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Centre name: 

 
Royal Hospital Donnybrook 

 
Centre ID: 

 
0478 

Centre address: 

 
Morehampton Road 
 
Donnybrook , Dublin 4 

 
Telephone number:  

 
01-4066600 

 
Email address: 

 
osinclair@rhd.ie  

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
Royal Hospital Donnybrook 

 
Person authorised to act on 
behalf of the provider: 

 
 
Graham Knowles 

 
Person in charge: 

 
Olivia Sinclair 

 
Date of inspection: 

 
14 and 15 May 2013 

 
Time inspection took place: 

 
Day-1 Start: 09:10 hrs    Completion: 18:05 hrs
Day-2 Start: 07:30 hrs    Completion: 14:00 hrs

 
Lead inspector: 

 
Linda Moore 

 
Support inspector(s): 

 
Gary Kiernan 

 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 

 
 
79 (1 in hospital and 1 in another facility) 

 
Number of vacancies on the 
date of inspection: 

 
 
0 

 

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

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

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

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

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

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

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

 
The findings of all monitoring inspections are set out under a maximum of 18 
outcome statements. The outcomes inspected against are dependent on the purpose 
of the inspection. Where a monitoring inspection is to inform a decision to register or 
to renew the registration of a designated centre, all 18 outcomes are inspected.  
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Summary of compliance with the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This inspection report sets out the findings of a monitoring inspection, in which 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 over two days. 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.  
 
At this inspection, inspectors also followed up on the four actions for improvement 
which were identified at the follow up inspection of 22 February 2012. These actions 
included care planning, staff files, storage and documentation of complaints. One 
action was completed, two actions were partly addressed, and one action was not 
addressed.  
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Inspectors found that the provider had breached condition seven of the centres 
registration in that there were more residents in the designated centre than the 
number of places the centre was registered for. There were an additional five 
unregistered places in the Larches Unit. This issue was raised with the provider 
during the inspection and he gave a commitment to reduce the numbers in the unit 
to 22 to comply with the conditions of registration.  
 
Inspectors noted that the provider had changed the purpose and layout of the 
Larches Unit and this unit was now being used as a convalescence/rehabilitation unit. 
This change to the statement of purpose and function was not notified to the Chief 
Inspector in writing. 
 
The healthcare needs of residents were mainly met. Residents had access to medical 
services and to a range of other health services.  
 
Staff knew the residents well and residents were treated with respect and dignity by 
staff. Residents said they were very happy in the centre.  
 
The centre was well maintained inside and out. The physical environment in the 
centre did not meet the requirements of the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended) or 
meet the needs of specific residents. Bedroom accommodation in the Oaks and 
Cedar Units comprised five five-bedded rooms. The Larches unit was partitioned into 
bays with up to four residents per bay. The location of some of these beds had 
negative outcomes for residents. 
 
The provider informed inspectors that he was aware of the requirements in the 
National Quality Standards for Residential Care Settings for Older People in Ireland 
which needed to be put in place in relation to the multi-occupancy bedrooms by 
2015, however, as yet there was no plan in place to address these deficits. 
 
Areas for improvement identified included: 

 compliance with conditions of the Registration 
 training records  
 fire safety documentation 
 risk management issues.  

 
These items are discussed in the body of the report and are included in the Action 
Plan at the end of this report.  
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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: Leadership, Governance and Management 
Effective governance, leadership and management, in keeping with the size and 
complexity of the service, are fundamental prerequisites for the sustainable delivery of 
safe, effective person-centred care and support. 
 
Outcome 3 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
The person in charge was a registered nurse and she worked full-time in the centre.  
 
She was on duty for the duration of the inspection and was supported by an 
assistant director of nursing (ADON) and six clinical nurse managers (CNM).  
 
She maintained her professional development and had recently attended courses and 
study days in: 

 Care of the Older Person conference 
 Patient Safety and Quality of Care conference 

 
The person in charge said she planned to undertake a diploma in leadership and quality 
in healthcare in September 2013.  
 
She demonstrated strong leadership and good communication with her team. She 
frequently met with residents, relatives and staff. The person in charge was engaged 
in interviews for the duration of the inspection but made herself available to staff and 
inspectors.  
 
The person in charge had deputising and on call arrangements in place to ensure 
adequate management of the centre during her absence.  
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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 
 
Inspectors found that there were measures in place to protect residents being 
harmed or suffering abuse. 
  
