sheets were available for all residents. 
 
There were good falls prevention strategies described by staff to the inspector. A 
comprehensive falls audit had been carried out. There was evidence available that 
staff had received training on falls management, a falls prevention group and policy 
was in place. Where a resident fell their falls risk assessment was reviewed and the 
resident was referred to the physiotherapist and occupational therapy services. There 
was also a discussion with staff and management as to what preventative strategies 
or assistive devices would assist to ensure the safety of the resident. There had been 
19 falls in the centre since January 2012. The inspector noted that 15 of these falls 
were not witnessed. Where falls were un-witnessed there was inconsistent evidence 
available to demonstrate that the resident was assessed for possible head injury. 
Neurological observations were not recorded routinely to monitor residents to ensure 
that a head injury had not been sustained and that consciousness had not been 
affected. Information recorded included factual details of the accident/incident, date 
and time event occurred, name and contact details of any witnesses and whether the 
GP and next of kin had been contacted. While it was recorded that the GP had been 
informed of the incident, the form did not have a follow up section to record whether 
the GP had seen the resident. To confirm this, you had to track through the medical 
file where the inspector found there was very infrequent recording of medical review. 
This does not allow for the provider to ensure that residents re receiving sufficient 
medical attention following an accident. 
 
A comprehensive emergency plan was in place to guide staff in responding to 
untoward events. The plan outlined a clear procedure to follow in the event of fire, 
flooding and loss of utilities. Contingency arrangements were provided should it be 
necessary to evacuate residents from the building. A visitors log was in place to 
monitor the movement of persons in and out of the building to ensure the safety and 
security of residents and to inform staff re who was in the premises should 
evacuation be required. 
 

Outcome 6 
Each resident is protected by the designated centre’s policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
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Inspection findings 
There was a comprehensive medication management policy in place which provided 
guidance to staff. Practices observed by the inspector complied with An Bord 
Altranais guidelines.  
 
The inspector accompanied a nurse during the medication round and observed 
practice in administration. The staff nurse on the medication round was 
knowledgeable of the medications being administered and ensured that residents 
took the medication. The nurse told the inspector that they used photographs to 
identify residents when administering medications. These were available for all 
residents. 
 
There were close links with the pharmacist who attended the centre regularly. The 
inspector met with her briefly. Medicines were being stored securely, however the 
inspector noted that  while the pharmacist had attached date labels to medications 
that had  a short shelf life on opening, these labels were not completed by the 
nursing staff hence there was no way of knowing when this medication expired. 
Additionally the medication administration charts did not consistently identify the 
maximum dose of “as required” medication to be administered in a 24 hour period.  
 
The temperature ranges of the medicine refrigerators were monitored daily and a 
record was kept. Controlled drugs were being stored in controlled drug cabinets that 
conform to statutory requirements. Medications that required special control 
measures were kept in a double locked cabinet. A register was maintained and these 
medications were counted by two nurses and recorded on each change of each shift 
which was in keeping with the Misuse of Drugs (Safe Custody) Regulations, 1984. 
Appropriate arrangements were in place for the disposal of medication. 
 
There was evidence available that each clinical nurse manager undertook audits of 
medication practices on a regular basis. Where deficits were found an action plan 
was put in place to address these. Nurses had completed medication management 
training.  
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3. Health and social care needs 
 

Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied healthcare. 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  
 
 
Inspection findings 
While staff informed the inspector that the centre had a contract for 15 hours per 
week of GP services which were based on site, the inspector noted that there was 
poor written evidence available on medical files reviewed of consultations with the 
GP. On some occasions where there was a recording, however, this was very sparse. 
For example, an entry was made on admission on 17 May 2012 ‘admitted for long 
stay’ there was no further entry until 1 July 2012 when the resident had an acute 
medical issue which required transfer to the acute general hospital for review. The 
inspector was concerned that this did not provide a good overall clinical picture of 
the resident and could be prejudicial to their care and welfare. There were some files 
reviewed where a significant decision was made with regard to treatment. There was 
no narrative available in files reviewed as to what discussion had taken place or with 
whom this was discussed. This was not an isolated case. The inspector noted that 
there is a need for a comprehensive medical history to be available for all residents 
with regular medical reviews. Where this is absent it poses a risk to residents, 
particularly if an acute medical problem arises out of hours when the regular GP is 
not available. 
 
