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Centre name: 

 
St. Theresa’s Nursing Home 

 
Centre ID: 

 
0451 

Centre address: 

 
Leadmore East 
 
Kilrush 
 
Co. Clare 

 
Telephone number:  

 
065 9052655 

 
Email address: 

 
sttheresaskilrush@gmail.com 

 
Type of centre: 

 
 Private       Voluntary          Public 

 
Registered provider: 

 
Sundyp Ltd. 

 
Person authorised to act on 
behalf of the provider: 

 
 
Nora Grogan 

 
Person in charge: 

 
Yvonne Grogan Moroney 

 
Date of inspection: 

 
9 and 10 July 2012 

 
Time inspection took place: 

 
Day-1 Start: 09:30 hrs  Completion: 16:45 hrs  
Day-2 Start: 09:20 hrs  Completion: 13:45 hrs 

 
Lead inspector: 

 
Mary Costelloe 

 
Support inspector: 

 
N/A 

 
Type of inspection  

 
 announced               unannounced   

 
Date of last inspection:  

 
24 February and 3 March 2011 

 
 

   
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated Centres under Health Act 2007 
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About inspection   
 

The purpose of inspection is to gather evidence on which to make judgements about 
the fitness of the registered provider and to report on the quality of the service. This 
is to ensure that providers are complying with the requirements and conditions of 
their registration and meet the standards; that they have systems in place to both 
safeguard the welfare of service users and to provide information and evidence of 
good and poor practice.  
 
In assessing the overall quality of the service provided, inspectors examine how well 
the provider has met the requirements of the Health Act 2007, the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) Regulations 
2009 (as amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland under 18 outcome statements. The outcomes set out 
what is expected in designated centres.  
 
Outcome 1 
There is a written statement of purpose that accurately describes the service that is provided 
in the centre. The services and facilities outlined in the statement of purpose, and the 
manner in which care is provided, reflect the diverse needs of residents.  
Outcome 2 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
Outcome 3 
The complaints of each resident, his/her family, advocate or representative, and visitors are 
listened to and acted upon and there is an effective appeals procedure 
Outcome 4 
Measures to protect residents being harmed or suffering abuse are in place and appropriate 
action is taken in response to allegations, disclosures or suspected abuse. 
Outcome 5 
The health and safety of residents, visitors and staff is promoted and protected.  
Outcome 6 
Each resident is protected by the designated centre’s policies and procedures for medication 
management. 
Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-based 
nursing care and appropriate medical and allied healthcare. Each resident has opportunities 
to participate in meaningful activities, appropriate to his or her interests and preferences. 
The arrangements to meet each resident’s assessed needs are set out in an individual care 
plan, that reflect his/her needs, interests and capacities, are drawn up with the involvement 
of the resident and reflect his/her changing needs and circumstances.  
Outcome 8 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
Outcome 9 
Each resident is provided with food and drink at times and in quantities adequate for his/her 
needs. Food is properly prepared, cooked and served, and is wholesome and nutritious. 
Assistance is offered to residents in a discreet and sensitive manner.  
Outcome 10 
Each resident has an agreed written contract which includes details of the services to be 
provided for that resident and the fees to be charged. 
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Outcome 11 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. He/she is 
facilitated to communicate and enabled to exercise choice and control over his/her life and to 
maximise his/her independence. 
 Outcome 12 
Adequate space is provided for residents’ personal possessions. Residents can appropriately 
use and store their own clothes. There are arrangements in place for regular laundering of 
linen and clothing, and the safe return of clothes to residents.  
Outcome 13 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
Outcome 14 
There are appropriate staff numbers and skill-mix to meet the assessed needs of residents, 
and to the size and layout of the designated centre. Staff have up-to-date mandatory 
training and access to education and training to meet the needs of residents. All staff and 
volunteers are supervised on an appropriate basis, and recruited, selected and vetted in 
accordance with best recruitment practice.  
Outcome 15 
The location, design and layout of the centre is suitable for its stated purpose and meets 
residents’ individual and collective needs in a comfortable and homely way. There is 
appropriate equipment for use by residents or staff which is maintained in good working 
order. 
Outcome 16 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained in a 
manner so as to ensure completeness, accuracy and ease of retrieval. The designated centre 
is adequately insured against accidents or injury to residents, staff and visitors. The 
designated centre has all of the written operational policies as required by Schedule 5 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended). 
Outcome 17 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from the 
designed centre and the arrangements in place for the management of the designated 
centre during his/her absence.  
 
All inspection reports produced by the Health Information and Quality Authority will 
be published. However, in cases where legal or enforcement activity may arise from 
the findings of an inspection, the publication of a report will be delayed until that 
activity is resolved. The reason for this is that the publication of a report may 
prejudice any proceedings by putting evidence into the public domain 
 
The inspection report is available to residents, relatives, providers and members of 
the public, and is published on www.hiqa.ie in keeping with the Authority’s values of 
openness and transparency.  
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About the centre 
 

Location of centre and description of services and premises 
 

St. Theresa’s Nursing Home is a single-storey purpose-built centre which opened in 
1996 and is located on the Kilkee road on the outskirts of Kilrush town in Co. Clare. 
There are places for 36 residents and the centre provides long and short-term care. 
22 residents were living there at the time of inspection.  
 
