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Centre name: 

 
Carndonagh Community Hospital 

 
Centre ID: 

 
0616 

Centre address: 

 
Convent Road 
 
Carndonagh 
 
Co. Donegal 

 
Telephone number:  

 
074-9374164 

 
Email address: 

 
Maura.gillen@hse.ie 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
Health Service Executive 

 
Person authorised to act on 
behalf of the provider: 

 
 
Kieran Doherty

 
Person in charge: 

 
Maura Gillen 

 
Date of inspection: 

 
10 April 2013 

 
Time inspection took place: 

 
Start:  12:20  hrs       Completion: 19:00 hrs 

 
Lead inspector: 

 
Geraldine Jolley 

 
Support inspector: 

 
Bríd McGoldrick 

 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 

 
 
40 

 
Number of vacancies on the 
date of inspection: 

 
 
6

   
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 15 of 
the 18 outcomes were inspected against. Outcomes 10, 16 and 16 were partially 
reviewed. The purpose of the inspection was: 
 

 to inform a registration decision 
 to inform a registration renewal decision 
 to monitor ongoing compliance with Regulations and Standards  
 following an application to vary registration conditions 
 following a notification of a significant incident or event  
 following a notification of a change in person in charge 
 following information received in relation to a concern/complaint  

 
The table below sets out the outcomes that were inspected against on this 
inspection.   
 
Outcome 1: Statement of Purpose   
Outcome 2: Contract for the Provision of Services 
Outcome 3: Suitable Person in Charge 
Outcome 4: Records and documentation to be kept at a designated centres  
Outcome 5: Absence of the person in charge
Outcome 6: Safeguarding and Safety 
Outcome 7: Health and Safety and Risk Management 
Outcome 8: Medication Management
Outcome 9: Notification of Incidents
Outcome 10: Reviewing and improving the quality and safety of care 
Outcome 11: Health and Social Care Needs 
Outcome 12: Safe and Suitable Premises 
Outcome 13: Complaints procedures                
Outcome 14: End of Life Care
Outcome 15: Food and Nutrition 
Outcome 16: Residents’ Rights, Dignity and Consultation   
Outcome 17: Residents’ clothing and personal property and possessions 
Outcome 18: Suitable Staffing 
 
This monitoring inspection was unannounced and took place over one day. It was 
the seventh inspection of the centre undertaken by the Authority and was conducted 
to assess the actions taken to address regulatory failures outlined in previous action 
plans. Inspectors assessed the extent to which risks presented by staff shortfalls, 
inadequate skill mix and non compliance with statutory training identified during the 
last inspection conducted on 25 and 26 October 2012 were addressed. During the 
inspection the inspectors met with residents, relatives and staff members. The 
delivery of care and supervision of residents was observed and documentation such 
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as care plans, medical records, accident and incident reports, policies and procedures 
and the premises were inspected. 
 
There were 40 residents accommodated during the inspection including 11 residents 
who were accommodated in Ard Aobhinn - the dementia care unit. One resident was 
in hospital. Thirty four residents were assessed as having maximum care needs and 
five were assessed as having high dependency care needs. The inspectors noted the 
substantial level of admission and discharge activity for short term respite, 
convalescent care and palliative care. The centre provides care to a resident group 
with a wide range of care needs and health problems. From the information provided 
to inspectors, many residents in the Oak and Elm units had problems related to 
confusion or dementia and a high level of physical care needs. Some residents had 
mental health problems and there were a small number of residents identified as 
having some elements of challenging behaviours such as being resistant to care or 
exhibiting levels of distress and anxiety. The majority of residents were in advanced 
old age but there were five residents under 70 and three were 50 or under on the 
inspection day. 
 
The iinspectors concluded that staff could not adequately assess and provide 
appropriate care to the constantly changing resident group within the context of the 
staff numbers, skill mix and deployment model in place. As described in the last 
inspection report in October 2012, there were no dedicated cleaning staff. This 
situation continued although the person in charge had made efforts to ensure regular 
deployment to this function. Staff who had multitask roles that could vary between 
care, cleaning and catering duties were deployed to cleaning duties when there were 
sufficient staff available to cover care duties, which were the priority.  Staff 
undertook cleaning duties whenever they had time during the day and in the Ard 
Aoibhinn unit cleaning was undertaken during the night when time permitted. 
However, the care needs of residents were a priority resulting in prevailing poor 
hygiene standards and significant risks as the inspectors found residents equipment 
such as commodes to be heavily soiled.  The situation was further depleted by three 
staff absences due to illness and other planned staff absences due to maternity 
leave. There had been a requirement in all previous inspection reports for the 
provider and person in charge to ensure that the numbers and skill-mix of staff were 
appropriate to the needs of residents, taking into account the size and layout of the 
centre. There has been persistent failure to achieve this. This requirement has never 
been fully addressed. 
 
There were also specific health care needs and environmental hazards that the 
inspectors identified that needed attention without delay as they presented risks to 
residents. The inspectors were not satisfied from the arrangements that they 
reviewed that appropriate safe care was being provided in the following areas: 

  nutritional care and monitoring of unintentional  weight loss 
 the assessment and management of residents with diabetes and epilepsy 
 admission and discharge of residents 
 medication management and  
 the maintenance of appropriate cleanliness and hygiene standards. 
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Inspectors found that residents who were losing weight were not monitored 
systematically and some had not been weighed for some time although weight loss 
had been recorded. The safe management of residents who had epilepsy was also a 
concern as medication identified as necessary to manage an emergency situation 
was not prescribed in one instance and was out of date in another.  
 
