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Centre name: 

 
The Sheil Community Hospital 

 
Centre ID: 

 
0624 

Centre address: 

 
College Street 
 
Ballyshannon 
 
Co Donegal 

 
Telephone number:  

 
071 9851300 

 
Email address: 

 
donnaj.reid@hse.ie 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
Health Service Executive 

 
Person authorised to act on 
behalf of the provider: 

 
 
Kieran Doherty 

 
Person in charge: 

 
Donna Reid 

 
Date of inspection: 

 
6 December 2012  

 
Time inspection took place: 

 
Start: 09:20 hrs              Completion: 14:10 hrs 

 
Lead inspector: 

 
Sheila McKevitt 

 
Support inspector(s): 

 
Sonia McCague 

 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 

 
 
17 

 
Number of vacancies on the 
date of inspection: 

 
 
1 (three beds closed) 

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

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

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

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

 to monitor compliance with Regulations and Standards 
 following a change in circumstances; for example, following a notification to 

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

 arising from a number of events including information affecting the safety or 
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 10 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 and took place over one day. As part of 
the monitoring inspection inspectors met with residents, relatives, and staff 
members. Inspectors observed practices and reviewed documentation such as care 
plans, medical records, accident logs, policies and procedures and staff files.  
 
Inspectors found that the management structure was robust. The person in charge 
was supported in her role with two clinical nurse managers available to cover in her 
absence. The statement of purpose required updating to include all the required 
information as outlined in Schedule 1 of the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended). 
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Residents confirmed that they felt safe and secure in the centre. However, inspectors 
found access from the centre to the basement needed to be reviewed further to 
address all potential risks to residents. The risk management policy and emergency 
plan were in place. However, the safety statement had not been updated since 2011. 
The approach to risk was not robust enough as a number of risks were identified on 
inspection. 
 
Residents’ healthcare needs were addressed to a high standard. They received all 
care required without delay. However, nursing and medical records were poor. For 
example, residents were not fully assessed, resident care plans were not reflective of 
their assessed needs, were not person centred and nurses evaluation was not linked 
to the care plan. There was no record kept of which residents had been 
offered/received or refused the influenza vaccine in 2012. The system used to record 
nursing records was not available on demand. This ongoing issue had not been 
addressed to a satisfactory level. Medication storage, ordering and disposal were as 
per the medication management policy. However, the prescribing, transcribing and 
administration practises did not follow the centres policy and were not in line with 
professional best practise guidelines. 
 
The refurbished premises, now confined to the first floor had a cosy, home-like 
appearance. Inspectors were informed that the centre was planning on developing 
the household model of care delivery. However, the inspector observed that some 
residents had to share a room with two or five others and these residents had 
restricted private space within their bedroom.  
 
A system had been developed to review and monitor the quality of care being 
delivered to residents. However, there was room for this to be developed further. 
The complaints policy met the legislative requirements. There were no complaints 
recorded in records reviewed.  
 
Staffing levels and the skill mix appeared good. Staff files contained all the required 
documents. However, all staff did not have mandatory fire and manual handling 
training in place.  
 
The action plan at the end of this report reflects 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 which are not been met. 
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Section 41(1)(c) of the Health Act 2007  
Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older People 
in Ireland.  
 
Theme: Governance, Leadership and Management 
 
Effective governance, leadership and management, in keeping with the size and 
complexity of the service, are fundamental prerequisites for the sustainable delivery of 
safe, effective person-centred care and support. 
 
 
Outcome 1  
There is a written statement of purpose that accurately describes the service provided 
in the centre. The services and facilities outlined in the Statement of Purpose, and the 
manner in which care is provided, reflect the diverse needs of residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 
Action(s) required from previous inspection:  
 
Compile a statement of purpose that describes the facilities and services which are 
provided for residents and make a copy of the statement of purpose available to the 
Chief Inspector. 
 