The person in charge also stated that reviews of medication were occurring at three 
monthly intervals. The inspector viewed documentary evidence in relation to this 
which was kept in the pharmacist care plan file. There was no entry by the GP in the 
medical records to support that he/she had seen the resident and discussed their 
medication with them as part of the review. 
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The centre has access to nurse specialists in tissue viability and continence 
promotion. Residents’ health needs were well monitored and there was good access 
to allied healthcare services. A physiotherapist, occupational therapist and speech 
and language therapist were all based on site. Dietician services were easily 
accessible and it was clear from documentation and from speaking with staff that 
this was a supportive service to the centre. Dental services could be accessed locally. 
Audiology services were arranged as required via GP referral. Eye checks were also 
arranged as required. 
 
The inspector found that generally, a good standard of nursing care was provided.  
The inspector reviewed nine residents care files. There were nursing assessments 
and clinical risk assessments carried out for all residents. For example, a validated 
pressure ulcer risk assessment, a manual handling assessment continence 
assessment and dependency assessment. Additional assessments included for 
example a nutritional status assessment and a falls risk assessment and a 
behavioural and mental state checklist. The inspector noted that the assessments 
informed the care plans. There was a daily record of the residents’ health condition 
and treatment given. However, the nurses’ entries were not timed which is not in line 
with best practice guidelines from An Bord Altranais.  
 
Staff demonstrated good knowledge and understanding of each resident’s 
background and informed inspectors that they tried to involve residents and relatives 
in planning care. There was some evidence of involvement of the residents or their 
representatives in the development and review of the care plan and the inspector 
noted that some residents had signed their own care plans. An arrangement was in 
place where each resident had a ‘key worker’ nurse for care planning. While care 
plans were reviewed on a regular basis and specific review documentation was in 
place to ensure care plans should be reviewed at three monthly intervals, the 
inspector observed that this was not evident in some files reviewed. Assessment and 
documentation to ensure effective monitoring of pain relief was not in some care files 
even though it was documented that residents had a requirement for analgesia and 
was prescribed and administered analgesia. 
 
There were a small number of residents with wounds on the days of inspection. The 
inspector found that there was a wound management policy in place. There were 
assessments completed for the wounds but these were not comprehensively 
completed, they did not detail the size or the wound and there were no other visual 
aids to determine the effectiveness of treatment being provided.Specialist pressure 
relieving equipment was in use for residents identified as at risk of developing 
pressure ulcers and these were checked weekly to ensure they were at the correct 
setting for the resident. 
 
Two staff in the centre had completed a train the trainer course in restraint 
management and had trained staff on good practices in restraint management. 
Restraints in place related to bedrails. The centres policy on restraint provided 
guidance to staff on best practice. Inspectors reviewed files for a sample of these 
residents and found that there was an assessment completed for the use of bedrails 
with consideration of the risks associated with the use of bedrails and there was 
evidence of alternatives being tried prior to the use of bedrails.  
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The inspector noted that there were residents who displayed challenging behaviour 
and evidence based nursing practice was being implemented. On reviewing the care 
documentation and from discussions with staff, the inspector noted that behaviour 
monitor logs were available to enable staff to have an awareness of the factors 
which can trigger episodes of challenging behaviour or to determine the risk of and 
vulnerability to episodes of challenging behaviour within different environments. 
Analysis of these assisted staff to develop a consistent approach to intervene to 
prevent an episode of behaviour that challenges and for intervening when behaviour 
that challenged arose and to minimise the effects of this. Reactive strategies were 
recorded to ensure a consistent approach to the behaviour. A policy on meeting the 
needs of residents with behaviour that challenges was in place to guide staff and 
staff had received training on responding to these residents’ needs. There was 
access to psychiatry of later life services and a community mental health nurse 
visited regularly. They assisted the staff with advice in the completion of behaviour 
analysis charts. Behaviour analysis charts were viewed by inspectors and found to be 
completed comprehensively.  

 
While there was an activity programme in place and an activity coordinator was 
available, with care staff allocated specific time to carry out the activity programme 
with residents the inspector found that the provision of meaningful engagement for 
all residents was an area that required review. The inspector observed residents in 
their bedrooms and in communal settings with little opportunity for engagement.  
There were some opportunities for residents to participate in activities appropriate to 
their interests and capacities. Sonas therapy (a group session involving stimulation of 
all five senses particularly useful for people with cognitive impairment) was a regular 
session on the activities schedule. The person in charge stated that they were 
committed to ensuring that this regulation was met. A programme of events 
scheduled for the day was clearly displayed on a notice board to inform residents so 
that they could choose to attend or not. Social histories were recorded, however 
many residents did not have a life story completed which might enhance 
communication with some residents particularly those who were cognitively impaired.  
 