The inspectors found that staff had good relationships with residents and were 
familiar with their personal choices and the ways they wished to spend their day. The 
inspectors observed that interactions between staff and residents were positive with 
staff taking time to acknowledge and greet residents when entering communal and 
bedroom areas. There were a range of evidence-based assessment tools to 
determine residents’ care needs however these were noted to provide general 
information and care plans did not detail specific personal care needs and how these 
were being managed. For example, a resident with dementia had been moved from 
the dementia care unit because of physical frailty but it was unclear how this decision 
had been made and if this was to be a permanent move should his condition 
improve. There was evidence that some care plans were reviewed at three month 
intervals. However, not all documentation was fully complete and it was not clear 
that reviews involved the resident, their family or other members of the 
multidisciplinary team and it was also unclear what aspects of  care had been 
reviewed in the sample files viewed. Medical reviews did not indicate that a full 
review of the resident’s health had been undertaken and some were noted to focus 
on critical events and changes in health care identified by nursing staff.  
  
The inspectors described the failures and concerns to the person in charge and 
clinical nurse manager during the feedback meeting at the conclusion of the 
inspection. The provider was requested to attend a meeting with the inspectors the 
next day – 11 April 2013 to discuss the inspection findings. During this meeting the 
provider and person in charge were reminded of their statutory responsibilities and 
of the Authority’s concerns regarding the risks posed to residents’ safety and the 
ongoing non-compliance with Regulations. There was an acknowledgement that the 
level of dependency in the centre, the constant admission and discharge activity and 
the availability of staff particularly during times of unplanned absences had led to 
shortcomings in care practice. An immediate action letter was issued on 11 April 
2013 requiring the provider to address the following areas by the 12 April 2013: 

 the care of five residents with unexplained weight loss 
 the storage and disposal of out of date medication and  
 the cleanliness of equipment such as commodes, the management of general 

hygiene and infected laundry.  
 
The person in charge indicated that she would suspend admissions to enable work to 
be undertaken to comply with the Regulations and both the provider and person in 
charge were committed to addressing the immediate deficits as required.   
 
Regulatory activity had identified persistent failures to meet the provisions 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. There has been 
an ongoing lack of compliance with the Regulations in the areas of risk assessment, 
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the provision of adequate staff in numbers and skill mix to meet the needs of 
residents and ensure appropriate hygiene standards, the maintenance of the 
premises and adherence to mandatory training requirements. These deficiencies 
have been recorded in reports. The summary below outlines the regulatory activity 
undertaken to date and summarises the breaches in legislation identified during 
inspections. While some remedial action had been recorded and good progress had 
been made in addressing deficits related to the premises there had been no 
comprehensive response that ensured all regulatory failures outline were addressed. 
 
A meeting had been held on 21 February 2013 between the Authority’s inspectors, 
the provider and other Health Service Executive managers in the area. At this 
meeting the inspectors outlined the areas where there were ongoing deficiencies and 
failure to meet regulatory requirements in the community hospitals in Donegal. The 
inspectors outlined that the persistent failure to ensure good risk management and 
appropriate staff allocations to meet residents’ needs in particular could result in 
regulatory activity being escalated. 
 
Inspectors found the governance and management of the centre to be inadequate. 
The services in the centre did not meet appropriate standards of safe care in several 
critical areas as described earlier and throughout this report. The provider needs to 
review the admission and discharge policy and admission/transfer practices for this 
centre and other related designated centres under their control in Donegal. This will 
ensure residents are appropriately placed to meet their needs and dependencies. 
This aspect is further examined under outcome one statement of purpose and 
outcome seven health and safety in the body of this report.The Action Plan at the 
end of this report identifies the improvements that must be made 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. 
 

 
INSPECTION HISTORY 
 
16 and 17 November 2009: 
The centre was first inspected on the above dates. This was an announced 
scheduled inspection and 23 actions and 8 recommendations were outlined for 
attention. The areas where deficits were noted included the maintenance of records, 
risk assessment and learning from incidents, aspects of the provision of food and 
nutrition and significant premises deficits were outlined such as the lack of communal 
and storage space.  
 
12 August 2010:  
The second inspection was an unannounced follow-up inspection. The actions from 
the previous inspection were reviewed and it was found that only nine of the twenty 
three actions had been satisfactorily completed and the remainder were partially 

Summary of Regulatory Activity 
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addressed or not addressed. Actions not fully complete included deficits in risk 
management arrangements and a number of premises issues such as the provision 
of adequate communal and private space, sluicing facilities and storage for 
equipment and residents personal possessions. A review had been undertaken by the 
Health Services Executive estates department to determine the changes needed and 
the cost of the work to be undertaken. In all there were 14 action plans and 4 
recommendations for good practice identified as a result of this inspection. 
 
26 and 27 January 2011: 
The third inspection that took place was the announced registration inspection.  The 
overall findings actions from the previous inspection were reviewed and it was again 
found that while some actions had been addressed many issues remained 
outstanding. The actions not fully addressed related to risk management, the 
environment and documentation. During the registration inspection there were 
considerable deficits found in the areas previously outlined for attention such as risk 
management, fire safety and the environment. Other areas where deficits were 
identified included the provision of activities, staff training, medication management, 
inappropriate moving and handling procedures, inadequate staff numbers and skill 
mix to meet the needs of residents, documentation and the provision of food to 
residents. In all 26 action plans with 120 associated actions were outlined to ensure 
appropriate compliance with Regulations.    
 