All of the clinical staff spoken to on the day of inspection were aware of the types of 
elder abuse and their responsibilities in reporting suspected elder abuse to their line 
manager. While some clinical staff had attended training, there was no system to 
ensure that all staff requiring training on identifying and responding to elder abuse 
had received this training. Inspectors also found that contract cleaning staff had not 
attended training. 
 
Inspectors reviewed the centre’s policy on the prevention, detection and response to 
elder abuse and found that it guided practice. This policy gave guidance to staff on 
the types of abuse, the procedures for reporting alleged abuse and the procedures to 
follow when investigating an allegation of elder abuse.  
 
Residents spoken to confirmed that they felt safe in the centre. They attributed this 
to the fact that the staff were always available to them.  
 
Inspectors found that there was a system in place to manage residents’ finances 
which was robust.  
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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:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Inspectors found that there were systems in place to promote the health and safety 
of residents, staff and visitors but they required improvement. 
 
There was a health and safety statement in place which had been reviewed in 
November 2012 and it related to the health and safety of residents, staff and visitors. 
Some measures were in place to prevent accidents and facilitate residents’ mobility, 
including non-slip floor covering in bathrooms and toilets. However, there were areas 
for improvement and these included the following:  
 

 staff told inspectors that at times there were a small number of residents who 
may be at risk of wandering out of the units into the stairwell which were 
accessible through an open half glass door. However there was no risk 
assessment completed in order to ensure the appropriate control measures 
were in place to keep these resident safe 

 
 the kitchenettes on all units were open and there was easy access to the hot 

water boiler which may be a particular risk to residents who were cognitively 
impaired 

 
 garden chemicals were observed in an open sluice room in the Larches Unit.  

 
There were good systems to respond to incidents through an incident review group. 
This group reviewed incidents associated with falls and medication errors and plans 
were implemented to minimise the risk of future reoccurrences.  
 
The environmental risk manager detailed the forums in place to discuss and manage 
risk, namely the health, safety and environmental committee, the health, safety and 
emergency planning work group, infection control and hygiene group, pharmacy 
group and the clinical governance committee. Inspectors reviewed the minutes of 
these groups meetings. There was a formal system to identify and manage non-
clinical risks in the units. Unit and corporate risk registers were in place. The provider 
and environmental risk manager completed a walk around the building each month 
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to assess and document risks. Records showed that there were plans to address 
these risks.  
 
Inspectors read the risk management policy and found that it included the 
procedures for the identification and management of risk in the centre. The other 
risks and control measures outlined in the Regulations including those associated 
with violence and aggression, assault, residents going missing, accidental injuries to 
residents and staff were included in other policies. There was no policy to guide staff 
in the risks associated with self harm.  
 
Overall, fire safety was well managed but issues with the emergency lighting and 
staff training required to be addressed. Inspectors viewed the fire records which 
showed that fire equipment had been regularly serviced. The fire alarm system had 
been serviced in February 2013. There was a system in place whereby the 
designated fire marshal (person in charge of the unit) checked the fire safety 
procedures including fire equipment and exits daily. These records were up to date 
at the time of the inspection. Inspectors found that all fire exits were clear and 
unobstructed during the inspection. There was also no up-to-date record that 
emergency lighting was serviced. Issues were raised with regards to emergency 
lighting in January 2012 and these had not been addressed. The provider said that 
these issues would be addressed as a priority and he would update the Authority.  
 
Many staff spoken to knew what to do in the event of a fire. However, inspectors 
noted that three staff could not clearly outline the procedure to be followed in the 
event of fire. Inspectors viewed the fire training records and found that not all staff 
had received up-to-date mandatory fire safety training. Records showed that regular 
fire drills were carried out by staff at suitable intervals as required by the Regulations 
in 2012, however, there had been no fire drill in 2013. A fire drill had been planned 
recently but had been cancelled and not rescheduled.  
 
Inspectors reviewed the emergency plan dated 17 January 2013 and found that it 
contained guidance to staff on the procedures to follow in the event of an 
emergency. 
 
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. 
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Inspection findings 
 
Overall, inspectors found evidence of good medication management practices but 
there were areas for improvement. Inspectors found that medication was not 
administered in one unit as per the centre’s policy. Medications that required special 
control measures (MDA) were also not managed on one unit as per professional 
guidelines.  

 
There was a medication management policy in place. The policy provided guidance 
to staff in many regards but it was not being adhered to. The policy did not include 
the prescribing, administration and review of “as required” (PRN) medications.  
 
