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Centre name: 

 
St Gabriel’s Community Hospital 

 
Centre ID: 

 
0600 

Centre address: 

 
Schull 
 
Co Cork 

 
Telephone number:  

 
028-28120 

 
Email address: 

 
patrick.ryan1@hse.ie 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
Health Service Executive (HSE) 

 
Person authorised to act on 
behalf of the provider: 

 
 
Teresa O’Donovan 

 
Person in charge: 

 
Patrick Ryan 

 
Date of inspection: 

 
26 June 2013 

 
Time inspection took place: 

 
Start: 08:30hrs             Completion: 17:30hrs 

 
Lead inspector: 

 
Geraldine Ryan 

 
Support inspector(s): 

 
N/A 

 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 

 
 
20 

Number of vacancies on the 
date of inspection: 

 
1 

 
 
 

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

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

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

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

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

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

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

 
The findings of all monitoring inspections are set out under a maximum of 18 
outcome statements. The outcomes inspected against are dependent on the purpose 
of the inspection. Where a monitoring inspection is to inform a decision to register or 
to renew the registration of a designated centre, all 18 outcomes are inspected.  
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Summary of compliance with the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This inspection report sets out the findings of a monitoring inspection, in which 9 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 announced. This was the fourth inspection carried 
out by the Authority, the purpose of which was to review progress on the actions 
generated from the action plan issued by the Authority from the registration 
inspection of 14 September 2011 and 15 September 2011 and to inspect the new 
extension to the hospital. Inspectors visited the centre on the 24 April 2012 to 
observe progress of the extension and to review proposed plan for decanting 
residents from the old building to the new extension. The site visit on the 24 April 
2012 did not generate a report. 
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As part of the monitoring inspection the inspector met with residents, the person in 
charge (PIC), the key senior manager (KSM) and staff members. The PIC’s time is 
divided between this and another HSE designated centre where he is also the PIC. 
On the day of inspection the PIC was on duty in this designated centre.   
 
The inspector observed practices and reviewed documentation such as care plans, 
medical records, medication management records, accident logs, policies, 
procedures, the complaints record and staff training records.  
 
The inspector noted areas of good practice such as the respectful manner in which 
staff interacted with the residents and the high standard of cleanliness. Residents 
spoke in a positive manner about the care they received.  
 
The Action Plan at the end of this report identifies all the areas where improvements 
are needed to meet the requirements of 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 2009 . Areas for improvement include: 
 

 care planning process for residents  
 medication management   
 nutritional assessment of residents 
 record of complaints 
 updating and review of operational policies 
 records of residents’ personal belongings 
 audit 
 risk assessments. 

 
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 1  
There is a written statement of purpose that accurately describes the service provided 
in the centre. The services and facilities outlined in the Statement of Purpose, and the 
manner in which care is provided, reflect the diverse needs of residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
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Action(s) required from previous inspection:  
 
Ensure the statement of purpose: 
 

 contains the size of bedrooms and communal rooms 
 details the use of multi-occupancy bedrooms for high dependency residents. 

 
Action not completed. 
 
 
Inspection findings 
 
The centre had a written statement of purpose dated March 2012 and was due 
review in January 2013. While the statement of purpose described the services and 
facilities provided in the centre, it did not include:  
 

 the registration number, date of registration and the expiry date 
 size of bedrooms and communal rooms 
 details of use of multi-occupancy bedrooms for high dependency residents. 

 
Outcome 3 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The PIC’s time was divided between this and another HSE designated centre where 
he was also the PIC. The clinical nurse manager two (CNM2) was the KSM and 
nominated person to manage the centre in the PIC’s absence. The inspector, based 
on evidence found during inspection, formed the view that a range of shortcomings 
existed in the documenting and management of residents’ needs in areas such as:  
 

 care planning process for residents  
 medication management   
 nutritional assessment of residents 
 record of complaints 
 updating and review of operational policies 
 records of residents’ personal belongings 
 audit 
 risk assessments. 
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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 
 
The centre had an up-to-date policy on, and procedures in place for the prevention, 
detection and response to abuse.  
 
Staff spoken with by the inspector stated that they had received regular training in 
understanding elder abuse and implementing the centre’s policy on responding to 
suspicions, allegations and disclosures of abuse, including who to report it to. Staff 
spoken with by the inspector knew what to do in the event of an allegation, suspicion 
or disclosure of abuse. 
 