The main entrance is located to the front of the building through a small sun lounge 
which opens into a central foyer. The reception/nurses’ office overlooks this area via 
a glass window. The reception is furnished with comfortable armchairs, a large 
statue and picture of St. Theresa as well as a large information board. The 
administration offices, oratory, dining room and day rooms are located off this area.  
 
Bedroom accommodation is provided on two corridors leading to the left and right of 
the main day areas. There are 24 single bedrooms, four twin bedrooms and one 
four-bedded room. Two single bedrooms and the four-bedded room have toilet and 
en suite shower facilities. There are three large assisted bathrooms, two with 
assisted baths, and all three have assisted showers. There are four additional toilets 
for residents’ use - two are located beside the day areas. There are separate toilets 
for kitchen staff, care staff and visitors. A treatment room, laundry, sluice and 
cleaners’ room are provided.  
 
Residents have access to the front garden and to a secure paved area to the rear of 
the building. The entrance is wheelchair accessible and there is ample car parking to 
the front of the building for staff and visitors. 
 
A day-care facility is provided but there were no persons attending the service at the 
time of inspection. The person in charge stated that the maximum number of 
residents and people attending day care will not exceed 36. 

 
 
Date centre was first established:  

 
1996 

 
Date of registration: 

 
21 June 2012 

 
Number of registered places:  

 
36 

 
Number of residents on the date of inspection:  

 
22 

 
Dependency level of current residents 
as provided by the centre: 

Max High Medium Low 

 
Number of residents 

 
3 

 
5 

 
8 

 
6 
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Gender of residents 

Male 
( ) 

Female 
( ) 

 
 

 
 

 
 

Management structure 
 
The Provider and Deputy Person in Charge is Nora Grogan. The Provider’s daughter, 
Yvonne Grogan Moroney, is the Person in Charge and she reports directly to the 
Provider. The Person in Charge is supported by a team of staff nurses and care 
assistants who report directly to her. There is an Administrator available who 
provides administrative support to the Person in Charge. Catering and housekeeping 
staff report to the administrator while the administrator reports to the Provider. 
 
 

Staff 
designation 

Person 
in 
Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on duty 
on day of 
inspection 
 

 
1* 

 
1 

 
2 

 
1 

 
1 

 
1 

 
0 

 
* Provider deputising on behalf of the person in charge. The person in charge was 
on leave at the time of inspection but came in to the centre and remained for the 
duration of the inspection. 
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Summary of compliance with Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This was the third inspection carried out by the Health Information and Quality 
Authority (the Authority) Social Services Inspectorate. The first inspection took place 
on 2 and 3 March 2010 and was a scheduled unannounced inspection. The second 
inspection took place on 24 February and 3 March 2011 following an application to 
the Authority for registration under Section 48 of the Health Act, 2007.  
The previous inspection reports can be found on www.hiqa.ie.  
 
This report sets out the findings of an unannounced inspection. This inspection took 
place over two days. As part of the inspection the inspector met with residents and 
staff members. Inspectors observed practices and reviewed documentation such as 
care plans, medical records, accident logs, policies and procedures and staff files.  
 
 

On the days of inspection the inspector was satisfied that the residents were cared 
for in a safe environment and that their nursing and healthcare needs were being 
met. There were adequate staffing levels during the inspection.  
 
The provider, person in charge and staff demonstrated a comprehensive knowledge 
of residents’ needs, their likes, dislikes and preferences. Staff and residents knew 
each other well, referring to each other by first names. Residents were observed to 
be relaxed and comfortable when conversing with staff.  
 
The provider had addressed many of the issues as outlined in the previous action 
plan including updating the emergency plan, the health and safety statement, the 
complaints policy/procedure, the recruitment policy and staff files in order to comply 
with the requirements of the Regulations. 
 
The inspector identified some improvements that were required in relation to risk 
management, nursing documentation and medication management.  
 
These areas for improvement are listed in the Action Plan at the end of this report.  
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Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older 
People in Ireland.  
 
1. Statement of purpose and quality management 
 

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

 
Inspection findings 
The statement of purpose was submitted prior to registration and was found to 
comply with the requirements of the Regulations - it clearly described the services to 
be provided in St Theresa’s. Since the previous inspection there have been no 
changes to the statement of purpose or to the services provided.  

 
Outcome 2 
The quality of care and experience of the residents are monitored and developed on 
an ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 

 
Inspection findings 
The inspector was satisfied that the quality of care and experience of the residents in 
St. Theresa’s was monitored and developed on an ongoing basis by the person in 
charge. 
 