 
Inspection findings 
 
The statement of purpose does not meet the regulatory requirements as it does not 
accurately describe the service and facilities provided in the centre. For example, the 
statement of purpose states the centre has 33 beds. The inspectors were informed 
that post the completion of a refurbishment programme, it now can accommodate a 
maximum of 18 residents. The centre is registered to accommodate a maximum of 
21 residents.  
 
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. 
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Inspection findings 
 
The person in charge has the knowledge, experience and qualifications to hold the 
post of person in charge. She works full-time and is supported in her role by the 
provider, service manager and two clinical nurse managers. The clinical nurse 
managers manage the centre in the absence of the person in charge. However, only 
one of their names appear on the certificate of registration. 
 
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 
 
The centre was safe for residents. The entrance and exit doors leading into the 
centre on the first floor were key coded on the inside so residents could not exit 
without awareness of the code. Closed circuit television cameras were in operation 
on the entire buildings external exit doors. 
 
There was a policy in place which covered the protection, detection and prevention 
of elder abuse. Staff training records confirmed that all staff had completed training 
in the protection, detection and prevention of elder abuse within the past two years. 
Those spoken with demonstrated a clear understanding of their role in protecting the 
residents living in the centre and had knowledge of the policy in place. Staff were 



 

Page 7 of 21 

 

observed caring for residents’, ensuring their environment was safe with access to 
their call bell when being left unsupervised. Residents gathered in the communal 
areas of the centre were supervised at all times during the inspection.  
 
There were robust systems in place for handling residents’ petty cash. The inspector 
found that the sum of cash taken in and out was recorded, receipts available and 
running totals kept which reflected sums held. Two signatures were recorded for all 
transactions. Monies and valuables were held in a secure safe within a secure 
cupboard in a safe and secure room. Residents had access to their monies whenever 
they wished. All cash taken in on behalf of the provider was also dealt with in the 
same robust manner. A separate inaccessible secure safe was available to store such 
cash.  
 
Inspectors saw information documents for residents such as “protecting our future” 
on display in the centre. 
 
Outcome 7 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems  
 
Action(s) required from previous inspection:  
 
The action required from the previous inspection was satisfactorily implemented.  
 
 
Inspection findings 
 
Confirmation that the fire safety arrangements were in compliance with the 
requirements of the statutory fire authority had been submitted to the Authority prior 
to it been registered. 
 
There was a risk management policy in place which met the regulatory requirements. 
Environmental risk assessments were completed for all areas of the environment in 
June 2011. New forms were being completed as new risks were identified. For 
example, in October 2012 the person in charge had completed a risk assessment 
form identifying the risk associated with no alarm tag system being installed in the 
basement. Inspectors identified the following risks on inspection: 

 residents had access to unsecure outside door in basement via the lift and this 
posed a potential risk to wandering residents living in the centre  

 cleaners room open with unlocked cupboard within containing large drums of 
chemicals 

 wooden fire door by room 16 leaking water directly onto floor 



 

Page 8 of 21 

 

 exit door by main kitchen not locked or alarmed, left open at times by staff 
using it to enter and exit the basement 

 rubbish being stored on the ground outside outer door by kitchen, including 
three black and one clear full rubbish bags 

 drums of chemicals stored on the corridor outside the kitchen door 
 cardboard boxes stored on stairwell leading from the centre to the attic  
 the visitors’ book contained no signatures since 28 November 2012.  

 
Six staff from across all disciplines sat on the health and safety committee which met 
on a quarterly basis. There is health and safety representative whom staff brought 
their concerns to. However, the safety statement reviewed was not up to date. It 
was dated June 2011 and still referred to 20 beds. The person in charge confirmed it 
had not been revised since renovation works had been completed. 
 
There was an emergency contingency plan in place and it gave clear instructions to 
staff of what to do in the event of an emergency. Staff spoken with were familiar 
with this emergency plan. The fire alarm, fire equipment and emergency lighting 
were all checked on a regular basis by competent persons. Clear, concise and 
organised records of these routine fire service checks were available for review. In 
addition, records of daily fire escape checks were available. Inspectors saw that ski 
sheets were available beneath all residents’ mattresses. Fire drills took place in the 
centre on a regular basis. However, staff informed inspectors that they had not 
practised a mock evacuation of residents from the first floor - this had only been 
practised from the ground floor. Training records for staff submitted post the 
inspection confirmed that a large number of staff had not completed mandatory fire 
training within the last year. 
  