The inspector reviewed procedures in place to safeguard residents’ finances and 
noted that each resident had a computerised account of all financial transactions. 
While there was evidence of strict controls applied to monies received in, it was 
evident that not all outgoing transactions were co-signed, with one signature, where 
possible, being that of the resident. 
 
An up-to-date record of each resident’s personal property, signed by the resident, 
was not maintained.  
 
Residents spoken with by the inspector stated they felt safe in the centre and could 
talk to the PIC, or any of the staff. 
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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:  
 
Establish precise and robust controls to eliminate or reduce risk of residents with 
cognitive impairment being able to leave the building and grounds. 
Action completed. 
 
Ensure that residents who smoke have assessments of their safety to smoke 
unsupervised. 
Action not completed. 
 
Ensure all residents have risk assessments completed for the use of bedrails. 
Action not completed. 
 
Ensure that the risk management policy includes the precautions in place to control the 
specified risks of self-harm. 
Action not completed. 
 
Provide handrails in all circulation areas.  
Not completed. 
 
Provide to the Chief Inspector written confirmation from a competent person that all 
the requirements of the statutory fire authority have been complied with. 
Action completed. 
 
 
Inspection findings 
 
The centre had a health and safety policy dated January 2013 incorporating the 
corporate safety statement, the hospital safety statement, risk hazard identification 
and controls in place for same and safe work practice sheets. Environmental risks 
associated with the new building were addressed in the risk register. 
 
There were procedures in place for the prevention and control of infection. Hand 
gels, disposable gloves and aprons were appropriately located within the centre. 
There was ample provision of staff hand washing facilities. Staff spoken with by the 
inspector were knowledgeable about the prevention and control of infection.  
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Housekeeping staff spoken with by the inspector were clear regarding procedures on 
cleaning residents’ bedrooms and en suites. The centre had comprehensive policies 
on the prevention of infection.  
 
The inspector reviewed the risk management and incident management policy dated 
June 2012, and noted that it included some of the specific risks identified in 
Regulation 31. The specific risk pertinent to self-harm was alluded to in the 
emergency policy but guidance or information with regard to same was not 
documented.  
 
There was little evidence to indicate that staff had read the policies and procedures 
in the centre. The KSM stated that it was difficult to get staff to read this 
information. 
 
The inspector noted that the incidents and complaints were recorded in the same 
book. No complaints were recorded. Six incidents with regard to residents were 
recorded. The inspector reviewed the incidents and noted that while residents who 
sustained a fall (witnessed or unwitnessed) were observed and reviewed, it was 
evident that there was no consistent approach with regard to the level of clinical 
observation in that some residents, who sustained a fall, had neurological 
observations carried out, and others did not. Other residents who sustained a fall 
had no clinical observations carried out.   
 
The inspector viewed the emergency plan and noted that there were arrangements 
in place for responding to emergencies, and safe placement for residents in the 
event of an evacuation was identified.  
 
The inspector saw evidence of the use of assistive devices, for example, hoists 
(mobile and ceiling mounted) wheelchairs, chair weighing scales, walking aids, 
clinical monitoring equipment, low-low beds, alarm mats and specialist seating 
provided for residents’ use. There was evidence that equipment used in the centre 
was regularly serviced by an external contractor. The PIC stated that he was waiting 
on delivery of handrails. 
 
There was evidence that staff had attended fire training. Suitable fire equipment was 
provided. Fire exits were unobstructed. A procedure for the safe evacuation of 
residents and staff in the event of fire was prominently displayed throughout the 
centre. Fire records reviewed by the inspector, confirmed that: 
  

 the fire alarm was serviced on a quarterly basis by an external contractor 
 fire safety equipment was serviced on an annual basis  
 fire drills took place on a regular basis 
 emergency lighting was checked annually 
 daily checks of the fire alarm panel break glass units (BGU). 
 

Sluicing facilities were provided in the new extension. The KSM was asked to risk 
assess the size and ergonomics of the current sluice room on the basis that the 
inspector attempted to access the sluice room with a commode and noted that it was 
physically difficult to enter the room and manoeuvre the commode in order to access 
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the bed pan washer. The shelving holding the bedpans was not at a height where all 
staff could gain access. The sluice room was the same size as the adjoining staff 
toilet and there was no room to store: 
 

 a commode 
 soiled linen trolleys 
 clinical waste bin 
 domestic waste bin.  