Outcome 8 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
 
References: 
Regulation 14: End of Life Care 
Standard 16: End of Life Care 
 

 
Inspection findings 
There was one resident in the centre at the time of inspection in receipt of end-of-life 
care. While end of life wishes were documented in some cases there were not 
consistently documented in all files reviewed. The inspector discussed the end-of-life 
care service that was available at the centre with management staff. They confirmed 
that while they would know the residents’ wishes and would have spoken with the 
family, they did not document end of life care wishes in an end of life care plan.  
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Residents are provided with single accommodation where possible and relatives are 
facilitated to stay overnight if desired. 
 
The centre has developed an ‘Integrated Care Pathway’ to enable the delivery of 
evidenced based practice end of life care. The palliative care team have close links to 
the centre and have offices located on site. A policy document was available to 
inform staff of procedures to follow in providing end of life care to residents. It 
provided clear guidance to staff. 
 
A Roman Catholic chaplain is available on site and the centre has good access to a 
Church of Ireland minister. A pastoral care service was also available on site. There is 
a catholic chapel and a church of Ireland church available on site. These are 
available and well used by residents and relatives for religious and requiem services. 

 
Outcome 9 
Each resident is provided with food and drink at times and in quantities adequate for 
his/her needs. Food is properly prepared, cooked and served, and is wholesome and 
nutritious. Assistance is offered to residents in a discreet and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes 
 

 
Inspection findings 
The inspector was satisfied that residents received a nutritious and varied diet. The 
inspector observed tea in one unit and observed that that dining was a pleasant 
social occasion. The inspector noted that meals were well presented. The menu 
choices on the days of inspection provided nutritious and wholesome food. Residents 
confirmed that they enjoyed the food and home made bread and scones were 
regularly available. The inspector saw residents being offered drinks throughout the 
day. Residents told the inspector that they could have a drink and snacks any time 
they asked for them.  
 
A recognised nutritional risk assessment was used to identify residents at risk of 
malnutrition and the inspector saw that resident’s meals were fortified and residents 
were also being prescribed supplements where necessary. Nutritional care plans 
were in place. There was regular monitoring of residents’ weights; the frequency was 
based on individual assessment to ensue safe care. Residents who were being 
monitored for weight changes had treatment plans in place which included 
recommendations made by the dietician following review. Residents told the 
inspector that the food served was very good and that they had varied meals that 
offered choice and variety. Separate dining rooms were available on two units and a 
combined sitting/dining room was available on St Therese. There are plans in place 
to develop a separate dining area for St Therese’s. Dining rooms were available in all 
units. Staff informed the inspector that there was access to speech and language 
therapy (SALT) services. The inspector saw documentary evidence to demonstrate 
this and feeding guidelines were available for some residents. 
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Residents were noted to interact with each other and with staff while having their 
tea. Staff spoken with were knowledgeable about individual resident’s specialised 
needs such as a pureed or minced diets and individual dietary restrictions. 
 
4. Respecting and involving residents 
 

Outcome 10 
Each resident has an agreed written contract which includes details of the services to 
be provided for that resident and the fees to be charged. 
 
References: 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
 

 
Inspection findings 
A sample of three contracts were reviewed by the inspector. Each resident had a 
contract in place. However, this contact was out of date. The person in charge 
informed the inspector that a new contract had been devised, this was available and 
was going to be agreed with each resident and/or their representative. The inspector 
was informed that these contracts detailed the services to be provided for the 
resident and the fees to be charged. 

 
Outcome 11 
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 
 

 
Inspection findings 
Overall, the inspector found that staff treated each resident with respect and 
attempted to promote privacy and dignity. Residents were dressed well and told the 
inspector they could ‘wear what they liked’. Inspectors observed staff interacting with 
residents in a courteous manner and addressing them respectfully.  
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Residents’ civil and religious rights were respected. Mass took place on a daily basis 
(with the exception of Saturday) and other religious services are also facilitated.  
 
The inspector was informed that there is an active residents’ committee on each unit 
which meets three monthly. Minutes were kept of these meetings. A satisfaction 
survey had commenced which focused gaining insight into the experience of 
residents living in the centre.  

 
Outcome 12 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
 

 
Inspection findings 
The inspector found that there was adequate space for residents’ possessions. 
Inspectors reviewed the laundry system in place to ensure that residents’ property 
was appropriately cared for, a laundry service was available on each unit. This 
ensured that there was less likelihood of clothes getting mislaid. In the laundries 
there was space for folding and ironing clothes and industrial sized machines. There 
was a system in place to label residents clothes to prevent them from going missing. 
  
Residents expressed satisfaction with the laundry service provided. The inspector 
noted that staff who worked in the laundry had received training in infection control.  
 
Privacy curtains were available in all shared bedroom area. Blinds and/or curtains 
were available on each bedroom window.  