Inspectors observed nurses administering medications and found that while overall 
medication was administered in accordance with the centre’s policy and professional 
guidelines there were two areas for improvement identified. Medication was 
administered to some residents crushed when they were not prescribed by the 
medical team to be crushed. The maximum dosage of PRN medication was not 
prescribed. 
 
MDAs were carefully managed and kept in a secure location. Nurses maintained a 
register of controlled drugs. Balances were checked and were correct. Inspectors 
found that in one unit two staff members from the same shift had signed and dated 
the register and the stock balance. It was not checked and signed by a staff member 
from each shift. This practice contravened the centres medication management 
policy.  
 
Outcome 9 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Overall the practice in relation to notifications of incidents was satisfactory.  

 
The provider and person in charge were aware of the legal requirement to notify the 
Chief Inspector regarding incidents and accidents. To date all relevant notifications 
had been submitted to the Chief Inspector by the person in charge or her deputy.  
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Theme: Effective care and support 
The fundamental principle of effective care and support is that it consistently delivers 
the best achievable outcomes for people using a service within the context of that 
service and resources available to it. This is achieved by using best available national 
and international evidence and ongoing evaluation of service-user outcomes to 
determine the effectiveness of the design and delivery of care and support. How this 
care and support is designed and delivered should meet service users’ assessed needs 
in a timely manner, while balancing the needs of other service users. 
 
Outcome 11 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied health care. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set out 
in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
 
Action(s) required from previous inspection:  
 
One of the action(s) required from the previous inspection were satisfactorily 
implemented.  
 
Not all care plans documented the consultation with residents and their representatives 
in the development of the care plans.  
 
 
Inspection findings 
 
Inspectors found a good standard of nursing care and residents had access to 
appropriate medical and allied healthcare. However, improvements were required to 
the care planning process. Improvements were also required in falls prevention and 
management and the management of restraint. 
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Inspectors found that there was good access to medical care in that the medical 
team were on duty five days per week and were available on call.  
 
A multidisciplinary review of residents took place every six weeks. The records of 
these meetings were reviewed in the units. These meetings consisted of the medical 
team, unit nursing representatives, occupational therapist (OT), speech and 
language therapist (SALT) and physiotherapist and any other professional deemed 
appropriate to attend the meeting. Inspectors found that while there were 
multidisciplinary reviews taking place, the outcome of these meetings did not inform 
the care plans.  
 
Care plans were in place and there were three-monthly reviews completed. However, 
inspectors noted that that residents and relatives were not consistently involved in 
the development and review of their care plans. There was evidence of family and 
resident meetings. Some residents care plans did not guide care. For example, one 
resident had epilepsy and there was no care plan to guide care. A resident had a 
tracheostomy (a direct airway through an incision in the windpipe) and while there 
was a care plan, it would not guide the care to be delivered. For example, cleaning 
or changing the inner cannula, changing the dressing and tracheostomy tube holder, 
and suctioning.  
 
There was a record of the residents’ health condition and any treatment given, 
completed on a daily basis by the nurse on duty.  
 
Restraint Management  
Inspectors found that restraint management required improvement. The policy did 
not guide some aspects of the care of residents requiring restraint. There was no 
record maintained of any occasion on which restraint was used, the nature of the 
restraint and its duration, in respect of each resident as required by the Regulations.  
 
There was no evidence that consultation had taken place to inform the decision for 
the use of restraint. Inspectors found that assessments had been carried out but 
these were not consistently completed for all residents who required restraint. 
Inspectors also noted that a multidisciplinary decision had not been completed in 
order to use restraint for all residents. This contravened the policy.  
 
The restraint records included the risks associated with the use of the bedrails but 
the specific alternative strategies that had been tried prior to the use of bedrails 
were not documented. There were no records maintained on the duration and 
release of a lap belt for one resident. Inspectors reviewed a sample of care plans for 
residents who used restraint and found that overall they did not provide guidance to 
staff. For example, there was no care plan to guide the care of a resident who 
required a lap belt and one resident with a bedrail did not have a care plan.  
 
Wound Care 
Inspectors reviewed records of residents who had pressure ulcers in the centre. 
There was a low number of pressure ulcers. There was a wound management policy 
which guided the staff in the prevention and management of wounds. Inspectors 
reviewed the files of residents with wounds and found that the documentation of the 
assessment and management of these residents’ wounds was robust. There were 
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care plans to guide the care delivered and a record to state that treatment plans 
were being maintained. There was access to expertise in the area of would care on-
site. There was evidence that these recommendations were being implemented and 
resident’s wounds had improved. Some residents’ required pressure relieving 
equipment to maintain their skin condition and for the prevention of pressure ulcers. 
There was no system to monitor the use of pressure relieving equipment and ensure 
settings were correctly set. Staff were not familiar with how to set resident’s 
mattress and were not able to confirm if the mattresses were correctly set. 
 