Daily, weekly and monthly safety checks completed by the maintenance man were 
available for review. It was evident from these records that any defective equipment 
was repaired without delay. 
 
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:  
 
No actions were required from the previous inspection.  
 
 
Inspection findings 
 
There was a policy in place for the management and administration of medications. 
Inspectors found that safe practices were in place for the ordering and storing of 
medications. However, inspectors found the policy was not being adhered to in 
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relation to prescribing, transcribing and administration of medications. Practises were 
therefore unsafe and this was mainly due to poor recording practises. For example, 
the policy stated that medical prescriptions should be legible, signed and dated by a 
registered medical practitioner. Inspectors found that a number of Doctors signatures 
were not legible and the signature bank available contained nurses’ signatures only. 
Medical prescriptions were not individually signed by medical practitioner. Inspectors 
reviewed a number of resident prescription charts which were block signed. The 
times on the medication prescription chart did not match the times on the medication 
administration charts.  
 
The policy stated that each medical prescription should state the drugs from, 
strength, dosage, frequency, timing, duration and route of administration. However, 
a review of medication charts found this was not always practised.  
 
The policy also stated that verbal orders taken should be recorded in the drug 
kardex/client’s notes including the date, time of the order, the medical practitioner’s 
name, and his/her confirmation of the order. It also states if nurses decide to 
transcribe they must follow the “Guidance to Nurses and Midwives on Medication 
Management 2007” (An Bord Altranais). Inspectors observed that unsigned 
medications had been administered to residents. The medication chart stated the 
name of the drug, the dosage and max dose in 24hrs. However, there was no 
medical or nurses’ signatures on the medication prescription chart. It was not known 
who had prescribed the medication although nurses had signed to say they had 
administered the medication. 
 
Inspectors found that resident details including the drug allergy section was not 
always completed accurately.  
 
Staff informed inspectors that all residents’ had had the influenza vaccine in 2012. 
However, inspectors found that an influenza vaccine sticker for 2012 was present in 
2/5 residents medical files checked. None of the five residents had a corresponding 
prescription on their medication chart. It was therefore unclear who had received, 
been offered or refused the vaccine and there were no records available to reflect 
same. This was not keeping in line with the Health Service Executive own Public 
Health Guidelines on the Prevention and Management of Influenza Outbreaks in 
Residential Care Facilities in Ireland 2012/2013. 
 
Outcome 10 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 
Action(s) required from previous inspection:  
 
The action required from the previous inspection were satisfactorily implemented.  
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Inspection findings 
 
There was a system in place to review and monitor the quality and safety of care 
delivered to residents. However, further analysis and use of audit results was 
required to ensure continual improvement of the quality of care been delivered to 
residents. 
 
Since the last inspection an audit plan had been drawn up and audits were being 
conducted. The results of audits completed were available for review and they 
showed that the quality of care been delivered to residents was monitored and the 
some audit results were used to improve the quality of care provided to residents. A 
bedrail use audit was conducted on a three-monthly basis and the audit results were 
used to identify trends in usage of bedrails and identifying alternative means of 
providing a safe environment to residents. Accidents/incidents were audited on a 
monthly basis and again trends were identified for action. 
 
Three monthly audits were being conducted on care plans and medication 
management. However, there was no evidence that the results of these audits were 
been used to improve practises. A care plan audit conducted in April 2012 identified 
an issue with access to the computerised nursing documentation system, as 
evidenced under Outcome 11 below, yet this information had not been used to 
improve the system. Although medication management audits were been completed 
inspectors found inconsistencies in medication prescriptions had not been identified 
on audit. 
 