6 and 7 March 2012 
An unannounced follow-up inspection was conducted on the above dates to assess 
progress on the action plan from the registration inspection. The inspector found that 
substantial progress had been made, particularly in respect of addressing the 
environmental shortcomings. The improvements were recorded. However, there 
were continued shortfalls in risk management, fire safety, care planning, medication 
management, education and training including mandatory training such as elder 
abuse and systems for the engagement of volunteers. There were 18 action plans 
with 46 associated actions outlined for attention.     
 
5 June 2012 
A further follow-up inspection was conducted on this date prior to registration.   
The inspector found that while some of the matters identified in the previous 
inspection report had been satisfactorily addressed but there were still a number of 
areas of non-compliance. Again, these related to inadequate precautions being taken 
against the risk of fire, assessing and addressing risks in the centre, environmental 
shortcomings, staff training and documentation. The inspection report identified 18 
actions and 41 associated plans. Following the inspection the person in charge 
communicated to the inspector that many of the outstanding issues had been 
actioned and agreed to keep the Authority informed in writing with regard to 
progress. The areas where improvements continued to be required were: 

 risk management 
 fire safety 
 aspects of the environment  
 medication management and statutory training for staff in the area of elder 

abuse 
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The centre was registered to provide care for 46 residents on 22 June 2012. 
 
25 and 26 October 2012 
An unannounced monitoring inspection was conducted on the above dates. The 
inspector reviewed a total of 13 of 18 outcomes and reviewed progress on the action 
plan from the June inspection. The inspector found that while good progress had 
been made particularly with matters related to the premises there was still significant 
work in progress or outstanding. There were eight actions plans fully complete, six 
partially complete with varied aspects receiving attention and four areas remained 
unchanged. The inspector was concerned to find that the staff allocation did not 
consistently facilitate dedicated time for cleaning duties. Healthcare staff had multi-
task roles that meant they could move between care, cleaning and catering duties. 
However, the majority of time was devoted to care practice and undertaking 
personal care duties due to the high level of care needs of residents which meant 
that cleaning could only be done as and when time was available. It was a further 
concern that mandatory training in the areas of elder abuse and manual handling 
was outstanding for some staff. The report outlined 15 action plans with 27 
associated actions to meet legislative requirements. In addition to deficits in staff 
requirements the other critical areas for attention included actions to improve risk 
management, the management of falls, aspects of medication management and 
review of residents care plans.  
 
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 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
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The inspector reviewed the statement of purpose which described the required the 
matters outlined in Schedule 1 of the (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). The latest edition of the 
statement of purpose was dated 26 June 2012. The information reflected accurately 
the profile of residents accommodated. 
 
The inspectors found that the current admission arrangements needed review as 
they did not comply with best practice standards for the movement and transfer of 
frail older people. The inspectors were concerned to find that some residents had 
several inter hospital transfers without adequate reasons for these moves described 
in the nursing or medical notes examined. The inspectors identified that persons 
admitted to the acute hospital – Letterkenny General were discharged to a local 
community hospital when clinically well. However, if the community hospital did not 
have a place appropriate to their needs for rehabilitation, convalescence or long term 
care residents were on occasion moved to another designated centre until an 
appropriate place became available and were then offered that place if the 
community hospital was their first choice for care. This meant that residents often 
had several moves which is not in accordance with established good practice 
guidance for the care of older people.  
 
The inspectors found that there was poor documentation on why residents moved 
from one location to another. In one case a resident had moved from another 
community hospital in the county and no reason for this was outlined. At the time of 
the inspection this resident was waiting for a place in a private designated centre 
which would necessitate a further move.   
  
There have been changes in the number of staff employed since June 2012 mainly 
due to retirements and the inspectors request that the statement of purpose is 
reviewed to ensure that the number of whole time equivalent staff is accurately 
identified in the document. 
 
Outcome 3 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The person in charge Maura Gillen is a registered general nurse who works full-time 
at the centre. She had knowledge of resident’s care needs and was aware that many 
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residents had complex conditions and were particularly vulnerable. Throughout the 
inspection she provided the information that was required expediently.  
 
She was undertaking a revision of the risk register to ensure that it was reflective of 
arrangements in the centre. She was aware of the deficits including premises deficits 
and the shortfalls in staff numbers and skill mix particularly when there were 
unplanned absences. These factors had been outlined in the risk register and were 
forwarded to the service manager for older people and the provider on a regular 
basis. 
 
 
Outcome 4 
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:   
Regulations 21-25: 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: 
*Where “Improvements required” is indicated, full details of actions required are in the 
Action Plan at the end of the report.   
 
Residents’ Guide  
 
Substantial compliance                                  Improvements required*   
     
 
Records in relation to residents (Schedule 3)  
 
Substantial compliance                                  Improvements required*                 
 
 
General Records (Schedule 4) 
 
Substantial compliance                                  Improvements required*                 
 
The inspectors found that some of the schedule 4 records needed improvement to 
meet regulatory requirements as outlined below.  
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Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                                 Improvements required*         
 
The inspectors found evidence that the monitoring and documentation of nutritional 
intake needed improvement as several there was information that indicated that  
residents had weight loss but this was not supported by  appropriate monitoring and 
documentation that would ensure their health and well being.   
             