Behaviours that Challenged 
A small number of residents had behaviours that challenged. Inspectors interviewed 
and observed staff and formed the opinion that appropriate care was being delivered 
to these residents but there were areas for improvement. Residents had access to 
the psychiatry of later life services as required. Inspectors found that while there was 
a policy in place it did not guide the care of these residents. For example, while staff 
could describe the techniques they would use to calm a resident, the residents care 
plans did not include the triggers for these behaviours contrary to the policy.  
 
Falls Management 
Inspectors found that a falls prevention and management policy and a new 
multidisciplinary post falls assessment were introduced since the previous inspection. 
While inspectors found that there was evidence that a post fall assessment was 
completed for some residents, this was not consistently completed for all residents 
who fell. Residents care plans were also not being updated to reflect the care that 
residents had received following a fall. 
 
Nutrition Management 
There were policies on nutrition and hydration in place but they did not reflect the 
good practice in place. For example, the policy stated that residents were to be 
weighed six weekly, however, residents were being weighed monthly. Inspectors 
found that the nursing staff monitored the nutritional status of residents. Nutritional 
risk assessments were used to identify residents at risk and care plans were in place. 
All residents at risk were referred to the dietician if required. Residents had care 
plans to guide the care to be delivered.  
 
Epilepsy Care 
Staff did not demonstrate competence in the management of residents with epilepsy. 
For example, one staff nurse on night duty described the procedure to follow should 
a resident experience a seizure, however, the procedure described could place the 
resident at risk. There was no policy to guide staff in the management of these 
residents.  
 
Activity Provision 
Inspectors observed residents participating in meaningful activities appropriate to 
their interests and preferences. A key to me and activity assessments were 
completed for residents. There were numerous group activities in place, facilitate by 
the activity coordinator and volunteers. Residents said that they were happy with the 
schedule of activities.  
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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 was a lack of suitable storage space for the assistive aids used by residents.  
 
 
Inspection findings 
 
The physical environment in the centre still did not meet the requirements of the 
Regulations or meet the needs of specific residents.  
 
The provider informed inspectors that he was aware of the requirements in the 
Standards which needed to be put in place in relation to the multi-occupancy 
bedrooms by 2015, however, as yet, there was no plan in place to address these 
deficits. Bedroom accommodation in the Oaks and Cedar Units comprised five five-
bedded rooms and three single rooms. All the rooms had an en suite toilet and a 
wash-hand basin.  
 
Bedroom accommodation in the larches Unit comprised 30 beds for 28 residents. 
This unit was partitioned into bays with up to four residents per bay. There were 
three beds located directly beside the nurses’ station. Residents said they could not 
sleep at night due to the noise level in this area. 
 
The multi-occupancy bedrooms did not currently meet the Regulations and the 
Authority's Standards in that they were too small to meet the current needs of 
residents. Staff said they had difficulty assisting residents and using assistive 
equipment in these bedrooms. Residents said odours were often over whelming in 
the shared rooms. This was also noted by inspectors on the day of inspection. One 
resident requested the light to be switched off in a shared room but the light was 
required to be left on as staff attended to another resident. There was still 
inadequate storage space for residents’ personal belongings in bedrooms.  
 
The number of assisted toilets in the Oaks and Cedar Units did not meet the needs of 
residents. Inspectors found that while all of the multi-occupancy bedrooms in the 
Oak and Cedar Unit had an en suite toilet, residents had to use the toilet in another 
five-bedded room as theirs was in use on the morning of the inspection. Staff said 
they often had to take residents into other resident’s bedrooms to use the toilets.  
 
 
 



Page 14 of 29 

 

Inspectors found the centre to be clean and well maintained inside and out.  
Communal space in the centre, which consisted of a day room cum dining room and 
a small visitors’ room on each unit, complied with the Authority's Standards. Private 
spaces were available on the units where residents could go if they required some 
quiet time away from other residents.  
 
There were adequate staff changing facilities. The ventilation in the staff changing 
room had been improved since the previous inspection.  
 