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  
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Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The resident healthcare needs were being met. It was evident that residents were in 
receipt of a high standard of nursing, medical and allied healthcare team. Residents 
confirmed this to inspectors. They had only praise for the quality of care provided to 
them. From records reviewed access to all required allied healthcare professionals 
was sought and gained without delay. Residents were seen by their general 
practitioner (GP) and had a full review of their medications within a three month 
period. 
 
However, record keeping was poor. A number of resident medical records were 
illegible and some contained unsigned hand written entries. Nursing documentation 
was reviewed for a number of residents met on inspection. Care plans were not 
person centred. The residents nursing assessments were not reflective of the 
resident and their care plans did not reflect address their needs identified on 
assessment. For example, one resident who had a tag wandering bracelet in place at 
times during her stay did not have a risk assessment to reflect when/why/who made 
the decision to place the tag bracelet on or remove it from the resident. There was 
no mini-mental assessment completed for this resident who had a diagnosis of 
Alzheimer’s disease. Another resident who had a recent seizure and had no care plan 
in place to reflect this problem. The evaluation of care given was not linked with the 
residents care plan.  
 
The computerised nursing documentation system was not adequate. The system 
continuously shut down while in use. Staff confirmed that this was an ongoing 
problem, which to date, had not been addressed satisfactorily.  
 
Outcome 12 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
 
References: 
Regulation 19: Premises 
Standard 25: Physical Environment  
 
Action(s) required from previous inspection:  
 
There were two bedrooms which continued to accommodate more than two residents. 
One bedroom accommodated six residents another accommodated three residents. 
 
Keep the access arrangements to the premises under review and have in place 
arrangements that appropriately protect residents. 
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Inspection findings 
 
The centre was now confined to the newly refurbished first floor of the building. It 
now had a maximum capacity of 18 residents inclusive of 17 long-term care beds 
and one palliative care bed. Major refurbishment work had been completed on the 
first floor which resulted in a bright, roomy and airy space for residents. The 
refurbished premises appeared to be meeting the needs of residents living there. 
Inspectors found the premises to be clean, warm and tidy. Residents’ spoken with 
confirmed that they enjoyed the additional space. 
 
The following premises matters had been addressed during the re-furbishment: 

 adequate storage space for equipment 
 adequate number and appropriately located toilet and shower facilities   
 shared bedrooms for more than two residents had an adequate number of 

wash-hand basins 
 as all residents were now on the first floor residents had no longer to travel 

through the outpatient area to get to their communal sitting/dining room 
 there was a sufficient sitting and dining space to accommodate all residents in 

comfort 
 the centre had been completely re-painted. 

 
As mentioned under Outcome 7 above, unrestricted access to the unsecure 
basement area remains. This issue has not been addressed since the last inspection 
and a potential risk to residents’ remain. For example, although there was a tag 
alarm system attached to the lift, the one wandering/confused resident did not have 
a tag bracelet system in place. Hence, the unrestricted access to the basement 
posed a potential risk to this resident.  
 
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 required from previous inspection:  
 
No actions were required from the previous inspection.  
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Inspection findings 
 
There was a complaints policy available which met the regulatory requirements. The 
complaints procedure was displayed in the centre. Inspectors were informed there 
were no complaints either verbal or written and an empty complaints file confirmed 
this. 
 
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:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The staffing levels and skill mix were adequate to meet the needs of residents. Up-
to-date registration documents for staff nurses were available for review. Manual 
handling practises observed were in line with best practise and staff spoken with 
confirmed they had completed training within the past two years. However, staff 
training records reviewed confirmed that a number of care staff had not got up-to-
date mandatory manual handling training in place. As mentioned under Outcome 7, a 
large number of staff did not have mandatory fire training in place. Staff files 
reviewed contained all the required documents outlined in Schedule 2 of the 
Regulations.  
 