Directory of Residents 
 
Substantial compliance                                  Improvements required*                 
 
Medical Records 
 
Substantial compliance                                  Improvements required*                 
 
 
Action(s) required from previous inspection:  
 
Produce a Residents’ Guide, which includes a standard form of contract for the 
provision of services and facilities to residents; the most recent inspection report; the 
number of residents per bedroom and the areas which constitute the designated 
centre as opposed to the whole hospital. 
 
This action was complete. The resident’s guide had been updated and was circulated 
to residents as required.  
 
The inspectors did not review all the required records. The records that were 
reviewed were found to need improvement in the way they were maintained and 
secured. There was difficulty obtaining information from some records due to the 
manner in which they were organised. Some documents such as laboratory test 
requests for residents were not maintained in an appropriately secure way. They 
were visible to persons visiting the centre as they were on view in the nurses’ station 
which was an open area. There were records that needed to be filed in an 
administration office awaiting attention that could easily be viewed from outside the 
building.  
   
The visitors’ record which was available at the entrance was not up-to-date and did 
not reflect all persons entering and leaving the centre.   
 
The inspectors found that there were improvements required to care plans and to 
other documentation outlined in schedule 3 such as correspondence to and from the 
regulated centre relating to residents. Some documentation did not convey 
significant information to enable staff to plan care and did not indicate why 
admission to a particular unit was required. This is further discussed in outcome 11 – 
Health and Social Care Needs. 
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Records of food provided were not maintained in a manner that met the 
requirements of regulation 22 – Maintenance of Records schedule 4 that requires the 
maintenance of a “record of the food in provided for residents in sufficient detail to 
enable any person inspecting the record to determine whether the diet is satisfactory 
in relation to nutrition and otherwise and of any special diets prepared for individual 
residents”.   
 
The directory of residents is maintained in a computerised record. However, the 
information is identified on an admission and discharge form which does not identify 
it as the directory of residents as required by regulation 23 – Directory of Residents. 
 
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:  
 
Make all necessary arrangements, by training staff or by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
or abuse. 
 
 
Inspection findings 
 
This action was addressed. The person in charge is now the trainer on adult 
protection for the centre and all staff had been provided with information and 
training since the last inspection.  
 
However, the inspectors found that further training was needed as there were 
improvements required to the assessment and management of events such as 
unexplained bruising. For example there were two such episodes since the last 
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inspection. One incident had been reported in the quarterly notifications to the 
Authority and the other incident was documented in a resident’s medical record. 
There was no exploration of these incidents to establish a possible cause. In one 
case the area of bruising was described as extensive and the medical notes identified 
the need to observe as if it was a pressure sore. However, there were no records to 
indicate that this action had been taken or that other possible causes for the injury 
were explored. The inspectors formed the view that there were inadequate 
arrangements to appropriately safeguard residents as these incidents had not been 
adequately explored and also concluded that staff needed further training to ensure 
that they were sufficiently knowledgeable to examine incidents that were 
unexplained as possible incidents where abuse could be a factor.  
    
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  
 
Actions required from previous inspection:  
 
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.   
 
Provide all staff with training in moving and handling within the required time frames. 
 
Provide all staff with training on falls management in accordance with good practice 
guidance. 
 
 
Inspection findings 
 
These actions were in progress. 
 
The person in charge had regularly updated the risk register to ensure that it 
reflected risks in the centre particularly risks presented by shortfalls in staff both 
nursing and ancillary staff. Other risks identified included the impact on the service 
due to the inability of staff to undertake essential duties such as cleaning and 
effective monitoring of residents care needs. The most recent update on the 9 April 
had indicated that 120 hours of staff time was required each week as replacement 
for three staff that had retired since August 2012. There were a range of risks 
identified during this inspection and while some had been identified in the risk 
register there were immediate risks particularly in relation to the management of 
infection control and residents welfare that had not been identified and were not 
being managed appropriately to ensure the safety of residents, staff and visitors.  
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The inspectors were told that all current staff had up-to-date moving and handling 
training. It is a requirement that training records confirming that all mandatory 
training has been completed is forwarded to the Authority and that refresher training 
is provided to staff where required.  
 
Staff had introduced the monitoring of neurological observations where falls were 
un-witnessed and where residents sustained head injuries since the last inspection. 
All nurses had been issued with pen torches to enable them to carry out these 
observations. 
 
Risk Management: 
The management of risk had been identified for improvement in all inspection 
reports for this service and the inspectors again found that risk management 
continued to need significant improvement to protect residents, staff and visitors.  
While accidents and incidents were recorded and risks were identified there was no 
system in place to effectively manage the risk factors identified. In all previous 
reports the inspectors noted that aspects of risk management needed improvement 
however although risks were identified by the person in charge and forwarded to the 
service manager for older people and the provider there was no comprehensive risk 
management strategy put in place by the provider to manage or reduce the risks 
presented. This situation was unchanged. The inspectors found there was insufficient 
risk management of the following aspects of service: 

 the impact of staff deployment and skill mix that was not based on the 
dependency or changing needs of residents or the needs of the service 

 the lack of designated staff or dedicated time for staff to undertake cleaning 
duties  throughout the day.  