The person in charge had put systems in place and continued to gather and audit 
information related to falls, privacy and dignity, complaints and medication 
management on a regular basis. The audit findings were documented and available 
to the inspector to review. The person in charge had gathered a wide range of 
statistical information at the end of each year such as number of residents taking 
antibiotics, flu vaccines, psychotropic medications, controlled drugs, night sedation, 
laxatives, number of residents restrained and types of restraint used. She told the 
inspector that she used the information to review number of residents who had 
received vaccines in the previous year. She said that she now intended to analyse 
the data from the last three years to identify trends in order to improve practice as a 
result.  
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There was a monthly resident’s group meeting to discuss the monthly newsletter and 
residents could raise any issues or concerns. The meetings were facilitated by the 
administrator - minutes were documented and available to the inspector to review. 
The residents had contributed ideas and suggestions for the monthly newsletter but 
there were no issues or concerns raised at the last number of meetings. 
 
The administrator showed the inspector the quality of life questionnaire which she 
had drafted. She told the inspector that she intended to complete a questionnaire 
with each individual resident.  

 
Outcome 3 
The complaints of each resident, his/her family, advocate or representative, and 
visitors are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
 

 
Inspection findings 
The inspector found evidence of good complaints management.  
 
There was a comprehensive complaints policy in place which clearly outlined the 
duties and responsibilities of staff. The complaints procedure was clearly displayed 
and included the name of the complaints officer and details of the appeals process.  
 
The inspector reviewed the complaints log, details of complaints, the action taken 
and the outcomes. All complaints to date had been recorded in detail and resolved. 
There were no complaints recorded for 2012.  
 
2. Safeguarding and safety 
 

Outcome 4 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 

 
Inspection findings 
The inspector found that measures were in place to protect residents from being 
harmed or abused.  
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The inspector reviewed the comprehensive polices on the detection and prevention 
of elder abuse. The person in charge was qualified as a Trainer in the detection and 
prevention of elder abuse. Training records reviewed and all staff spoken to 
confirmed that they had received training on identifying and responding to elder 
abuse. Staff spoken to displayed sufficient knowledge of the different forms of elder 
abuse and all were clear on reporting procedures. There had been no allegations of 
abuse to date. 
 
The inspector was satisfied that residents’ finances were managed in a clear and 
transparent manner. The inspector spoke with the administrator who told the 
inspector that small amounts of money were kept for safekeeping on behalf of some 
residents and the finances of one resident were managed by the provider. All money 
was securely stored in the safe. Individual balance sheets were maintained for each 
resident and all transactions were clearly recorded and signed by two persons. 
Receipts were maintained for all purchases made on behalf of the resident.  

 
Outcome 5 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems 
 

 
Inspection findings 
The inspector noted that some improvements were required to manage risk. 
 
There was a site-specific health and safety statement and risk management policy 
which had been updated in June 2011 following the last inspection. A wide range of 
risks had been identified and control measures were documented. The inspector 
noted that some risks such as the specific risks associated with residents smoking, 
assault and accidental injury were not included.  
   
The inspector also noted specific work practices that posed a risk to safety. The door 
to the cleaner’s room was not locked on the first morning of inspection. This posed a 
potential risk to residents and visitors as cleaning agents were stored in the open 
cleaner’s rooms. There were no foot plates provided to wheelchairs used to transfer 
residents, this posed a risk of injury to residents. The inspector noted that a risk 
identified at the previous inspection had been attended to - the clinical waste bin, 
stored in the rear yard area, was kept locked. 
 
The inspector reviewed the emergency plan which was found to be comprehensive 
and gave clear guidance to staff of what their roles might be in the event of various 
types of emergencies. The plan had been updated following the last inspection and 
included details and arrangements in place in the event of residents needing to be 
evacuated from the building. 
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The person in charge had recently updated her ‘Train the Trainer’ qualification as a 
manual handling instructor and completed Further Education Training Awards Council 
(FETAC) Level 6 instructor training course. All staff had received up-to-date training 
in relation to moving and handling, training records reviewed and staff spoken to 
confirmed this. The last training had taken place in January 2012. The inspector 
observed good practice in relation to moving and handling of residents during the 
inspection.  
 
The inspector reviewed the fire policies and procedures. Records indicated that all 
fire fighting equipment had been serviced in April 2012 and the fire alarm was 
serviced on a quarterly basis. The last fire alarm service took place on 5 April 2012. 
Systems were in place for weekly testing of the fire alarm which also included a fire 
drill with the staff on duty. Records of tests and drills were maintained in the fire 
register. Fire orders were displayed prominently throughout the building. The person 
in charge told the inspector that she had linked with the local fire officers in regard 
to sourcing an accredited fire safety training course. The providers’ son had since 
completed a ‘Train the Trainer’ course with the Fire Protection Association and had 
carried out fire safety training in house with staff on 20 April 2012. Records indicated 
that all but three part-time staff had not completed this formal fire safety training. 
The person in charge confirmed that none of these staff members worked at night 
and that formal training was being scheduled in the near future. All staff spoken with 
confirmed that they had received fire safety training in the use of fire fighting 
equipment and evacuation and were confident in knowing what to do in the event of 
fire.  
 