Assistive equipment was provided to meet the needs of residents and included 
pressure-relieving mattresses and cushions, specialist seating and mobility aids.  
 
Storage continued to be a challenge in the centre. Commodes were being stored in 
the bathrooms and linen skips and bags were stored in the sluice rooms which 
limited access to these rooms.  
 
The kitchen was found to be well equipped and there was a food safety management 
system in place. Inspectors observed a plentiful supply of fresh food.  
 
Staff were knowledgeable on hand hygiene practices and universal precautions and 
were observed to wash their hands regularly during the inspection. 
 
Theme: Person-centred care and support 
Person-centred care and support has service users at the centre of all that the service 
does. It does this by advocating for the needs of service users, protecting their rights, 
respecting their values, preferences and diversity and actively involving them in the 
provision of care. Person-centred care and support promotes kindness, consideration 
and respect for service users’ dignity, privacy and autonomy.  
 
Outcome 13 
The complaints of each resident, his/her family, advocate or representative, and 
visitors are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
 
Action(s) required from previous inspection:  
 
The action required from the previous inspection was satisfactorily implemented.  
 
 
Inspection findings 
 
The complaints policy was reviewed and was found to be displayed in a prominent 
position in the centre. However, it did not comply with the requirements of the 
Regulations. The policy did not include an independent person separate to the 
nominated person in Regulation 39 (5).  
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Inspectors reviewed the complaints register and found that verbal complaint records 
identified the complainant, the issue, the investigative process and the outcome. 
While there were comprehensive records maintained in one unit this was not 
consistent across all units. Staff in the Oak unit said they recorded complaints in the 
progress notes and not in the designated complaints records. This could result in 
inconsistency both in the investigation of complaints and also in analysing complaints 
for future learning.  
 
Outcome 17 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
While the provider had measures in place to protect residents’ personal property and 
possessions these required improvement.  
 
Inspectors visited all of the three units and found that despite the layout of the 
premises where some of the residents shared large multi-occupancy rooms, residents 
could personalise their own space with a reasonable number of their personal 
possessions.  
 
Inspectors found that there was no up-to-date record of each resident’s personal 
property signed by the resident as required by the Regulations. The provider and 
person in charge were not aware that this was a requirement of the Regulations. 
Some staff in the Larches Unit showed inspectors how they recorded this information 
on the admission assessment but this was not consistent in the other two units.  
 
Inspectors found that a lockable facility was provided for each resident.  
 
Inspectors found that residents clothing was sent to an outside contractor for 
laundering. Residents’ clothing was carefully folded and maintained in a tidy manner 
on return to the centre. Residents and relatives expressed a high level of satisfaction 
with the laundry services provided and reported that clothes did not go missing. 
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Theme: Workforce 
The workforce providing a health and social care and support service consists of all the 
people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality, person-centred and safe service. Service providers must be 
able to assure the public, service users and their workforce that everyone working in 
the service is contributing to a high quality safe service. 
 
Outcome 18 
There are appropriate staff numbers and skill mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision  
 
Action(s) required from previous inspection:  
 
Not all staff files met the requirements of the Regulations.  
 
 
Inspection findings 
 
Inspectors were satisfied with the systems in place to supervise residents and staff 
members. Inspectors found that staffing levels and skill mix were sufficient to meet 
resident’s needs. The CNMs were in a supernumery capacity most of the time to 
supervise practice.  
 
A robust volunteer programme was in place and samples of the volunteer 
agreements were viewed by inspectors which were adequate.  
 
Inspectors saw evidence that systems of communication were appropriate to support 
staff to provide safe and appropriate care. In addition to daily handover meetings, 
inspectors reviewed minutes of the multi disciplinary meetings and found that 
resident’s needs were discussed regularly with staff.  
 
Inspectors reviewed information with regard to the professional registration status of 
nursing staff and found that all had up-to-date registration with their professional 
body for 2013.  
 
The provider was committed to the delivery of training to staff. The practice 
development coordinator had ceased employment since the previous inspection. 
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Records showed that since January 2012 various members of staff had completed 
training in: 

 elder abuse 
 fire training 
 manual handling 
 behaviours that challenged 
 hand hygiene 
 wound care 
 falls prevention 
 continence care. 

 
While ongoing training was provided to staff, there was no system to ensure that all 
staff requiring mandatory training had received this training. 
 
A recruitment policy was in place which met the requirements of the Regulations. 
Inspectors examined three staff files. An audit of the staff files had taken place since 
the previous inspection. The audit had shown that a large number of staff files 
including the three files reviewed by inspectors did not have a third reference as 
required by the Regulations. The human resource department were requesting this 
documentation. 
 
Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider 
and the person in charge to report on the inspectors’ findings, which highlighted both 
good practice and where improvements were needed.  
 
Acknowledgements 
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Provider’s response to inspection report ∗ 
 

 
Centre Name: 

 
Royal Hospital Donnybrook 

 
Centre ID:  

 
0478 

 
Date of inspection: 

 
14 and 15 May 2013 

 
Date of response: 

 
24 June 2013 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007 as amended, the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
and the National Quality Standards for Residential Care Settings for Older People in 
Ireland. 
 
Theme: Governance, Leadership and Management 
 
Outcome 1: Statement of purpose and quality management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Changes had been made to the purpose and layout of the Larches Unit and this unit 
was now being used as a convalescence/ rehabilitation unit. This change to the 
statement of purpose and function was not notified to the Chief Inspector in writing. 
 
Action required:  
 
Notify the Chief Inspector in writing before changes are made to the statement of 
purpose which affect the purpose and function of the centre. 
 
 
 
 

                                                 
∗ 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 amended to reflect the 
change of use of beds in Larches Unit to rehabilitation for older 
people and has been sent to the Chief Inspector. 
 

 
 
Completed 

 
Theme: Safe care and support  
 
Outcome 6: Safeguarding and safety 

The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Not all staff had received training on identifying and responding to elder abuse. 
 
Action required: 
 
Make all necessary arrangements, by training staff or by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
or abuse. 
 
Reference: 
                 Health Act, 2007 
                 Regulation 6: General Welfare and Protection 
                 Standard 8: Protection 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Training in Abuse of Older People and Vulnerable Adults is part of 
the hospital's mandatory training programme. Five staff members 
have a completed Train the Trainer course and provide training for 
staff members. A KPI for attendance at mandatory training, 
including abuse training has been developed and will be monitored 
by the PIC to ensure maximum uptake of training.  
 
Additional training sessions have been scheduled to include 
cleaning services contractor operatives. This will be completed by 
October 2013 with all staff receiving up to date training. 

 
 
Quarterly KPI 
reporting and 
ongoing 
monitoring. 
 
 
 
Oct. 2013 
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The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The risk management policy did not fully meet the requirements of the Regulations.  
 
Some risks were not identified and control measures put in place as outlined under 
Outcome 7. 
  
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
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  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A policy and procedures for the management of self harm is 
being developed and will be linked to the Risk Management 
Policy.  
 
On units where there is access to a stairwell safety signage has 
been made more visible. A risk assessment is being carried out 
on all stairwells. The outcome of this assessment will inform 
control measures which will be added to local risk registers.  
 
All kitchenettes are fitted with key pad locks to secure them 
when staff are not present and this has been reinforced to all 
catering and unit staff.  
 
There are lockable chemical storage cupboards available on all 
units and these will be used to store chemicals, including 
gardening chemicals, after use.   
 

 
 
End of July 2013. 
 
 
 
Mid July 2013 
 
 
 
 
Completed.  
 
 
 
Completed. 
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The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Improvements in relation to fire procedures were required as outlined in Outcome 7. 
 
Action required:  
 
Make adequate arrangements for the maintenance of all fire equipment. 
 
Action required:  
 
Provide suitable training for staff in fire prevention.  
 
Action required:  
 
Ensure, by means of fire drills and fire practices at suitable intervals, that the staff 
and, as far as is reasonably practicable, residents, are aware of the procedure to be 
followed in the case of fire, including the procedure for saving life. 
 
Reference:   
                    Health Act, 2007 
                  Regulation 32: Fire Precautions and Records 
                  Standard 26: Health and Safety  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Emergency lighting has been checked by a suitably qualified 
person and the details of this have been sent to the Chief 
Inspector.  
 
Fire Safety training & Fire Marshall training is part of the 
hospital's mandatory training programme. A KPI for attendance 
at mandatory training, has been developed and will be monitored 
by the PIC to ensure maximum uptake of training.  
 
By September 2013, all staff will be up to date in the above. 
 
The hospital undertakes 2 fire drills per year. A fire drill had been 
scheduled for May 14th 2013 in collaboration with Donnybrook 
Fire Station. This was postponed due to operational reasons by 
the local fire station and has been rescheduled for July 3rd 2013. 
 

 
 
Complete. 
 
 
 
Quarterly KPI 
reporting and 
ongoing 
monitoring. 
 