 
The inspectors noted that while the environment had been improved in some aspects 
and some areas had been repainted there were significant deficits in standards of 
hygiene, cleanliness and infection control measures. The inspectors found the 
following matters presented risks: 
 

 residents rooms needed effective cleaning as bedroom floors were noted to 
need sweeping and washing 

 there were some commodes that were heavily soiled with faeces and were in 
need of thorough effective cleaning 

 there was a quantity of soiled laundry in need of attention but this had not 
been addressed for several days as the member of staff responsible for 
laundry was on leave. This caused a bad odour to prevail in the sluice area 

 staff were not using an appropriate cleaning procedure or equipment to 
ensure the risk of infection/cross infection was minimised. 

 
These areas were identified to the person in charge during the inspection and during 
a meeting with the provider and person in charge on 11 April 2013 they were 
informed of the significant risk areas. An immediate action letter requiring that 
appropriate remedial action was taken was also issued on this date with actions to be 
completed by 12 April 2013. The provider responded as required and indicated that 
all commodes had been cleaned and that a hygiene audit was to be conducted by 
the infection control nurse taking in to account laundry management, environmental 
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cleanliness, cleaning protocols and practices and a report on the outcome is due 
within two weeks.  
 
Staff had supplies of personal protective equipment readily available which they were 
observed to use frequently. They were also observed to use the hand gels available 
throughout the centre when they moved around the centre. 
  
There was a visitors’ log in place inside the main door to monitor the movement of 
persons in and out of the building. However, this was not signed by everyone who 
entered and left the building and did not ensure the safety and security of residents.  
 
Fire safety:  
In conversations with a number of staff, the inspector found they were aware of the 
procedures to be followed in the event of a fire. They could discuss how they were 
expected to respond to the fire alarm, they were aware of the location of fire panel, 
use of fire doors and fire exit routes in the hospital. Emergency exits were noted to 
be clear during the inspection and smoke detectors and fire extinguishers were 
located throughout the building. Servicing of the fire equipment was carried out on a 
contract basis. 
 
Clinical risks: 
Admission and Discharge policy: 
The inspectors found that the assessment of health and safety and risk management 
did not reflect other prevalent risks such as those posed by the regular and frequent 
transfer of elderly and frail residents from the acute hospital and the community 
particularly when the service was asked to respond to immediate crisis such as acute 
social care need or to support the acute hospital. The manner in which places are 
allocated for long and short term care contributed to this risk. The inspectors 
reviewed three such transfers. In one instance a resident had been moved from the 
acute hospital to the centre but as the centre did not have a long term place at that 
time this resident was moved to a private designated centre. This same resident was 
now being notified that a place was available at this centre as this was her first 
choice for care. In another instance a resident was moved from another community 
hospital in the area to the acute hospital and then to this centre. This resident was 
due to move to a private centre in the coming weeks. It was unclear from the 
documentation available why this resident had been moved to this centre.  
 
A further move examined conveyed that a resident had been admitted to the acute 
hospital following a fall at home and although this resident had attended day care in 
this centre she had been admitted to another community hospital some distance 
away and transferred back after some days. It was not clear from the information 
available why so many moves were required. The inspectors formed the view that in 
the interests of residents safety and well being that their care is reviewed and 
planned effectively from the time of admission to acute services or designated 
centres to ensure that they are not subject to unnecessary risks presented by 
transfer trauma particularly when documentation is deficient and does not fully 
outline the reasons for admission/transfer to a particular service. There was no 
information in any records examined that indicated that consideration had been 
given to the possible impact of such moves on residents well being. 
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Moving and handling: 
The inspectors were told that all staff were up-to-date with moving and handling 
training. The inspectors noted that inappropriate moving and handling techniques 
were evident when a resident was transferred to an arm chair in the sitting room on 
Oak/Elm unit. The transfer was poorly managed with the resident noted to fall 
heavily into the chair. Further training in this area is required to ensure the comfort 
and safety of residents. 
 
Other matters: 
No missing persons drill had been conducted during the last year despite residents at 
risk of absconding and notifications indicated that a resident had left the dementia 
unit and was found in the enclosed garden area. There was no information that 
indicated that these incidents had been reviewed with a view to prevention of further 
episodes. Risks identified in the premises included: 
 

 there was uneven floor covering in a storage area  
 some toilet and bathroom areas had handrails on one side of toilets only and  
 a resident did not have her bell in close proximity to enable her to summon 

assistance 
 there were locks on toilet doors that presented a hazard as residents could 

become trapped without assistance as staff could not open the lock  
 a fire hose reel was poorly located in a corridor and presented a risk of injury. 

 
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 
 
Actions required from previous inspection:  
 
Put in place appropriate and suitable practices and written operational policies, which 
are specific to the centre relating to the ordering, prescribing, storing and 
administration of medicines to residents and ensure that staff are familiar with such 
policies and procedures. 
 
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. 
 
 
Inspection findings 
These actions were not complete and aspects of medication management were 
found to need immediate attention. The inspectors found that medication was stored 
securely and observed that staff took time to explain to residents the medication 
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being given when medication rounds were in progress. The old medication trolleys in 
use at the time of the last inspection had been replaced with a new trolley and 
nurses now wore red aprons to identify that they were administering medication and 
to avoid interruption. The signage advising residents, visitors and staff of this was 
not yet in place. 
 