The inspectors reviewed the process for recording incidents and accidents. An 
incident/accident log was maintained which recorded comprehensive details of each 
incident/accident. However, the inspector reviewed the file of a resident who had 
recently fallen and noted that there was no mention of the fall in the file or in the 
nursing notes. The inspector noted that neurological observations were not always 
recorded following a fall which resulted in head injury or following unwitnessed falls. 
The person in charge was aware of her obligations to notify the Chief Inspector and 
all incidents had been reported to date. 
 
The inspector noted that infection control practices in relation to hand hygiene were 
robust. Hand sanitising dispensing units were located at the front entrance and 
throughout the building. Staff were observed to be vigilant in their use. 
 
The inspector spoke with the cleaner on duty who outlined cleaning procedures, 
colour coding in use and cleaning chemicals used. She told the inspector that a single 
cloth was used for cleaning all bathrooms and a different colour single cloth was 
used for cleaning all bedrooms on each corridor. This practice posed a risk of 
transferring infection from one room to another and was not in line with best 
practice or the centre’s infection control policy.  
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Outcome 6 
Each resident is protected by the designated centre’s policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 

 
Inspection findings 
The inspector was satisfied that medications were generally well managed. 
 
The medication policy was found to be comprehensive, and gave detailed, clear 
guidance on areas such as administration, prescribing, storage, disposal, crushing, 
PRN (as required) medications, medications requiring strict controls and medication 
errors. The inspector spoke with the nurses on duty who demonstrated their 
competence and knowledge when outlining procedures and practices on medication 
management.  
 
Medications requiring strict controls were appropriately stored and managed. These 
medications were stored in a double locked press in the nurses’ office. Records 
indicated that these medications were counted and signed by two nurses at each 
change of shift. 
 
Issues identified at the last inspection had been attended to. A medication trolley 
was provided and the medication administration charts were now being signed by 
the nurse following the administration of medication to each resident. 
 
Medication error report forms were available and nursing staff told the inspector that 
there had been no medication errors. The person in charge had carried out a 
medication audit in January 2012, there were no issued identified.  
 
The inspector noted the following medication management issues: 

 the maximum dosage in a 24 hour period of PRN medications was not always 
prescribed 

 some medications had not been regularly/recently reviewed by the general 
practitioner (GP)  

 there was no nurse signature sheet available.  
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3. Health and social care needs 
 

Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied healthcare. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set 
out in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
 

 
Inspection findings 
While the inspector found that residents’ overall healthcare needs were met and they 
had access to appropriate medical and allied healthcare services, the inspector noted 
that nursing documentation available to guide care and support the care given was 
inadequate. 
 
All residents had access to GP services and residents could choose to retain their 
own GP if they so wished. There was an out-of-hours GP service available.  

 
The nurse on duty outlined how residents could access a range of the health 
professionals. Physiotherapy was available to residents at the local HSE centre on 
referral from the GP or could also be arranged privately. Occupational therapy was 
available and residents were assessed for seating on referral from the GP. A private 
chiropodist visited as required. An optician visited routinely to assess residents and 
additional appointments were made if required. Residents were brought privately to 
a local dentist if dental treatment was required. A dietician service was available in 
Limerick Regional Hospital when required and advice and training for staff was 
available from private companies. The person in charge told inspectors of the links 
with the psychiatry of old age team. The person in charge also told the inspector that 
the clinical nurse specialist in psychiatry of old age visited each week and she stated 
that this service was particularly beneficial to residents with behaviour that 
challenged as the nurse specialist provided advice and education to staff. A tissue 
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viability nurse and a clinical nurse specialist in Parkinson’s disease were also available 
for advice as required.  
 
The inspector reviewed a number of residents’ files, including the files of residents 
with wounds, weight loss, those presenting with challenging behaviour, those at high 
risk of falls and those being restrained. Comprehensive up-to-date nursing 
assessments were in place. A range of risk assessments were completed for 
residents including risk of developing pressure ulcers, falls risk, nutritional 
assessment and manual handling. 
 
Following the last inspection the person in charge had developed a new nurse 
documentation system. Generic pre-printed care plans had been put in place. The 
inspector noted that the care plans were not person centred, many had not been 
fully completed, some were not relevant and did not guide staff in the care of 
individual residents. There were no care plans in place for many identified issues 
such as, food and nutrition, restraint, falls and wounds. Staff were knowledgeable 
regarding individual residents needs but many of the care requirements were not 
documented. 
 
The inspector noted that the care plan for a resident displaying behaviour that 
challenged was not person centred, not individualised and did not provide staff with 
sufficient detail to guide the delivery of care. There was no behaviour monitoring 
chart in use to help identify and manage the triggers to behaviour that challenged. 
 