Staff nurses worked with carers in teams ensuring care provided was supervised at 
all times. The clinical nurse manager and person in charge on duty were also 
supervising practises. Staff were observed communicating in a friendly and non-
intrusive manner with residents. All staff on duty wore uniforms and name badges 
although inspectors were informed this may change with the possible introduction of 
the household model of care delivery. 
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Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the person in 
charge, and the nurse manager 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:   
 
Sheila McKevitt 
Inspector of Social Services 
Regulation Directorate 
Health Information and Quality Authority 
 
16 January 2013 
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Provider’s response to inspection report ∗ 
 

 
Centre Name: 

 
The Sheil Community Hospital 

 
Centre ID:  

 
0624 

 
Date of inspection: 

 
6 December 2012 

 
Date of response: 

 
1 and 11 February 2013 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care Settings for Older People in Ireland. 
 
Theme: Governance, Leadership and Management 
 
Outcome 1: Statement of purpose and quality management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The statement of purpose did not include all matters listed in Schedule 1 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). 
 
Action required:  
 
Compile a statement of purpose that consists of all matters listed in Schedule 1 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). 
 
 
 
 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

   
Health Information and Quality Authority 
Regulation Directorate 
 
 
Action Plan 
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Reference:   
Health Act, 2007 
Regulation 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 to include all 
matters listed in the Schedule 1. The Authority’s Registration  
office was contacted and an application  for a change in 
conditions is being applied for. 
 

 
 
01/03/2013  

 
Theme: Safe care and support  
 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Risks identified included: 

 residents had access to unsecure outside door in basement via the lift this 
posed a potential risk to wandering residents living in the centre  

 cleaners room open with unlocked cupboard within containing large drums of 
chemicals 

 wooden fire door by room 16 leaking water directly onto floor 
 exit door by main kitchen not locked or alarmed, left open at times by staff 

using it to enter and exit the basement 
 rubbish being stored on the ground outside outer door by kitchen, including 

three black and one clear full rubbish bags 
 drums of chemicals stored on the corridor outside the kitchen door 
 cardboard boxes stored on stairwell leading from the centre to the attic  
 the visitors’ book contained no signatures since 28 November 2012 - there had 

been no restrictions on visitors 
 the safety statement was not up-to-date. 

 
Action required:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 
Reference:  

Health Act, 2007 
Regulation 31: Risk Management Procedures 
Standard 26: Health and Safety  
Standard 29: Management Systems  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
1. A new alarm has been requested for installation in the 
basement area to reduce the risk of residents wandering in this 
area. This is subject to finance being available. 
 
2. The cleaners cupboard is now secure at all times and a key 
box is installed in nurses station 
 
3. The wooden fire door will be replaced. 
 
4. The exit door will be alarmed and will be secured. 
 
5. The rubbish has been removed and a system is now in place 
for proper storage of same.A wheelbin is now located  outside 
the back door to accommodate rubbish bags that are to be 
brought to the skips later in the day.   
 
6. The drums of chemicals have been removed and stored 
appropiately in a locked  store room.  
 
7. The boxes have been removed from the stairwell to the attic. 
Signage  stating' keep stairwell clear' has been put on display to 
remind all staff  
 
8. Visitors are asked to sign the visitors book each time they visit 
the centre . The visitors book has been relocated to just inside 
the centre door with a bigger displayed sign on the wall.  
 
9. The safety statement has been updated and completed and 
will be review in 2014 
   

 
 
March 2013 
 
 
 
10/12/2012 
 
 
April 2013 
 
March 2013 
 
07/12/2012 
 
 
 
 
02/02/2013 
 
 
07/12/2012 
 
 
 
07/12/2012 
 
 
 
01/02/2013 

 
Outcome 8: Medication management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Medication management policies were not adhered by staff responsible for 
prescribing, transcribing and administrating medications. 
 
Prescribing, transcribing and administration practises were not in accordance with 
current regulations or professional guidelines. 
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Action required:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
The Doctors and nurses signature bank is now available in the 
centre. 
 
The times on the medication prescription chart have been 
corrected to match the times of administration chart. 
  
All residents medication charts have had their allergy status  
recorded clearly. 
 