 
These items were temporarily stored in the room designated as the assisted 
bathroom. The assisted bath was not yet installed. 
 
The centre had access to a generator in the event of a power outage. 
 
A visitor’s sign in/out book was readily accessible in the reception area. There was 
evidence that persons entering and leaving the centre signed the book.  
 
The centre used closed circuit television (CCTV) and appropriate signage informing 
the public the use of CCTV within the centre was in place. The centre had a policy on 
the use of CCTV. 
 
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:  
 
Ensure that until a pharmacy service is in place on 31 December 2011 the practice of 
nurse dispensing medicines includes sufficient quality assurance procedures to ensure 
safe dispensing. 
Action not completed. 
 
 
Inspection findings 
 
The centre was serviced by an external pharmacy supplier. However, there was no 
evidence of an audit of medication management. The KSM and external pharmacist, 
who were both present on the day of inspection, agreed with this observation. 
 
The inspector reviewed the centre’s policy on medication management relating to the 
ordering, prescribing, storing and administration of medicine to residents, and noted 
that it was up to date. The policy included procedures to guide staff in the handling 
and disposal of unused or out of date medication. 
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The inspector saw evidence of secure storage of unused medication and the KSM 
informed the inspector that the external pharmacy supplier collected these 
medications on a regular basis. However, the inspector noted that:  
 

 some medications kept as stock, were out of date, or were due to expire in 
four days  

 there was no record of medication kept as stock.  
 

The inspector reviewed 10 medication prescription charts and noted that all were 
regularly reviewed and updated by the general practitioner (GP). All charts had 
photographic identification, the date of birth of the resident and details with regard 
to a resident having an allergy/or not. However, the inspector observed that: 
  

 the maximum dosage of medications prescribed as required (PRN) was not 
documented in a number of the residents’ medication prescription charts 

 medications prescribed as required (PRN) were administered routinely 
 one resident was prescribed a medication twice daily (BD), with a specific 

instruction that it was to be withheld if the resident was drowsy. The inspector 
noted on the medication administration chart that over a period of three 
consecutive days, it was recorded that the medication was given once daily 
(OD) and no reason recorded for the non administration of the medication. 
  

There was evidence that the temperature of the fridge containing medication was 
monitored daily and contained medication only. The medication fridge was stored in 
the secured clinical room. Residents’ medication was securely stored in medication 
presses adjacent their beds. 
  
The inspector reviewed the controlled drug register and, with the PIC, carried out a 
spot check on three controlled drugs (MDAs) and found that the totals corresponded 
in the controlled drug register. The inspector also noted that, on the day of 
inspection, the KSM received delivery of controlled drugs and while this new delivery 
was accounted for in the controlled drugs register, the revised total did not concur 
with the quantity documented in the record of twice daily checks carried out by 
nursing staff. This posed a risk as the inspector observed two conflicting totals of 
controlled drugs in the centre. The inspector also noted that the method of recording 
required immediate attention as the documented dates and times of checks by staff, 
were incorrect. The KSM agreed with this observation. The controlled drugs were 
stored in a designated locked metal cabinet. 
 
There was evidence that residents prescribed anti-coagulant therapy (medication 
taken to prevent clotting of blood) were closely monitored by the GP. 
 
The KSM confirmed that the procedure of transcription of medication was not used in 
the centre.  
 
The KSM stated that residents, once assessed, could be responsible for their own 
medications and could store medicinal products in a locked press adjacent their 
wardrobe.  
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The centre had an up-to-date policy for residents who self administered medication. 
The KSM stated that currently, no resident self administered medications.  
 
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:  
 
Appropriate seating arrangements to meet the needs of two maximum dependency 
residents were not in place. 
Action completed. 
 
Ensure appropriate seating arrangements to meet the needs of two maximum 
dependency residents are in place. 
Action completed. 
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Inspection findings 
 
The care planning process was not organised in such a way as to suit individual 
residents’ needs and did not provide a comprehensive overview of residents’ care 
needs or interventions required from staff to address the needs identified. While 
some recognised assessment tools were used to determine dependency levels, they 
were not used for all residents. The inspector found that information in the care 
plans was disorganised and lacked continuity. Information pertinent to residents’ 
care was recorded in a number of places; the desk diary, the communication sheet, 
the problem identification sheet and the activities of daily living (ADL) review sheet. 
It was very difficult to ascertain from the care plans, the current status of any 
resident.  
 