An up-to-date nutritional assessment was completed for all residents and monthly 
weights were being recorded. Nutritional supplements were prescribed by the GP and 
were being administered. The inspector reviewed the files of some residents with 
nutritional issues and noted that there were no food/nutrition care plans in place. 
Staff told the inspector that the weight loss issue of a resident had been discussed 
with the GP and advice had been sought from the dietician but records of these 
referrals/discussions were not available. Records of reviews by the nurse specialist in 
psychiatry of old age life were documented.  
 
The person in charge told the inspector that they had adopted the national policy on 
restraint. Bedrails were in use for some residents. The person in charge maintained a 
record of all residents using restraint. However, risk assessments for use of restraint 
were not up to date and did not reflect the national policy. Care plans for the use of 
bedrails were not in place. There was no system in place to monitor and record 
residents being restrained at night time in line with the policy. The person in charge 
had attended a ‘Train the Trainer’ course on the National policy and had drafted risk 
assessment templates and restraint review sheets. These had not yet been 
implemented. 
 
The inspector noted that an inadequate record of each resident’s health and 
condition was completed and signed by the nurse on duty on a daily basis. Nursing 
notes for the day and night shift were not documented on a daily basis in accordance 
with An Bord Altrainas guidelines. 
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All of the above issues were discussed with the person in charge. She undertook to 
review all residents’ files and to update the nursing documentation. She stated that 
she would commence working on these issues immediately and planned to have all 
files in order by the end of September 2012. 
 
Staff told the inspector that an activities coordinator was employed two mornings a 
week but that she was currently on leave. Staff also led on other activities during the 
week. The inspector noted during the inspection particularly in the morning that 
residents in the day rooms sat for long periods of time without any meaningful 
stimulation. The inspector did observe a staff member having a sing-song with 
residents in the afternoon. She encouraged many of the residents to join in. Some 
residents contributed by singing, saying a poem and by telling a story. On the second 
morning of inspection, the person in charge who was not on duty played the violin 
for some residents. There was no planned schedule or daily schedule of activities 
displayed for residents. Staff informed the inspector that two Sonas sessions were 
held weekly. The inspector was shown the Sonas folder, records were maintained of 
all Sonas sessions and included the names and seating arrangement of residents. 
The inspector spoke with one staff member who had completed the Sonas training 
programme and she stated that the response from residents was great and that 
many of the residents were positively stimulated by the programme. Other activities 
that took place included gardening, exercise class, traditional music club, watching 
DVD’s and reading of the local newspapers. Staff told the inspector that one to one 
activities took place with individual residents including hand massage and nail 
painting.  
 

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

 
Inspection findings 
The inspector reviewed the comprehensive end-of-life policy which gave guidance to 
staff on end-of-life care and death of a resident. The person in charge outlined how 
they could access the Milford Hospice team for palliative care via GP referral. She 
also told the inspector that she had a Higher Diploma qualification in palliative care 
nursing. Training certificates were available to confirm this. She stated that 
accommodation was also arranged for families if they wished to stay near their 
relative either in one of the vacant bedrooms or in the adjoining staff 
accommodation. 
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Outcome 9 
Each resident is provided with food and drink at times and in quantities adequate for 
his/her needs. Food is properly prepared, cooked and served, and is wholesome and 
nutritious. Assistance is offered to residents in a discreet and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes 
 

 
Inspection findings 
The inspector observed that the residents were offered a freshly prepared, varied 
and nutritious diet. Some residents required special diets or a modified consistency 
diet and these needs were met. The inspector noted that the quality, choice and 
presentation of the regular meals were of a high standard. However, the inspector 
noted that the presentation of the modified meals was not as good a standard. The 
meals had been blended together and lacked colour and texture.  
 
Residents were offered a choice at lunch and for the evening meal each day. 
Residents spoken to confirmed that they enjoyed the food and that they always got 
plenty. Staff and residents confirmed that snacks and drinks were available 
throughout the day and night. 
 
The inspector observed the dining experience. Meals were served in a bright dining 
room adjacent to the kitchen. The dining room was furnished with rectangular tables 
seating up to four residents. This arrangement supported good communication. 
Framed pictures of local scenes and places of interest were displayed on the walls. 
The inspector noted that table settings on day one were bare. On day two of the 
inspection the table settings had improved, colourful table runners, condiment sets 
and the daily menu were displayed on each table. The menu outlined the choices 
available each day for both lunch and evening meal. A selection of home baking was 
offered daily. The inspector noted that gravy/sauce was offered separately by staff. 
Staff and residents were observed to chat to one another over lunch and the 
atmosphere was relaxed and unhurried. Staff were observed to encourage residents 
to eat independently and offered assistance discreetly. Other staff were observed to 
sit beside residents who required assistance with eating. 

 
The inspector met with the catering staff member on duty who was knowledgeable 
about residents’ likes, dislikes and special dietary requirements. She maintained 
information in the kitchen to ensure that residents’ special dietary requirements and 
choices were met. A weekly menu cycle was in place which offered residents choice 
and variety at each meal time.  
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4. Respecting and involving residents 
 

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

 
Inspection findings 
Completed contracts of care were in place for all residents.  
 