Sept. 2013  
 
July 3rd 2013.       
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Outcome 8: Medication management 
The provide is failing to comply with a regulatory requirement in the 
following respect:  
 
Medications including MDAs were not managed as per the centre’s policy and safe 
practice.  
 
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 Medication Management policy has been reviewed and the 
section on PRN prescribing has been strengthened to ensure that 
the maximum dosage is prescribed on a consistent basis. This will 
be monitored by the PIC through on-going audit in collaboration 
with the Medical Director and medical staff. 
 
The Medication Management policy has a section in relation to 
medications that may require to be crushed (only if not available 
in an alternative form and it is safe to do so). The policy requires  
prescribing doctors to specify that medicines are to be crushed in 
the "special instructions" section of the prescription. This has 
been reinforced to nursing and medical staff and will be 
monitored by the PIC through the hospital's clinical audit 
programme in collaboration with the Medical Director and medical 
staff.  
 
The prescription and administration of MDAs are strictly guided 
by the hospital's policy on Management of Scheduled Drugs. On 
the day of the inspection, the count on one unit was performed 
by 2 nurses on the same shift, but this was an exception and is 
not usual practice. This will be monitored by the PIC through the 
hospital's clinical audit programme.   
 

 
 
Completed. 
 
 
 
 
 
Completed. 
 
 
 
 
 
 
 
 
 
Completed. 
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Theme: Effective care and support 
 
Outcome 11: Health and social care needs 

The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The management of falls, restraint, epilepsy and skin integrity required improvement 
as outlined under Outcome 11.  
 
Action required:  
 
Provide a high standard of evidence-based nursing practice. 
 
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 
 

Provider’s response: 
 
Falls 
It is the policy of the hospital that all residents are screened for 
risk of falls on admission, following a fall, as their condition 
changes and at least 3 monthly. Residents identified as being at 
risk of falls following screening have a comprehensive 
multidisciplinary assessment completed. The outcome of the 
assessments inform the care plan. Falls management (assessment 
& care planning) is included in the hospital's clinical audit 
programme for July 2013 and the PIC will ensure that post fall 
assessments and care plans are consistently completed and 
updated for all residents.  
 
Restraint 
The Royal Hospital Donnybrook is committed to a restraint free 
environment. In relation to seating, lap belts are to be used only as 
part of a seating system prescribed by the seating clinic 
(Physiotherapy and Occupational Therapy staff) for safety during 
transit and not as a restraint. The PIC has established a review 
group with seating clinic staff and CNMs to improve documentation 
and care planning to ensure that the restraint free environment 
promoted by the hospital is reflected. In relation to bedrails, in line 
with national policy bedrails are not used as a restraint. The PIC 
will ensure that assessment for the use of bedrails will include the 
alternative measures considered and the duration of their use. The 
hospital restraint policy is being reviewed and will incorporate all of 

 
 
 
July 2013 & 
ongoing. 
 
 
 
 
 
 
 
 
 
 
August 2013.  
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the above.  
 
Epilepsy 
The PIC has ensured that the staff member referred to in the 
report has been provided with an update in clinical practice with 
regard to seizure management and has, through CNMs, confirmed 
that all other staff involved in the care of residents with a history of 
seizures are aware of best practice for the management of 
residents with seizure. The PIC and the Medical Director are 
developing a seizure management protocol which will be used to 
inform the care and treatment plans of residents with a history of 
epilepsy/seizures.  
 
Skin integrity 
The hospital provides residents with a variety of pressure relieving 
equipment which includes cushions and mattresses. All equipment 
is provided following a thorough assessment. Some mattresses 
require that pressure levels are set according to the resident's 
weight, while others automatically adjust themselves according to 
weight and position. Cushions are provided to residents following 
an electronic pressure mapping assessment conducted by staff 
from the seating clinic. Updates on the use of equipment will be 
provided to staff and correct settings for equipment, where 
applicable will be recorded in the care plan. 
 

 
 
 
End of July 
2013.  
 
 
 
 
 
 
 
 
 
August 2013. 

 
Outcome 11: Health and social care needs 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Improvements were required in the care plans as outlined in Outcome 11. 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident.  
 
Reference:   

Health Act, 2007 
                   Regulation 8: Assessment and Care Plan  
                   Standard 10: Assessment 
                   Standard 11: The Resident’s Care Plan 
                   Standard 13: Healthcare 

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

Timescale: 
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Provider’s response: 
 
The care plans of the residents with a history of seizure and the 
resident with a tracheostomy have been reviewed and updated to 
ensure they reflect the care delivered.  
 