The inspector reviewed a number of care plans and found that the documentation 
and the quality of the review of residents was inadequate in that there was evidence 
that: 
 

 the care plans were not under formal review as required by the resident’s 
changing needs or circumstances and no less frequent than at three-monthly 
intervals 

 information in some of the residents’ care plans did not capture information 
documented in the communication sheet and the updated ADL sheet 

 deviations from planned care were not easily identified in that information in 
the care plans was not informed by the nursing record  

 daily nursing records were not completed. This practice did not concur with An 
Bord Altranais guidelines on recording clinical practice. The inspector was of 
the view that not maintaining a daily nursing record of the residents’ health 
and treatment given, posed a risk to residents, given that the nursing record 
was the main method of communication of information pertinent to residents’ 
care and well being.  
 

From a sample of care plans and additional information reviewed by the inspector, it 
was notable that there was inconsistency in the recording of residents’ weights with 
some resultant weight loss going unrecorded. Similar inconsistencies occurred in, for 
example, the management of a resident’s shoulder pain, and a resident’s skin 
condition. There was an absence of follow-up on, for example, a blood test 
appointment, and follow-up on monitoring of blood pressure where required. Overall, 
there was no evidence of any consistent, regular monitoring of residents’ clinical 
observations. 
 
The inspector noted that the centre used the Braden scale for predicting pressure 
ulcer risk. However, there was no gauge as to what an assessed score indicated.  
The KSM stated that she knew what a particular score would indicate. 
 
A number of residents availed of bedrails. As bedrails are an identified restraint, 
evidence of documentation with regard to the use of this type of restraint was 
disorganised and not up to date. It was difficult to ascertain if this type of restraint 
was subject to assessment, ongoing review and monitoring. While the centre had a 
policy on the use of restraint, there was no evidence that it was read by staff.   
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It was evident that residents had timely access to GP services and appropriate 
treatment and therapies. There was evidence of referral to specialist/allied health 
care services. These included access to speech and language therapy (SALT), 
physiotherapy, occupational therapy, chiropody, specialist surgical and medical 
clinics. 
 
There was evidence that some care plans were reviewed with residents and/or their 
relatives and it was not clear if this consultation was done at every review. Some 
care plans were not reviewed in consultation with the resident and/or their relatives. 
 
There was no evidence that residents had an assessment carried out to ensure that 
they were provided with the correct continence wear.  
 
Staff, spoken with by the inspector were knowledgeable about the residents’ health 
care needs and social care.  
 
There were opportunities available for residents to participate in activities such as, 
games, music, DVD’s, quizzes, bingo, Sonas (a therapeutic communication activity), 
beauty therapy. It was evident that comprehensive progress had been made in 
increasing the scope of activities available to residents and in particular residents 
with a cognitive impairment, as capacity assessments were performed to ensure the 
activities schedule met these residents’ needs. Residents spoken with by the 
inspector stated they enjoyed the activities, particularly the music. Residents’ life 
stories were recorded. 
 
The centre had an up-to-date policy on challenging behaviour which described efforts 
made to identify and alleviate the underlying causes of behaviour that was 
challenging.   
 
The inspector reviewed the care plan of a resident who smoked. The KSM stated that 
the resident did not require supervision while smoking. However, the resident’s care 
plan did not include this information. A risk assessment had been carried out on the 
resident who smoked but did not include details if the resident required 
supervision/or not, while smoking. Staff spoken with by the inspector were 
knowledgeable about the resident who smoked and knew that the resident did not 
require supervision while smoking.  
 
The privacy, dignity and confidentiality of all residents’ medical and nursing records 
were not safeguarded in that this information was stored in an unsafe manner in the 
corridor outside the nurses’ office. The KSM stated that there was not enough room 
in the office for the safe storage of these files.  
 
The inspector observed staff ensuring residents’ privacy while attending to their 
personal care.  
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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:  
 
Provide sufficient communal space to ensure adequate sitting, recreational and dining 
space.  
Action not completed. 
 