There has been a review of the format and  the  writing up of the 
medication charts with the residents Gp's. There is ongoing 
encouragement given to the prescribers of medication to adhere 
to the medication management policies.  
 
All nurses will repeat the medication Management certificate on 
line with ABA this month. 
 
I have spoken with ABA regarding the issues that we are 
experiencing with a written prescription and a written medication 
chart. They have suggested the need to look into this further as 
this issue has been highlighted to them from other residential 
centres after the Authority’s inspections. ABA would be happy to 
meet with the Authority regarding the concerns highlighted to 
see if a acceptable solution could be found.   
 
There is a register in place of all residents who have received the 
flu vaccine and those who have refused the vaccine. This will be 
be updated  should  residents change.This is now keeping inline 
with HSE Public Health  Guidelines on the Prevention and 
Management of Influenza Outbreaks in Residential Care Facilities 
in Ireland 2012/2013   
 

 
 
10/12/2012 
 
 
10/12/2012 
 
 
 
 
 
March 2013 
 
 
 
 
End February 
2013  
 
 
 
 
March 2013 
 
 
 
 
07/12/2012 
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Theme: Effective care and support 
 
Outcome 11: Health and social care needs 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
The residents were not appropriately assessed. 
 
The residents assessed needs were not reflected in an individual person centred care 
plan. 
 
The nurses’ evaluation was not linked to the care needs identified in the residents 
care plan. 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident.  
 
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 3: Consent  
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 17: Autonomy and Independence   
  

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

Timescale: 
 

Provider’s response: 
 
Inhouse education and resource material and a new cumputer 
has been provided to nursing staff in order to meet the required 
standard in writing up individual person centred care plans. A 
workshop in 'care plans' will also be provided to staff on 21 
February 2013. 
 
Each resident's needs has been appropriately reassessed and 
discussed and agreed with the resident /representative. These 
care plans are now individual person centred to meet their needs.
 

 
 
End February 
2013 
 
 
 
 
February 2013 
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These care plans will be evaluated when the residents condition 
improves or deteriorates and at a minimum of three-monthly.  
 

Ongoing 

 
Outcome 12: Safe and suitable premises 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There are two bedrooms which continue to accommodate more than two residents; 
one bedroom accommodated 6 residents another accommodated 3 residents. 
 
Keep the access arrangements to the premises under review and have in place 
arrangements that appropriately protect residents. 
 
Action required:  
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents. 
 
Action required:  
 
Keep the access arrangements to the premises under review and have in place 
arrangements that appropriately protect residents. 
 
Reference:   
                   Health Act, 2007 

Regulation 19: Premises 
Standard 25: Physical Environment  

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

Timescale: 
 

Provider’s response: 
 
A report will be completed by the HSE estates department on the 
future of long term care in the Shiel Hospital 
 
Safe access arrangements to the premises is also under review 
and a alarm system will be installed in the basement area of the 
building. 
 
A Visitors Book is available, visitors will be encouraged to sign in. 
 

 
 
June 2013 
 
 
May 2013 
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Theme: Workforce 
 
Outcome 18: Suitable staffing 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
A number of staff did not have up-to-date manadatory training completed in relation 
to fire and manual handling practises. 
 
Action required:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
Reference:  
                  Health Act, 2007 

Regulation 17: Training and Staff Development 
Standard 24: Training and Supervision 
 

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

Timescale: 
 

Provider’s response: 
 
Fire Training for the staff who require it has been scheduled with 
the Fire Officer with evacuation training . 
 
Manual Handling Training for those who require it has been 
scheduled with the Manual handling co-ordinater. 
 
CPR training has been scheduled for staff in the coming weeks 
and months. 
 

 
 
End May 2013  
 
 
End April 2013 
 
 
End April 2013 

 
 
Any comments the provider may wish to make1: 
 
 
Provider’s response: 
 
None received. 
 
Provider’s name: Kieran Doherty 
Date: 11 February 2013 
 

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