 
5. Suitable staffing 
 

Outcome 13 
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 
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Inspection findings 
The person in charge is currently working in a sister unit. The acting director of 
nursing was deputising. It is planned that the person in charge will return to her 
primary post. The post of the person in charge is full time and the person in charge 
had the required experience working with older people as defined by the legislation.  
The person in charge was supported in her role by an acting assistant director of 
nursing  
 
The inspector was satisfied that she was meeting the responsibilities of her role. Staff 
spoken with informed the inspector that they were supported by the person in 
charge and she was freely available in the centre. 

 
Outcome 14 
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 
 

 
Inspection findings 
Each unit had a clinical nurse manager in post. There was a system in place of staff 
rotation. This ensured that all staff had knowledge of the different units and this 
allowed greater flexibility if there were staff shortages on a specific unit for any 
reason. Staff informed the inspector that leave was planned in advance. A staff 
handover occurred at the commencement of the morning and night shift. 
 
The inspector discussed the staffing levels with the person in charge. She said she 
used the assessed dependency level of residents, resident numbers and her clinical 
judgment to inform her decisions on adequate staffing levels. The inspector viewed 
the staff rota for a two week period and noted there was a good ratio of staff to 
residents. The Inspector found no evidence that the staffing levels were inadequate 
to meet current residents’ needs. Staff and residents agreed that there were 
adequate staff on duty.  
 
The inspector did not review staff files. The person in charge informed the inspector 
that staff files are stored in the human resources department in HSE offices in 
Tullamore. An arrangement is in place where they will be made available to the 
Authority on site at St Joseph’s with advance notice .These had been reviewed at the 
time of the registration inspection in March 2011. On this occasion the inspector 
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found that ‘staff personnel files contained most to of the required documentation in 
accordance with Schedule 2 records but full employment histories and a complete 
record of qualifications was not available’. This action was found to have been 
completed at the follow up inspection in September 2011. Person identification 
numbers (PIN) were available for all nursing staff. 
 
There was a culture of training and review at the centre. A staff training record is 
maintained for all staff in the centre and is regularly updated. The inspector viewed 
the training records and found that there was an on-going programme of training for 
staff. To date in 2012 training had been provided in dementia care, nutrition, fire and 
elder abuse. 
 
There was a recruitment policy available in the centre in line with Regulations. If 
staff were recruited an induction would occur. The inspector noted that the last 
induction was in 2009. A professional development plan was in place for staff. Job 
descriptions were available for different staff positions. A draft policy on staff 
appraisals and a template for staff appraisals was available. The Person in charge 
informed the inspector that she plans to introduce staff appraisals in 2012. 
 
6. Safe and suitable premises 
 

Outcome 15 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
 
References: 
Regulation 19: Premises 
Standard 25: Physical Environment 
 

 
Inspection findings 
The provider had carried out considerable renovations in response to the previous 
inspection report but other areas of the centre did not comply with the Regulations 
and Standards.  
 
At the time of inspection, the centre was suitably heated and was maintained in a 
clean condition. Since the last inspection parts of the centre had been refurbished. A 
formalised maintenance programme was in place. Staff informed the inspector that 
there were plans to refurbish further rooms, for example, a separate sitting room on 
St Theresa’s to enhance the service to residents.  
 
The centre comprises of three units. One single room in the lodge is a dedicated end 
of life/palliative care. There are accessible showers and toilets near the bedroom and 
communal areas. Showers were wet room style which assisted with ease of access. 
There is also communal sitting and dining areas, nursing offices, kitchens, sluices 
and cleaning areas in each unit. 
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There is secure accessible, maintained outdoor space available to St Theresa’s unit. 
However, this facility was not available to the other two units. There were plans to 
create a garden area for Padre Pio and there was an acknowledgement that this was 
a requirement for the Lodge also. There was a range of assistive equipment including 
wheelchairs, specialist chairs and specialist beds in all units. A smoking room was 
available for residents’ use in all units. Some bedrooms were found to be 
personalized with photos, plants and other personal items. Lockable storage space 
was available to residents to securely store their personal valuables.  
 
Handrails were available on both sides of the corridors to assist residents with 
maintaining independence. The corridors were clear and unobstructed. 
 
A call bell system was in place which was accessible to residents. Call bells were also 
available in communal areas and toilets. Staff were noted to respond to call bells in a 
timely manner. Assistive equipment was provided including seated weighing scales 
and hoists. Inspectors viewed the maintenance and servicing contracts for assistive 
equipment such as hoists and found the records were up-to-date and confirmed that 
equipment was maintained in good working order.  
 