Provide adequate private accommodation to ensure privacy and dignity. 
Action not completed. 
 
Ensure sufficient personal space in bedrooms. 
Action not completed. 
 
Ensure external grounds are safe for all residents. 
Action not completed. 
 
Ensure all toilets have wash-hand basins. 
Action not completed. 
 
Ensure adequate sluice and cleaning room facilities.  
Action not completed. 
 
Ensure adequate storage.  
Action not completed. 
 
 
Inspection findings 
 
The inspector noted that actions noted above as not being completed all are well 
advanced towards completion. 
 
St Gabriel’s Community Hospital provides continuing, convalescent, respite and 
palliative care for 21 dependant persons over 18 years, some with cognitive 
impairment.  
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A refurbishment programme of the existing building commenced in early 2012. This 
programme had three phases: 
 

 the refurbishment of the existing hospital 
 phase one extension 
 phase two extension. The project is currently at the end of phase one, 

resulting in the provision of nine single bedrooms with en suite facilities with        
assisted shower, toilet and wash-hand basin. All nine rooms are occupied. 
Current works, while in a period of delay, at completion, will result in 12 single 
en suite bedrooms, one four-bedded room and two two-bedded rooms. All 
administrative services including the PIC’s office are located on the first floor. 

 
All new bedrooms had ceiling hoists installed, individualised colour schemes and 
complementing bed linen. Residents’ bedrooms were personalised and furnished to a 
very high standard and there was adequate space provided for residents’ personal 
possessions and clothing. Communal accommodation was extensive and included a 
large dining room/sitting room/recreational room with an adjacent lounge which 
overlooked the garden and sea. There was a decked balcony outside the lounge area 
with seating and a bird table. Further communal areas included another sitting/dining 
room with a built in kitchen area. This was temporarily used as a staff room until the 
first floor refurbishment was completed.  
 
A sluice room was located in the new extension. This was discussed in detail in 
Outcome 7. 
 
Staff facilities including toilet, changing room, lockers were located on the first floor.  
 
The centre was surrounded by large maintained gardens overlooking the harbour. A 
protective barrier circumvented the centre and the identified risk associated with 
living near the sea and road was addressed in the risk register. Assistive technology 
comprising a wandering system was available to residents with a tendency to 
wander. There was ample parking for visitors and staff. The premises and grounds 
were well maintained. The inspector noted that the centre was warm and homely 
and the level of cleanliness and hygiene was of a very high standard. There was 
evidence of a continuous programme of maintenance.  
 
The centre had a functioning call-bell system. 
 
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. 
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References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The centre had an up-to-date policy and procedure for the management of 
complaints. The complaints procedure was displayed in a prominent place. The PIC 
was the nominated person to deal with complaints and the provider was the 
nominated person to ensure that all complaints were appropriately responded to. 
Residents spoken with by an inspector stated that they could raise any issue or 
concern with the KSM or staff.  
 
The KSM stated that she dealt with any issues on a daily basis or as they arise. 
However, there was no evidence that a record of complaints was maintained, 
including the details of the complaint, the results of any investigations, any actions 
taken and whether or not the resident was satisfied with the outcome of the 
complaint.  
 
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  
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Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
On the day of inspection, the assessed dependency levels of the residents were as 
follows: 
 

 medium dependency    7 residents 
 high dependency     4 residents 
 maximum dependency  9 residents. 
 

The staffing levels, on the day of inspection were as follows: 
 

 KSM       08:00hrs to 16:30hrs 
 staff nurses x 2     08:00hrs to 20:00hrs 
 MTA (Multitask attendants) x 3  08:00hrs to 17:30hrs 
 MTA x 1      08:00hrs to 13:30hrs 
 two catering staff    08:30hrs to 17:30hrs 
 administration     two staff on duty 
 maintenance     on call arrangement. 

  
The inspector noted that there were appropriate staff numbers and skill-mix to meet 
the assessed needs of residents and the size and layout of the designated centre. 
The inspector reviewed the staff training records and noted that education and 
training, inclusive of mandatory training, was available to staff on an ongoing basis. 
 
Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the PIC, the 
KSM, a multi-task attendant and a staff nurse to report on the inspector’s findings, 
which highlighted both good practice and where improvements were needed.  
 
Acknowledgements 
 
The inspector wishes to acknowledge the cooperation and assistance of the 
residents, the PIC, the KSM and staff during the inspection. 
 