Contracts of care complied with the requirements of the Regulations - they included 
the fee to be charged and the services to be provided.  
 

Outcome 11 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. 
He/she is facilitated to communicate and enabled to exercise choice and control over 
his/her life and to maximise his/her independence.  
 
References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
Standard 5: Civil, Political, Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts 
 

 
Inspection findings 
The inspector observed that the privacy and dignity of residents was respected. 
Bedroom and bathroom doors were closed when personal care was being delivered. 
Staff were observed to knock and wait before entering bedrooms. Residents spoken 
to confirmed that their privacy and dignity was always respected by staff. 

 
Residents were treated with respect. Inspectors heard staff addressing residents by 
their preferred names and speaking in a clear, respectful and courteous manner. 
 
Residents’ religious and political rights were facilitated. The person in charge told 
inspectors that all but one resident were presently Roman Catholic and that 
arrangements were in place to support residents of other religious denominations 
should they wish. The local priest said mass in the day room every week, the rosary 
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was said each evening and Holy Communion was available twice weekly and on the 
first Friday of each month. Many residents confirmed that they enjoyed attending 
mass and saying the daily rosary. Polling was arranged in house for any resident who 
wished to vote. 
 
Residents had access to newspapers and magazines. Some residents ordered their 
own particular newspapers. Local newspapers were provided for all residents. 
St. Theresa’s newsletter was printed on a monthly basis and made available to all 
residents. Residents regularly contributed to the content of the newsletter. 
 
Residents maintained links with the local community through visiting musicians, the 
hair dresser, visitors, staff members and their children. A local west Clare radio 
station played requests for the residents and many spoke of enjoying listening to the 
station.  
 
Residents had access to television and radio. Some residents had televisions and 
telephones in their bedrooms if they wished. The person in charge told the inspector 
that Skype was now available to residents. One resident in particular used it to 
communicate with family who lived abroad.  
 
Visiting times were unrestricted. The inspector did not meet with any visitors during 
this inspection. There was no designated visitor space for residents to meet with 
visitors in private. 
 
The inspector noted that residents’ autonomy and independence was promoted. Staff 
were observed encouraging and assisting residents to mobilise and walk to the dining 
room and bathrooms. Many residents were observed walking about independently.  
 
Staff told the inspector that breakfasts were served between 6.00 am and 8.00 am 
together with the morning medications. Some residents spoken to said that 
breakfasts were served at 6.00 am, some commented that “it is served too early”, “I 
wouldn’t have it at that time at home”, “its too early, I’m never hungry at that time” 
and “ I cant go back to sleep when I’ve been woken for breakfast”. There was no 
evidence to support residents’ choices regarding breakfast times. 
 

Outcome 12 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
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Inspection findings 
The inspector noted that adequate space was provided for residents’ personal 
belongings. Each resident was provided with a wardrobe, chest of drawers and 
locker. The person in charge told the inspector that lockable lockers were available to 
any residents who wished to have one. Laundry facilities were provided to launder 
resident’s personal clothing. Residents clothing was labelled to assist staff identify 
individual resident’s clothing. Staff and residents stated that mislaid clothing was not 
an issue. 

 
5. Suitable staffing 
 

Outcome 13 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management 
 

 
Inspection findings 
The person in charge was a nurse with suitable qualifications and experience for the 
role. She normally worked full time and was on call out of hours and at weekends. 
The person in charge was on maternity leave at the time of inspection. The provider 
who was also a nurse deputised in the absence of the person in charge, she worked 
Monday to Friday and was on call out of hours and at weekends. The person in 
charge while not at duty came in and stayed for the duration of the inspection. She 
told the inspector that while she was on leave she maintained contact with the 
centre. She visited all new residents and was kept informed and updated by staff. 

 
Outcome 14 
There are appropriate staff numbers and skill-mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard  22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision 
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Inspection findings 
On the days of inspection, there was an adequate ratio of staff to residents on duty 
throughout the day. Residents’ dependency levels were assessed using a validated 
tool. There were usually two nurses including the deputy person in charge and two 
care assistants on duty during the day time, one nurse and one care assistant on 
duty at night time. Residents and staff spoken to were satisfied with the existing 
staffing levels. The staffing rota reviewed and staff spoken to confirmed these 
staffing levels to be the norm. 

 
The inspector reviewed the recruitment policy which was found to be comprehensive 
and had been updated following the last inspection to include the requirements for 
three written references and evidence of mental and physical fitness as required by 
the Regulations. The inspector reviewed a number of staff files and found that they 
contained all information as required by the Regulations.  

 
The inspector reviewed the staff induction policy/checklist which included the core 
areas that staff were expected to understand during their induction. Records of 
induction training were maintained on staff files. Recently recruited staff told the 
inspector that they were satisfied with the induction training given. 