Care planning audits are carried out bi-annually and these are 
showing improvement. The next audit is planned for August 2013 
and the PIC will ensure that documented evidence that the 
resident or as appropriate their family, is involved in developing 
their care plans. 
 

 
 
Completed 
 
 
 
Ongoing.  
 
 
 

 
Outcome 12: Safe and suitable premises 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Improvements in relation to the premises were required as outlined in Outcome 12.  
 
Action required:  
 
Ensure the size and layout of rooms occupied or used by residents are suitable for 
their needs. 
 
Action required:  
 
Provide suitable storage facilities for the use of each resident. 
 
Action required:  
 
Provide a sufficient number of toilets having regard to the number of dependent 
residents in the home. 
 
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: 
 
Due to the previously acknowledged physical constraints, we had 
been working towards a change of use for beds within the 
centre. This was paused in 2012. The Regulatory Notice RN001 
(Physical Environment) issued in April 2013 by the Authority, 
coupled with the more recent Regulatory Notice RN002/2013 
(Definition of a designated centre) are forming the backdrop to 
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discussions that have been initiated with the HSE.  
 
A capital solution to address the issues identified will be 
unavoidable and the Provider has informed the HSE that an 
agreed plan should be developed by October 2013. 
 

 
 
 
Plan by October 
2013. 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The maximum number of residents maintained in the designated centre exceeded the 
number for which the designated centre was registered for.  
 
Action required:  
 
Ensure that the maximum number of residents does not exceed the number for 
which the designated centre is registered by the Chief Inspector. 
 
Action required:  
 
Ensure that the maximum number of residents accommodated in shared rooms in the 
designated centre does not exceed the number for which the designated centre is 
registered by the Chief Inspector. 
 
Reference:   
                  Health Act, 2007 
                                
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The number of residents in the designated centre reduced to 78 
on May 20th as agreed with the Inspectors. This was facilitated 
through planned discharges of patients who had completed their 
rehabilitation programme on the Larches Unit. 
 

 
 
Completed. 

 
Theme: Person-centred care and support                                                              
 
Outcome 13: Complaints procedures 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Improvements in relation to complaints were required as outlined in Outcome 13. 
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Action required:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
Action required:  
 
Record all complaints and the results of any investigations into the matters 
complained about. Ensure these records are in addition to and distinct from a 
resident’s individual care plan. 
 
Action required:  
 
Make a person available, independent to the person nominated in Regulation 39(5), 
to ensure that all complaints are appropriately responded to and that the person 
nominated under Regulation 39(5) maintains the records specified under Regulation 
39(7).  
 
Reference:   
                    Health Act, 2007 
                  Regulation 39: Complaints Procedures 
                  Standard 6: Complaints  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The PIC has reviewed complaints management with the CNM on 
Oaks unit and has found that it is line with hospital policy and 
procedures. The PIC has provided training in complaints 
management to CNMs and this is being disseminated to all staff 
on each unit. 
 
The CEO is the person independent to the person nominated in 
regulation 39 (5) and will ensure that complaints are responded 
to and records of complaint management are maintained.    
 

 
 
August 2013.  
 
 
 
 
 
Completed.  
 

 
Outcome 17: Residents’ clothing and personal property and possessions 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Improvements in relation to the recording of resident’s personal property were 
required as outlined in Outcome 17. 
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Action required:  
 
Maintain an up-to-date record of each resident’s personal property that is signed by 
the resident. 
 
Reference:  
                   Health Act, 2007 
                 Regulation 7: Residents’ Personal Property and Possessions 
                 Standard 4: Privacy and Dignity  
                 Standard 17: Autonomy and Independence  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A revised personal property form has been developed and staff, 
in collaboration with the resident and family members, will 
endeavour to ensure that the record is kept up to date and 
reviewed as part of 3 monthly assessments. This will be 
discussed at the next Residents' Council meeting and Family 
Forum.   
 

 
 
August 2013.  
 
 

 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Improvements in the maintenance of training records and the delivery of mandatory 
training were required as outlined in Outcome 18.  
 
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: 
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Provider’s response: 
 
The system for recording training provided to staff is being 
further developed. KPIs for mandatory training have been 
developed and will monitored quarterly by the Clinical 
Governance Committee to ensure targets are being met. 
 

 
 
Quarterly 
monitoring. 

 
 