The inspectors reviewed a number of residents care records, medical records and 
medication administration charts. There was a system for medication audits to 
determine compliance with good practice standards and the requirements of 
regulations. The last audit was conducted in January 2013. A problem with the 
delivery of medication had been identified when controlled drugs had not been 
delivered as required in a secure manner. This problem was attributed to poor 
communication with the transport provider and had been rectified. No further 
problems had occurred. 
 
The inspectors found that there were a number of areas where medication 
management needed improvement. These included: 

 the prescribing and review arrangements for medication in use. Some 
medication charts were not reviewed or rewritten even though the time span 
between admissions was considerable. For example one medication 
prescription chart had been written in June 2011 and the resident was 
readmitted in December 2012 with a note on the chart indicating readmitted 
“no change in medication”. The same chart had been updated with different 
medications four times in 2013 

 
 emergency medication required for one resident with epilepsy had expired in 

March 2013 and the expired medication had not been returned to the 
pharmacy. This matter was identified for attention in the immediate action 
letter to the provider issued on 11 April 
 

 in another instance emergency medication to control a succession of seizures 
if they occurred had not been prescribed although the care plan stated that 
rectal diazepam was to be given in such an emergency 

 
 the maximum dose of “as required” PRN medication was not always outlined 

 
 some medications that had to be stored within a particular temperature range 

were not appropriately stored  
 

 there was inconsistent evidence that reviews of medication were undertaken 
at the required three month intervals. 
 

The inspectors concluded that significant improvements were required to ensure that 
medication was managed in accordance with good practice guidance and legislation 
and also concluded that the audit procedures needed review to ensure that problems 
such as those identified by inspectors were uncovered more expediently and 
addressed.  
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Outcome 9 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 
Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The inspectors found that practice in relation to notifications needed some 
improvement. The person in charge had submitted the required notifications for 
pressure area wounds, falls and for an outbreak of norovirus that occurred in 
October 2012. The inspectors were told that a further outbreak of norovirus had 
occurred in November but the inspectors have been advised that there was only the 
one outbreak as notified. 
 
The inspectors found that an incident of extensive bruising to a resident described in 
medical notes was not included in the quarterly NF11 returns and as outlined earlier 
was not investigated or adequately explained. The person in charge was advised that 
all injuries to residents should be included in the periodic returns if they were not of 
a serious nature and advised through an NF03 notification. 
 
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 10 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
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Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
This outcome was not fully reviewed. However, the inspectors found that monitoring 
activity was not undertaken in accordance with the organisation’s own timeframes 
established and audits of practice were not undertaken to identify deficits despite 
significant changes in staff numbers and skill mix due to retirements and absences 
scheduled and unscheduled. 
 
The inspectors found that staff were behind schedule on audit activity. A medication 
audit had not taken place since January 2013 and audits of cleanliness and hygiene 
standards were not undertaken regularly to identify potential risks despite risks 
identified due to staff being unable to undertake cleaning duties in a planned 
systematic way.  
 
The data that had been collated on aspects of the service and feedback from 
residents had not been organised in a report format as required by regulation 35.  
 
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:  
 
Keep each resident’s care plan under formal review as required by the resident’s 
changing needs or circumstances and no less frequent than at 3-monthly intervals. 
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Revise each resident’s care plan, after consultation with him/her. 
 
 
Inspection findings 
 
These actions were not complete and the inspectors found a range of circumstances 
that indicated that care plans were not systematically reviewed and there was 
inconsistent information in the sample of records examined to indicate that 
consultation with residents or relatives about care plans took place on a regular 
planned basis. 
 
There were 40 residents accommodated at the time of inspection. Eleven residents 
were accommodated in Ard Aoibhinn the dementia care unit and 29 were 
accommodated in the Oak and Elm units. One resident was in hospital. Residents 
were noted to have a range of complex healthcare issues and the majority had more 
than one medical condition including dementia. The assessed care needs of residents 
indicated that 34 residents accommodated had maximum dependency care needs 
and the remaining 5 were assessed as high dependency. The centre has a total of 23 
continuing care places and the remainder are allocated to the care of residents who 
have rehabilitation, palliative care or respite care needs. Admission and discharge 
activity was noted to be high with residents admitted each week for respite care or 
assessment/convalescent/palliative care to all areas.  
 
Staff were knowledgeable about the care and treatment provided to residents 
however since the last inspection it was noted that there had been a deterioration in 
nursing administration and practice in relation to care planning, reviews of residents 
and the monitoring of changes such as weight loss. While there was a good range of 
evidence-based assessments in use that were used to inform care plans the 
inspectors found that many assessments were not kept up-to-date, were generic in 
nature and did not reflect resident’s specific problems, changing needs or critical care 
issues. The assessments in use included cognitive and memory assessments, falls 
risk assessments, pressure area assessments, nutritional assessments, 
communication and behaviour assessments.  
 
In the dementia care unit the inspector found that assessment and care planning 
was of a good standard. This was also a finding during the last inspection. Care plans 
were up-to-date, reflected resident’s current conditions and identified the impact of 
cognitive impairment on daily life and wellbeing. In one instance the inspector found 
that a resident admitted during the previous week had three up-to-date assessments 
of her cognitive ability and staff could describe her background, care needs and the 
areas that needed to be considered to plan for the future and ensure her future 
safety and wellbeing. There were good review systems in place for residents who 
were noted to be reviewed regularly by the mental health team psychiatrist and 
community mental health nurse. 
 