 
The management team were committed to providing ongoing training to staff. Seven 
staff had attended incontinence training and all staff attended Cardiac Pulmonary 
Response (CPR) training in April 2012. Staff were due to attend a training course in 
dealing with behaviour that challenges which had been cancelled and were awaiting 
it to be rescheduled. One nurse was currently undergoing a Diploma in Person 
Centred Dementia Care. Two staff members had completed Sonas (therapeutic 
programme specifically for people with dementia) training in 2011. 

 
6. Safe and suitable premises 
 

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

 
Inspection findings 
The centre was well maintained internally and externally. 
 
The design of the building was suitable for its purpose. The circulation corridors were 
wide and allowed plenty of space for residents using wheelchairs and those walking 
with aids to move about. The day rooms, dining room, oratory, kitchen, nurse’s office 
and toilets were located around the central foyer. 
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There was a variety of day space areas and residents were observed sitting in both 
day rooms as well in the seated areas of the link corridors. 
 
The inspector viewed the kitchen, laundry, cleaners’ room and sluice room. All were 
found to be well equipped and maintained in a clean, well organised manner. 
 
The inspector found that the building was secure. The entrance door was fitted with 
a numerical key pad. The fire exits were fitted to the fire alarm system. The 
inspector observed a resident opening the fire exits and going outside. The fire alarm 
sounded, staff were alerted and responded quickly. 
 
Clear signage was provided throughout the building. The signs were designed with 
pictorial images and in large clear print. The signs were of particular benefit and 
acted as reminders to residents with confusion and dementia. 
  
As noted at the time of the registration inspection, the size and layout of the four-
bedded room would not comply with the requirements of the National Quality 
Standards for Residential Care Settings for Older People in Ireland (after six years 
from the implementation date). 

 
7. Records and documentation to kept at a designated centre 

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

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

 
Inspection findings 
The inspector noted that the records as listed in Part 6 of the Health Act, 2007 were 
maintained. Written policies as required by Schedule 2 of the Regulations were in 
place. 
 
The inspector reviewed the directory of residents and found it to be up to date and 
to contain the required information as required by the Regulations. The up-to-date 
insurance certificate was available for the inspector to view. 
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Outcome 17 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 

 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 
 
Inspection findings 
The person in charge had maintained a record of all incidents occurring in the centre.  
The person in charge had notified the Chief Inspector of all required incidents. 

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

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

 
Inspection findings 
The provider and person in charge were knowledgeable regarding the required notice 
to the Chief Inspector in the event of the absence of the person in charge. They had 
notified the Chief Inspector of the current absence of the person in charge. 
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Closing the visit  
 

At the close of the inspection visit a feedback meeting was held with the provider, 
the person in charge, the nurse on duty and the administrator to report on the 
inspectors’ findings, which highlighted both good practice and where improvements 
were needed.  
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Provider’s response to inspection report∗ 
 

 
Centre: 

 
St. Theresa’s Nursing Home 

 
Centre ID: 

 
0451 

 
Date of inspection: 

 
9 and 10 July 2012   

 
Date of response: 

 
17 August 2012 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care settings for Older People in Ireland. 
 
Outcome 5: Health and safety and risk management  

1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Risks associated with residents smoking, assault and accidental injury were not 
identified. 
 
The door to the cleaner’s room was not locked at all times. This posed a potential risk 
to residents and visitors as cleaning agents were stored in the open cleaner’s rooms.  
 
There were no foot plates provided to wheelchairs used to transfer residents, this 
posed a risk of injury to residents. 
 
Three staff had not completed formal fire safety training. 
 
Cleaning procedures were not in line with best practice. 
 
 
 

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

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 
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Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the identification 
and assessment of risks throughout the designated centre and the precautions in 
place to control the risks identified.  
 
Action required:  
 
Ensure that the risk management policy covers the precautions in place to control the 
following specified risks: the unexplained absence of a resident; assault; accidental 
injury to residents or staff; aggression and violence; and self-harm.  
 
Action required:  
 
Put in place written operational policies and procedures relating to the health and 
safety, including food safety, of residents, staff and visitors. 
 
Action required:  
 
Provide suitable training for staff in fire prevention.  
 
Reference: 

Health Act, 2007 
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  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The Risk Management Policy and Safety Statement have been 
reviewed with the Professional Health and Safety Consultant to 
specify separately and more specifically the areas such as smoking, 
assault and accidental injury and not under headings such as fire 
and violence as was the previous case. 
 
The Fire training of the outstanding staff was completed on 25 July 
2012. 
 
The staff have been reminded again of the importance to keep the 
cleaning room door closed at all times and to check same. 
 
The wheelchairs have all been reviewed or replaced to be in line 
with best practice guidelines. 

 
 
Completed since 
Inspection 
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Cleaning procedures will be fully reviewed but issues identified at 
the time of inspection have been corrected as recommended. 
 

 

 
Outcome 6: Medication management 

2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The maximum dosage in a 24 hour period of PRN (as required) medications was not 
always prescribed. 
 