Report compiled by:   
 
Geraldine Ryan 
Inspector of Social Services 
Regulation Directorate 
Health Information and Quality Authority 
 
3 July 2013 
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Provider’s response to inspection report ∗ 
 

 
Centre Name: 

 
St Gabriel’s Community Hospital 

 
Centre ID:  

 
0600 

 
Date of inspection: 

 
26 June 2013  

 
Date of response: 

 
08 August 2013 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007 as amended, the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
and the National Quality Standards for Residential Care Settings for Older People in 
Ireland. 
 
Theme: Governance, Leadership and Management 
 
Outcome 1: Statement of purpose and quality management 
The provider is failing to comply with a regulatory requirement in the 
following respect: 
  
The statement of purpose did not include:  
 

 the registration number, date of registration and the expiry date  
 the size of bedrooms and communal rooms  
 details of the use of multi-occupancy bedrooms for high dependency residents.

 
Action required:  
 
Compile a statement of purpose that consists of all matters listed in Schedule 1 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). 
 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

   
Health Information and Quality Authority 
Regulation Directorate 
 
 
Action Plan 
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Reference:   
Health Act, 2007 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 

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

Timescale: 
 

Provider’s response: 
 
The statement of purpose has been updated to include all details 
required to meet the regulatory requirement. 
 

 
 
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 ensuring the centre’s policy on residents’ personal property and possessions on 
includes that all financial transactions have two signatures; one signature being, 
where possible, that of the resident’s. 
 
Not ensuring that all residents’ financial transactions are co-signed. 
 
An up-to-date record of each resident’s personal property, signed by the resident, 
was not maintained. 
 
Action required:  
 
Ensure the centre’s policy on residents’ personal property and possessions includes 
that all residents’ financial transactions are co-signed. 
 
Action required:  
 
Ensure that all residents’ financial transactions are co-signed. 
 
Action required:  
 
Maintain an up-to-date record of each resident’s personal property that is signed by 
the resident. 
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Reference:    
Health Act, 2007 
Regulation 7: Residents’ Personal Property and Possessions 
Standard 4: Privacy and Dignity  
Standard 8: Protection 
Standard 9: The Resident’s Finances 
Standard 17: Autonomy and Independence  
 

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

Timescale: 
 

Provider’s response: 
 
All staff have been educated on the policy to co-sign financial 
transactions and co-signing is now fully in place. 
 
An up-to-date record of each residents’ personal property is 
currently being done. 
 

 
 
Completed 
 
 
Completed 

 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The risk management did not include the specific risk of self-harm. 
 
There was little evidence to indicate that staff had read the policies and procedures in 
the centre. Some policies and procedures were out of date. 
 
A risk assessment of the size and ergonomics of the current sluice room had not been 
carried out. 
  
A risk assessment of the height of the shelving holding the bedpans in the sluice 
room had not been carried out.  
 
Not providing appropriate storage for: 
 

 a commode 
 soiled linen trolleys 
 a clinical waste bin 
 a domestic waste bin.  

 
Action required: 
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
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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: 
 
Review all the written operational policies and procedures of the designated centre 
on the recommendation of the Chief Inspector and at least every three years.  
 
Action required:  
 
Risks assess the current sluice room taking into consideration the room size and 
ergonomics. 
  
Risks assess the height of the shelving holding the bedpans in the sluice room to 
ensure the shelving is accessible to all staff.  
 
Provide appropriate storage, that concurs with the centre’s policy on infection control 
for: 
 

 a commode 
 soiled linen trolleys 
 a clinical waste bin 
 a domestic waste bin.  

 
Reference:  
                  Health Act, 2007 

 Regulation 27: Operating Policies and Procedures 
                  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: 
 
A risk assessment is being completed by the fire and safety 
officer for HSE South and any recommendations arising out of 
the assessment will be implemented. 
 

 
 
31 October 2013 
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Outcome 8: Medication management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was no evidence of audit of medication management practices. 

  
Some medications kept as stock, were out of date, or were due to expire in four 
days.  
 
There was no record of medication kept as stock.  
 
The maximum dosage of medications prescribed as required (PRN) was not 
documented in a number of the residents’ medication prescription charts. 