Care plans reviewed in the general areas did not reflect all resident’s current 
conditions and the inspectors were concerned that residents with significant illness 
and where changes were evident were not identified and managed in accordance 
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with evidence-based practice. The inspectors found that the management of several 
aspects of healthcare needed considerable improvement to ensure safe and 
appropriate outcomes for residents. There was one resident whose placement in the 
centre the person in charge did not consider promoted his independence and she 
was considering options for his future care. 
 
 The following areas were identified as in need of attention: 

 the assessment and follow up care of residents admitted to hospital and 
returning to the centre 

 The management of residents with epilepsy 
 The management of residents with weight loss and diabetes 
 The assessment and management of challenging behaviour 

  
The management of admissions/ discharges:   
 
The inspectors found that where residents were admitted and discharged from 
hospital and or from other community hospitals that the information supplied did not 
convey the reasons for admission or an up-to-date overview of the residents care 
needs. The inspectors saw that a resident had been transferred from the dementia 
care unit in one community hospital to another unaccompanied and while cognitive 
assessments had indicated that the resident did not have significant levels of 
impairment this was not described or outlined as the basis for the decision. The 
inspectors found that in three care records reviewed the reasons for admission and 
transfer were not outlined. In some cases, the transferring community hospital did 
not provide an update but relied on the documentation that had been provided when 
the resident was originally admitted to that centre. In some instances the centre had 
to react rapidly to transfers from the acute hospital, and were not able to indicate if 
they had the capacity, skills and competence to provide care for the proposed 
admission. The inspectors noted that several admissions for respite care took place 
each week to the Ard Aoibhinn unit and this resulted in significant change for 
residents living in the centre and in an area designated for dementia care. The 
inspectors concluded that high level of admission and discharge activity needed 
review in all areas to ensure that staff could adequately assess resident’s needs and 
to reduce the impact of constant change. 
 

The inspectors were told that the internal computer system enabled staff to access 
current care plans and records however the inspectors considered that the 
procedures for admissions and discharges needed review to ensure the health and 
well being of residents was protected as reliance on information recorded by other 
staff in the absence of direct assessment of residents care needs presented a risk to 
residents. The management of records in this manner also needed review to ensure 
that they were in accordance with good practice for the management of confidential 
information.  

The management of residents with epilepsy: 

There were no procedures or care plans in place to guide staff on the safe 
management of epilepsy. The inspectors noted from examination of medication 
charts that two residents were on anti convulsant medication. However, care plans in 
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place did not adequately guide staff on the specific interventions to manage seizure 
activity and medication that should be available for emergency situations was  

out-of-date as described earlier. There was no policy available that reflected up-to-
date information on safe management of epilepsy. 

The management of residents with weight loss 
 
The inspectors were concerned about the management and review of residents with 
low weights or unintentional weight loss. There were five residents who had varied 
degrees of weight loss recorded. While some residents had been seen by a dietician 
and were on enriched diets or supplements the inspectors found that the systems in 
place to monitor and prevent further weight loss were wholly inadequate. There was 
inadequate monitoring of weights and poor record keeping in relation to weights and 
the provision of food and nutrition meant that it was difficult to determine what 
actions were being taken by staff to ensure residents care needs were met. In one 
instance a resident admitted in November 2012 had lost 3 kilograms between then 
and April 2013 and while he had been seen by a dietician there was no information 
in the nursing records about how the weight loss was to be reviewed or managed. In 
another instance a resident’s weight record indicated a gradual weight loss from 53.7 
kilograms in February 2011 to 45.6 kilograms in January 2013. This resident was 
known to have a long history of nausea and vomiting but there was no plan in place 
to ensure further weight loss did not occur.  
 
The inspectors found that nutritional assessments and scores that would inform staff 
on nutritional risk were not completed systematically. As a consequence of these 
findings the inspectors requested that all residents with significant weight loss and 
low weights were comprehensively reviewed to ensure that they are in receipt of 
appropriate safe care that ensured their well being. The immediate action letter 
issued to the provider outlined requirements to ensure that suitable and sufficient 
care to maintain residents’ welfare and wellbeing was provided. The provider 
responded to this action plan within the required time scale and confirmed that all 
residents at risk of weight loss had been assessed and fluid and nutrition records 
commenced. A review by the community dietician was scheduled and a report was 
due for completion with two weeks. 
 
The assessment and management of challenging behaviour: 
 
The inspectors noted some residents presented behaviour that challenged and while 
most were accommodated in the dementia unit one resident had been moved from 
here to the general care unit. This was due to deterioration in physical health 
however it was not clear from the records examined that staff had the capacity to 
address his altered care needs. At the time of the inspection his condition had 
improved however there was no review that indicated his care needs could continue 
to be met safely on this unit. In addition to any behaviour that challenged the unit 
was open and there was the potential for him to wander out of the building. The 
inspectors found that care plans were not updated in  a timely way as residents care 
needs changed. 
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Care documentation needed attention as care plans and the daily records maintained 
by nurses conveyed the following deficits: 
 

 some of the information detailed in the residents' progress/evaluation notes 
did not include information on how the residents spent their time. They mainly 
focused on physical care interventions and did not outline the activities that 
residents took part in or their level of participation during activity or in their 
contacts with staff 

 
 some care plans were not person-centred and were generic in nature. For 

example care plans for moving and handling did not outline equipment to be 
used, the level of capacity of the resident or any information on cognitive 
impairment that would impact on the residents ability to follow or understand 
instruction 
 

 residents who spend long periods in bed did not have treatment /care plans to 
ensure that they were being encouraged and supported to reach their 
maximum level of functioning. The inspectors noted during the last inspection 
that the activity therapist had a plan that included one to one work with 
residents however she was off duty during this inspection and staff shortfalls 
meant that social care was not a priority as care and nursing staff did not 
have sufficient time to engage in activity with residents 
  

 some residents with diabetes had regular blood tests to inform staff on the 
amount of insulin to be administed. However, the blood test results were not 
accessible as they had not been filed. 