Some of the bedrooms exceeded the maximum occupancy of two residents as 
contained in the Standards. Bedrooms were occupied by up to four residents at the 
time of inspection. The person in charge was aware of the requirement to meet this 
Standard by 2015.  
 
There was adequate communal space for residents’. However, there was limited 
space for residents to meet their visitors in private if they wished.  
 
Adequate sluicing facilities were provided as required in the Regulations.  
 
There were separate staff changing and toilet facilities provided for nurses and 
catering staff. 
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7. Records and documentation to kept at a designated centre 
 

Outcome 16 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained 
in a manner so as to ensure completeness, accuracy and ease of retrieval. The 
designated centre is adequately insured against accidents or injury to residents, staff 
and visitors. The designated centre has all of the written operational policies as 
required by Schedule 5 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). 
 

References: 
Part 6: The records to be kept in a designated centre 
Regulation 26: Insurance Cover  
Regulation 27: Operating Policies and Procedures  
Standard 1: Information 
Standard 29: Management Systems 
Standard 32: Register and Residents’ Records 
 

 
Inspection findings  
All of the operating policies and procedures required by Schedule 5 of the regulations 
were in place. 
 
The provider had an insurance policy which was in date complied with the 
Regulations.  
 
The majority of required information was recorded in the directory of residents but 
some required information was not consistently recorded. For example, the time of 
death and cause of death was not recorded for some residents who had passed away 
in the centre.  
 
The Residents Guide was reviewed by the inspectors. A copy of the most recent 
inspection published report completed by the Authority was available should any 
resident or relative request same. 
 
There were adequate records relating to health care which is discussed under 
Outcome 7 and records with regard to staff which are discussed under Outcome 14.  

 
Outcome 17 
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 
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Inspection findings 
Practice in relation to notifications of incidents was satisfactory. All accidents and 
incidents were recorded in the centre and were maintained in a log. The person in 
charge was aware of the legal requirement to notify the chief inspector and the 
timescales within which notifications must be forwarded to the Authority. The 
inspector reviewed all notifications submitted. They mainly related to falls and 
wounds. All reports were noted to contain details of the event and subsequent 
immediate treatment and reporting post the incident. A falls prevention programme 
was in place and staff had received training on falls prevention. Aids such as tactile 
alarm mats and increased supervision by staff were documented in care plans. 
Tissue viability services, dietetic review and appropriate aids formed part of the 
preventative strategies with regard to the development of wounds. 

 
Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designed centre and the arrangements in place for the management of the 
designated centre during his/her absence.  

 
References: 
Regulation 37: Notification of periods when the Person in Charge is absent from a 
Designated Centre 
Regulation 38: Notification of the procedures and arrangements for periods when the 
person in charge is absent from a Designated Centre 
Standard 27: Operational Management 
 

 
Inspection findings 
All of the mandatory requirements with regards to notifying the chief inspector had 
been complied with, regarding the absence of the person in charge. An acceptable 
deputising arrangement was in place for the person in charge by a designated and 
suitably qualified nurse. 
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Closing the visit  

 
At the close of the inspection visit a feedback meeting was held with  the person in 
charge, the community services manager, the action assistant director of nursing and  
a clinical nurse manager from each unit and the chef to report on the inspectors’ 
findings, which highlighted both good practice and where improvements were 
needed.  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 

 
 

Provider’s response to inspection report∗ 
 

 
Centre: 

 
St Josephs Care Centre 

 
Centre ID: 

 
0466 

 
Date of inspection: 

 
3 and 5 July 2012 

 
Date of response: 

 
26 July 2012 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care settings for Older People in Ireland. 
 
Outcome 1: Statement of purpose and quality management 

1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspector found that the maximum number of residents who can be 
accommodated as documented in the statement of purpose did not correspond with 
the maximum number the centre is registered by the Authority. 
 
It also failed to document the range of needs that the centre intended to meet for 
example, the needs of some residents who were currently living in the centre were 
not included such as those with a complex care needs and cognitive impairment. 
 
The inspector also noted that details of the registration by the Authority required to 
be inserted and an update regarding staffing numbers. 
 
 
 
 
 

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

Page 26 of 38 



Action required:  
 
Compile a statement of purpose that consists of all matters listed in Schedule 1 of the 
Regulations. 
 
Reference: 

Health Act, 2007 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 

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

Timescale: 
 

Provider’s response: 
 
The statement of purpose has been updated and forwarded to the 
Authority on 19 July 2012. 
 

 
 
Complete 
 

 
Outcome 3: Complaints procedures 

2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspector reviewed the centre’s complaints policy and found that it did not clearly 
identify an independent appeals process as required under the Regulations.  
 