 
Medications prescribed as required (PRN) were administered routinely. 
One resident prescribed a medication twice daily (BD), with a specific instruction that 
it was to be withheld if the resident was drowsy, was given the prescribed medication 
once daily (OD) over a period of three consecutive days. No reason was recorded for 
the non administration of the medication. 

 
Quantities of controlled medication as documented in the controlled drug register did 
not concur with documented record of twice daily checks carried out by nursing staff. 
 
Dates and times of checks by staff of the controlled drugs, were incorrect. 

 
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. 
 
Action required:  
 
Put in place suitable arrangements and appropriate procedures and written policies in 
accordance with current regulations, guidelines and legislation for the handling and 
disposal of unused or out of date medicines and ensure staff are familiar with such 
procedures and policies. 
 
Reference: 

Health Act, 2007 
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Standard 14: Medication Management  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Policies relating to ordering, prescribing, storing and 
administration of medicines to residents are now in place and all 
staff are implementing same. 
 
A policy for the handling and disposal of out of date medicines is 
now in place and all staff are implementing same. 
 

 
 
Completed 
 
 
 
Completed 

 
Outcome 11: Health and social care needs 
The provider/person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
Care plans were not under formal review as required by the resident’s changing 
needs or circumstances and no less frequent than at three-monthly intervals. 

 
It was not clear if all residents were consulted when their care plan was reviewed.  
 
A nursing record of the resident’s health and condition and treatment given, was not 
completed on a daily basis. 
 
Residents’ clinical risk assessments were not up to date or no less frequent than at 
three-monthly intervals. 

 
A risk assessment carried out on the resident who smoked did not include 
information if the resident required supervision or not. The centre’s policy on smoking 
did not include reference to the resident who smoked requiring supervision or not.  

 
A resident’s blood pressure not recorded in a regular manner. 
 
Not all residents were weighed on a regular basis. 
 
The privacy, dignity and confidentiality of all residents’ nursing records were not 
safeguarded in that this information was stored in an unsafe manner.  
 
Action required:  
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
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Action required:  
 
Make each resident’s care plan available to each resident. 
 
Action required:  
 
Keep each resident’s care plan under formal review as required by the resident’s 
changing needs or circumstances, as and no less frequent than at three-monthly 
intervals. 
 
Action required:  
 
Revise each resident’s care plan, after consultation with him/her. 
 
Action required:  
 
Notify each resident of any review of his/her care plan. 
 
Action required: 
 
Maintain, in a safe and accessible place, a record of the medical, nursing and where 
appropriate, psychiatric condition in respect of each resident at the time of 
admission.  
 
Action required: 
 
Keep the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) of the Regulations up-to-date and in good order and in 
a safe and secure place.  
 
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 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 22: Maintenance of Records 
Standard 10: Assessment Regulation  
Standard 11: The Resident’s Care Plan 
Standard 13: Healthcare 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 32: Register and Residents’ Records 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All residents care plans are being reviewed and a plan of care is 
being developed in consultation with the resident to meet the 
residents’ needs. 
 
Each residents care plan is now being kept beside their bed and 
is readily available to the resident. 
 
Staff have received education on the importance of updating care 
plans every three months or more frequently if there is a change 
in the resident’s condition. Residents are notified of all reviews. 
 
The records of all residents are maintained in the nursing office. 
 
All records listed under Schedule 3 and 4 are in the process of  
review and updating.  
 
All confidential staff records are kept securely in the director of 
nursing office. 
 
A daily record of each resident’s health and treatment given is 
maintained in their care plan which is signed by the nurse.  
 
All staff have received education on the maintaining of residents 
care plans and these are checked regularly by the director of 
nursing.    
 

 
 
31 August 2013 
 
 
 
Completed 
 
 
Completed 
 
 
 
Completed 
 
30 September 
2013 
 
Completed 
 
 
Ongoing 
 
 
Ongoing 
 

 
Theme: Person-centred care and support                                                              
 
Outcome 13: Complaints procedures 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was no evidence that a record of complaints was maintained, including the 
details of the complaint, the results of any investigations, any actions taken and 
whether or not the resident was satisfied with the outcome of the complaint.  
 
Action required:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
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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: 
 
A complaints’ register is in place detailing all complaints, their 
investigation and the result of that investigation, actions taken 
and whether the resident was satisfied or not. 
 

 
 
Completed 

 