Some medications had not been regularly/recently reviewed by the GP. 
 
There was no nurse signature sheet available.  
 
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  
Standard 15: Medication Monitoring and Review 

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

Timescale: 
 

Provider’s response: 
 
Letters have been issued to all GPs identifying the issues raised by 
the inspection team, highlighting best practice. All nursing staff will 
ensure where possible that prescriptions are written by residents 
GPs as per best practice guidelines. 
 
Residents Medication review forms that were designed by the 
person in charge in 2009 will be kept with the Residents Medication 
Charts and GPs will be reminded on each visit that these must be 
updated with their residents/patients at a minimum of three-
monthly. All medications have now been clarified as per best 
practice with the respective GPs and signed.  
 
The Nurse Signature sheet that was mislaid was found after the 
inspection. A hard copy is now placed in the Control Medication 
cupboard, the Medication trolley and the Medication Chart folders 
in line with best practice as indicated during the inspection. 

 
 
Completed   
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Outcome 7: Health and social care needs 
3. The provider/person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
Care plans were not person centred, many had not been fully completed, some were 
not relevant and did not guide staff in the care of individual residents. There were no 
care plans in place for many identified issues such as, food and nutrition, restraint, 
falls and wounds. 
 
Risk assessments for use of restraint were not up to date and did not reflect the 
national policy. Care plans for the use of bedrails were not in place. There was no 
system in place to monitor and record residents being restrained at night time.  
 
Records of referrals to health professionals were not available. 
 
There was an inadequate record of each resident’s health and condition completed 
and signed by the nurse on duty on a daily basis. 
 
There was no mention of a fall in the file or in the nursing notes of a resident who 
had recently fallen. The inspector noted that neurological observations were not 
always recorded following a fall which resulted in head injury or following 
unwitnessed falls. 
 
Action required: 
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Action required:  
 
Maintain records of all health care referrals and follow-up appointments. 
 
Action required:  
 
Complete, and maintain in a safe and accessible place, an adequate nursing record of 
each resident’s health and condition and treatment given, on a daily basis, signed and 
dated by the nurse on duty in accordance with any relevant professional guidelines.  
 
Reference: 

Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 25: Medical Records 

                   Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 13: Healthcare 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The nursing documentation will be reviewed by nursing staff with 
the person in charge and amended to include the areas justly  
highlighted by the inspector during the Inspection in line with An 
Bord Altranais guidelines.  
 
The documentation will be more transparent and all care issues will 
aim to be more identifiable from an outside person’s perspective 
and this will be ongoing to ensure documentation suits the 
individual resident.  
 
Care plans will be revised and will now be hand written to specify 
more personally care required for each resident specific to their 
needs and wishes. Any gap in care plans will be addressed and 
updated. 
 
The Restraint Risk assessments and all relevant restraint 
documentation required in line with the national policy has been 
adapted to suit the requirements of our Nursing Home and our 
Residents and is in place. 
 
Copies of referrals from GPs to other health professionals have 
been requested for nursing Home files as usually kept with GP in 
their surgery files and residents notes amended to include what 
referrals have been made etc. 
 
The nursing daily notes documentation has been revised in line 
with An Bord Altranais guidelines and is in place on the day 
following the inspection. 
 
Following falls, neurological observations will be completed for 
unwitnessed falls and those where head injury has occurred. The 
fall that was mentioned has since been amended in the notes on a 
separate nursing notes sheet. This had been an omission on the 
part of the Nurse on duty that day and with the change of daily 
notes will not occur again. 
    

 
 
End of 
September to 
complete 
current 
Documentation 
- ongoing 
thereafter 
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Outcome 15: Safe and suitable premises 
4. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was no designated visitor space for residents to meet with visitors in private. 
 
Action required:  
 
Provide suitable facilities for residents to meet visitors in communal accommodation 
and a suitable private area which is separate from the residents’ own private rooms. 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
Although the nursing home has seating areas throughout the 
building, such as two link areas, two sitting rooms and a porch as 
well as outside seating, we can appreciate the wish for another 
room other than the resident’s bedroom for private discussions. 
Hence, a separate room will be made available for private meetings 
upon request by a resident or their visitors, this can be viewed by 
the inspection team at their next visit to clarify suitability for such 
use.  
 
A sign will be placed in the foyer area informing visitors of the 
room being available and all residents will also be informed should 
they wish to avail of it. 
 

 
 
Completed but 
awaiting 
clarification at 
next inspection 
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Any comments the provider may wish to make: 
 
 
Provider’s response:   
 
We appreciate the inspectors guidance at the time of the inspection and understand 
where an immediate change to current practice is required. We endeavour to attain 
the changes, if not already changed in practice, by the end of September 2012. We 
welcome a review by the inspection team to ensure changes made are deemed 
suitable for best practice and the care of our residents. Any further advice in regards 
to all standards will be sought at the time of inspection by the person in charge and 
the provider. 
 
Provider’s name: Nora Grogan 
Date: 17 August 2012 