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. 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
Our Complaints Policy has been amended to include the above 
action in line with Part 12 Complaints Procedures 22(236) Health 
Act 2007 (Care and Welfare of Residents in Designated Centres for 
Older People) Regulations 2009 (as amended). 
 

 
 
Complete 
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Outcome 5: Health and safety and risk management  
3. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The risk management policy did not comply with current legislation. It failed to 
adequately guide and inform staff of measures to take in response to a variety of risk 
situations, for example, assault of residents in the centre, accidental injury to 
residents or staff, aggression, violence and arrangements for the identification, 
recording, investigation and learning from serious or untoward incidents or adverse 
events involving residents. 
  
Where falls were un-witnessed there was inconsistent evidence available to 
demonstrate that the resident was assessed for possible head injury. Neurological 
observations were not recorded routinely to monitor residents to ensure that a head 
injury had not been sustained and that consciousness had not been affected. 
 
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:  
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward incidents 
or adverse events involving residents. 
 
Action required:  
 
Ensure practices are in place to ensure residents are monitored post incident of fall to 
prevent further injury. 
 
Reference: 

Health Act, 2007 
Regulation 31: Risk Management Procedures 
Standard 26: Health and Safety  
Standard 29: Management Systems  

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

Timescale: 
 

Provider’s response: 
 
The Centres Risk Management policy will be reviewed with relevant 
stakeholders to ensure that the policy covers precautions in place 
to control the following specified risks; the unexplained absence of 
a resident, assault, accidental injury to staff or residents, 
aggression and violence and self harm 

 
 
31/10/2012 
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The amended policy will also include arrangements for the 
identification, recording, investigation and learning from serious or 
untoward incidents or adverse events involving residents. 
 
We currently have a policy in place to guide staff in the Procedure 
to be followed in the event of a resident sustaining a fall (SJCC 
026), inclusive of the requirement for neurological observations on 
residents who have fallen in the case of a suspected head injury. 
  
This policy is currently being reviewed with the St Joseph's Falls 
group and will be re circulated to all relevant staff. The review will 
include a section in the Audit Tool to capture neurological 
observations if required. 
 
This item was on the agenda for a recent CNM meeting and will be 
placed on the agenda for future ward team Meetings. 
 

31/10/2012 
 
 
 
31/08/2012 
                         
 

 
4. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
A high percentage of staff did not have up to date moving and handling training. 
 
Action required:  
 
Provide training for staff in the moving and handling of residents. 
 
Reference: 

Health Act, 2007 
Regulation 31: Risk Management Procedures 
Standard 26: Health and Safety  
Standard 29: Management Systems  

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

Timescale: 
 

Provider’s response: 
 
The provider would like to acknowledge that two of our Moving 
and Handling Instructors retired this year. We are currently 
working with our Moving and Handling Instructor to put in place 
twice monthly training days in order to update staff due in 2012 as 
required. An additional 24 staff will be updated by the end of 
August. 
 

 
 
December 2012 
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Outcome 6: Medication management 
5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Date labels for medications that had a short shelf life on opening, were not completed 
by the nursing staff hence there was no way of knowing when this medication 
expired.  
 
The medication administration charts did not consistently identify the maximum dose 
of “as required” medication to be administered in a 24 hour period.  
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
Reference:   

Health Act, 2007 
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Regulation 31: Risk Management Procedures 
Standard 14: Medication Management 

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

Timescale: 
 

Provider’s response: 
 
Our Medication Audit Tool to be amended to capture the action 
required above in relation to date labels for medications.  
 
Our current audit tool is inclusive of the requirement to state max 
dose in 24hrs in PRN drugs. However, we will continue to liaise 
with our general practitioners, registered nurse prescribers, 
pharmacy and nursing to ensure that this becomes standard 
practice. 
 
Formal meetings with both GP's (23/07/2012) who have agreed to 
document in line with Local Policy "in the event of PRN prescription 
the medical practitioner must document the maximum dose 
allowed in a 24hr period" 
 
The findings of our audit will then be actioned to ensure 
continuous quality improvement. 
 
In addition, our local Medication Policy will be amended to include 
that date labels for medications that have a short shelf life will be 
completed and the findings of the inspector will be disseminated to 
all staff. 

 
 
31/08/2012 
 
 
ongoing 
 
 
 
 
 
With immediate 
effect 
 
 
 
31/08/2012 
 
 
31/08/2012 
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Outcome 7: Health and social care needs 
6. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was poor written evidence available on medical files reviewed of consultations 
with the general practitioner. 
 
There were some files reviewed where a significant decision was made with regard to 
treatment. There was no narrative available in files reviewed as to what discussion 
had taken place or with whom this was discussed.  
 
While reviews of medication were occurring at three monthly intervals. There was no 
entry by the general practitioner in the medical records to support that he/she had 
seen the resident and discussed their medication with them as part of the review. 
 
Action required: 
 
Facilitate all appropriate health care and support each resident on an individual basis 
to achieve and enjoy the best possible health. 
  
Respect and document each resident’s right to refuse treatment and bring the matter 
to the attention of the resident’s medical practitioner. 
 
Action required: 
 
Maintain, in a safe and accessible place, a record of the medical, nursing and where 
appropriate, psychiatric condition in respect of each resident at the time of admission. 
 
Action required: 
 
Maintain, in a safe and accessible place, a medical record in respect of each resident 
with details of investigations made, diagnoses and treatment given, and a record of 
all drugs and medicines prescribed, signed and dated by a medical practitioner. 
 
Reference: 

Health Act, 2007 
Regulation 9: Health Care 
Regulation 25: Medical Records 
Standard 10: Assessment  
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: 
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Provider’s response: 
 
Resident’s right to refuse treatment will to be documented in all 
resident care plans and incorporated as part of the three-monthly 
reviews. These reviews will be done in collaboration with relevant 
members of the multidisciplinary team, the resident and or family. 
 
All residents care plans and medical records will be maintained and 
where appropriate, the psychiatric condition in the respect of each 
resident at the time of admission will be recorded.  
 
These files will kept in a safe accessible space. 
 
Nursing Administration have formally met with both GP's 
(23/07/2012) to discuss this action 3 above. 
 
The following has been agreed: 
All residents when reviewed by GP will have a record of same 
documented in the medical records. This will include three monthly 
reviews of medications. 
 
All residents will have full medical assessment at least once a year 
which will be documented in the resident’s medical record. 
 

 
 
31/10/2012 
 
 
 
 
31/10/2013 
 
 
 
With immediate 
effect 
 
 
 
 
With immediate 
effect 
 
 
December 2012 
 

 
7. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
There were assessments completed for wounds but these were not comprehensively 
completed, they did not detail the size or the wound and there was no other visual 
aids to determine the effectiveness of treatment being provided.  
 
Assessment and documentation to ensure effective monitoring of pain relief was not 
in some care files even though it was documented that residents had a requirement 
for analgesia and was prescribed and administered analgesia. 
 
A high standard of evidence based care was not in place in relation to pain 
management and wound assessment.  
 
Action required: 
 
Implement procedures to assess and documentation of pain management and wound 
assessment in line with contemporary evidence-based nursing practice. 
 
Action required: 
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
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Reference:   
Health Act, 2007 

                   Regulation 6: General Welfare and Protection  
                   Regulation 8: Assessment and Care Plan  
                   Standard 11: The Resident’s Care Plan 
 
Please state the actions you have taken or are planning 
to take  with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The centre aims to develop a policy to guide staff in the 
assessment and documentation of pain to ensure continuing best 
practice. 
 
The centre has a policy that governs Wound Management and 
has close links to our Tissue Viability Nurse. It will be reiterated 
at CNM/Team meetings of the requirement to ensure that all 
wounds are be measured on assessment to assist in the overall 
evaluation and effectiveness of wound care treatment plans in 
line with contemporary evidence based practice. 
 
In order to ensure suitable and sufficient care to maintain each 
resident’s welfare and wellbeing is in place with regard to the 
nature and extend of each resident’s dependency and needs.  
The centre will continue to provide person centred care in 
collaboration with resident and their families. This will include 
three-monthly review of resident care plans in consultation with 
relevant members of the multidisciplinary team, the resident and 
or their family. 
 
Care is planned using validated assessment tools to assist in the 
planning implementation and evaluation of care for all our 
residents. 
 
The above will be monitored by ensuring regular audit of Care 
Plan Documentation. 
 

 
 
October 2012 
 
 
 
28/09/2012 
 
 
 
 
 
 
Currently ongoing 
 
 
 
 
 
 
 
 
Currently ongoing 
 
 
 
31/10/2013 

 
8. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
While specific review documentation was in place to ensure care plans should be 
reviewed at three monthly intervals, the inspector observed that this was not evident 
in some files reviewed.  
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Action required:  
 
Keep each resident’s care plan under formal review as required by the resident’s 
changing needs or circumstances as and no less frequent than at three-monthly 
intervals. 
 
Reference: 

Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
 

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

Timescale: 
 

Provider’s response: 
 
Three monthly care plans audits to continue by CNM's to ensure 
that all charts are being reviewed on a three-monthly basis. 
 
The finding of these audits will be forwarded to Nursing 
Administration in addition to the nominated key nurse for the 
residents in question. General findings will be disseminated at ward 
team meetings. 
 

 
 
30/09/2012 
 

 
9. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspector observed residents in their bedrooms and in communal settings with 
little opportunity for engagement.  
 
Action required:  
 
Provide opportunities for each resident to participate in activities appropriate to 
his/her interests and capacities. 
 
Reference: 

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 13: Healthcare 
Standard 18: Routines and Expectations 

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

Timescale: 
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Provider’s response: 
 
The Activities Programme is currently under review inclusive of the 
following: 
 
Activities hours at ward level are under review and rosters are due 
to be amended to enhance the quality of the activities provided to 
residents. 
 
The centre acknowledges that a high number of residents are not 
suited to group activities. The activities programme has been 
reviewed to include more individual activities for residents at their 
bed sides. 
 
The activities coordinator has committed to coordinating with 
support of the designated activities staff, Life stories for our 
residents. 
 

 
 
 
 
 
31/08/2012 
 
 
 
With immediate 
effect 
 
 
 
December 2012 
 

 
Outcome 8: End of life  

10. The Person in Charge is failing to comply with a regulatory requirement 
in the following respect: 
 
While end of life was managed well some aspects required review. 
 
End of life wishes were not consistently documented in all files reviewed. 
 
Action required:  
 
Identify and facilitate each resident’s choice as to the place of death, including the 
option of a single room or returning home. 
 
Action required:  
 
Provide appropriate care and comfort to each resident approaching end of life to 
address his/her physical, emotional, psychological and spiritual needs 
 
Reference: 

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

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

Timescale: 
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Provider’s response: 
 
Audit of End of Life Pathway to ensure that End of Life wishes are 
documented in the appropriate section of path way. This 
information will include choice as to the place of death, including 
the option of transferring to a single room if available or returning 
home. 
 
Inform staff of the findings from Inspection Report at ward/team 
meeting 
 
In line with Local Policy, we are aiming to discuss with all residents 
their wishes in relation to resuscitations and active intervention. 
End of life care will be delivered in an environment that values and 
respects the wishes of our residents and their families This will 
include ensuring that appropriate care and comfort to each 
resident approaching end of life care is in place to address his/her 
physical, emotional, psychological and spiritual needs. 
 

 
 
31/10/2012 
 
 
 
 
 
28/09/2012 
 
 
31/10/2012 
 
 
 

 
Outcome 10: Contract for the provision of services 

11. The provider is failing to comply with a regulatory requirement in the 
following respect: 
  
Each resident had a contract in place. However, this contact was out of date.  
 
Action required:  
 
Ensure each resident’s contract deals with the care and welfare of the resident in the 
designated centre and includes details of the services to be provided for that resident 
and the fees to be charged. 
 
Reference: 

Health Act, 2007 
Regulation 28: Contract for the Provision of Service 
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: 
 
New contract to be circulated to all residents or families as 
appropriate. These contracts will be kept in the residents medical 
record once returned. 
 
A file will be kept in Nursing Administration outlining details of 
same. 
 

 
 
31/08/2012 
 

Page 36 of 38 



Outcome 15: Safe and suitable premises 
12. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There is secure accessible, maintained outdoor space available to St Theresa’s unit. 
However, this facility was not available to the other two units. There were plans to 
create a garden area for Padre Pio and there was an acknowledgement that this was 
a requirement for the Lodge also. 
 
Action required:  
 
Provide and maintain external grounds which are suitable for, and safe for use by 
residents. 
 
Reference: 

Health Act, 2007 
Regulation 19: Premises 
Standard 25: Physical Environment 
Standard 28: Purpose and Function  
 

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

Timescale: 
 

Provider’s response: 
 
Following discussion with Head of Estates Department. We have 
been given a time frame of March 2013 for planning and 
implementation. 
 

 
 
30/03/2013 
 

 
Outcome 16: Records and documentation to be kept at a designated centre 

13. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
The directory of residents did not contain time and date of death of all residents who 
had passed away in the centre.  
 
Action required:  
 
Ensure that the directory of residents includes the information specified in Schedule 3 
of the Regulations. 
 
Reference: 

Health Act, 2007 
Regulation 23: Directory of Residents 
Standard 32: Register and Residents’ Records 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The Directory of Residents has been amended to include the 
information specified in Schedule 3 of the Regulations.  
 

 
 
Complete and 
ongoing 
 

 
 

 
Any comments the provider may wish to make: 
 
 
Provider’s response:   
 
The management and staff of St Joseph's are committed to addressing the actions 
outlined in this inspection report in order to ensure the highest quality care for our 
residents. 
 
Provider’s name: Joseph Ruane 
Date: 27 July 2012 
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