 
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:  
 

1. Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents and provide 
adequate private accommodation for residents in accordance with the National 
Quality standards for Residential Care Settings for Older People in Ireland within 
the timeframe allowed.   

 
2. Provide sufficient numbers of wash-basins fitted with a hot and cold water 

supply, which incorporates thermostatic control valves or other suitable anti-
scalding protection, at appropriate places in the premises including communal 
bedroom areas.  



 

Page 24 of 62 

 

 
3. Provide heating suitable for residents in all parts of the designated which are 

used by residents. 
 

4. Have in place a system for monitoring the temperature throughout the 
designated centre to ensure that heating is appropriate. 

 
5. Keep all parts of the designated centre clean and suitably decorated. 

 
6. Provide suitable provision for storage in the designated centre. 

 
7. Provide ventilation in all parts of the designated centre which are used by 

residents. 
 

8. Keep all parts of the designated centre clean. 
 

9. Maintain all equipment in a suitable clean condition. 
 

10. Provide lighting suitable for residents in all parts of the designated centre which 
are used by residents. 

 
 
Inspection findings 
 
The residential accommodation at Carndonagh Community Hospital comprises of two 
units Oak and Elm and a dementia care unit named Ard Aoibhinn, which was 
developed in 2007. In total accommodation is available for up to 46 residents; 16 
residents can be accommodated in Ard Aoibhinn and 30 in Oak and Elm wards.  
 
Oak and Elm are located in the main hospital. The bedroom accommodation consists 
of four, three and two-bedded rooms and seven single rooms. Two single bedrooms 
are devoted to the care of residents who have palliative care needs. 
  
The communal facilities include three sitting/dining rooms, one of which is used as a 
smoking room (Oak and Elm). There are seven assisted toilets and three assisted 
showers. Other facilities include a kitchen, a treatment room a combined sluice and 
cleaners’ room and a large chapel. Staff changing rooms are available. 
 
Ard Aoibhinn is a purpose-built self contained unit that has an enclosed courtyard. It 
comprises eight single rooms and four twin bedrooms. All bedrooms have an en suite 
toilet, shower and wash-hand basin. There is also an assisted toilet and an assisted 
bathroom. There are two domestic style kitchen/dining rooms and two sitting rooms 
- one of which is a multisensory room. A serving kitchen, treatment and recreational 
rooms and an oratory complete the layout. There is also a hairdressing salon, a 
physiotherapy suite, a conference room, varied offices and a day-care centre located 
in the building.  
 
1 and 2: 
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These actions were outstanding. The communal bedrooms continue in use as 
outlined.  Where there are more then two residents accommodated there is access to 
just one hand-basin. There are no plans in place as yet to bring the centre up to the 
premises standards set out by the Authority by 2015. 
 
3 and 4. 
The heating system had been reviewed and was now working effectively. The areas 
that the inspectors viewed were appropriately warm. 
 
5.  
This action was partially complete. Paintwork in several areas had been renewed but 
there was damage to walls where soap dispensers had been removed and replaced. 
 
6.  
This action was in progress. Storage continued to be a problem particularly for 
resident’s personal effects. Each resident had a small wardrobe with an attached 
drawer unit that allowed residents to keep a small quantity of personal items in their 
bedrooms. There were no lockable areas for residents to secure items of personal 
value they may wish to retain. The inspectors noted that other possessions were 
stored in labelled plastic containers in a storeroom. In the Ard Aoibhinn unit residents 
also had poor storage for personal belongings despite bedroom areas being able to 
accommodate larger wardrobes. The clinical nurse manager said that storage for 
residents was being reviewed and that new lockers had been ordered for some 
areas.   
 
7.  
Ventilation was reviewed and had not been provided in the hairdressing area.  
 
8 ad 9. 
There were continued noticeable deficits in cleaning standards which were outlined 
under the outcome on risk management. Bedrooms, floors and equipment were 
found to need more thorough and effective cleaning. The shower trays that were 
identified as in need of cleaning at the last inspection had been cleaned but the 
inaccessible design makes effective cleaning difficult and the response to the action 
plan indicated that these would be replaced by the middle of 2013. Replacement 
work had not yet commenced.  
 
10. 
This action was complete. The sensor lights in Ard Aoibhinn that did not respond 
within a reasonable time when entering toilets had been altered and responded more 
effectively when viewed by the inspector. 
 
The inspectors noted that the redecoration and refurbishment that had taken place 
had improved the environment for residents. The new flooring that was being laid in 
the dining room during the last inspection was noted to provide an attractive safe 
surface and was clean. 
 
There were premises matters noted to need attention during this inspection and 
these included: 
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 a new hoist that was in use did not have information that indicated that it had 

been electrically checked and was appropriate for use 
 Some commodes had rust damage 
 Shower heads in some areas needed descaling as the accumulation of 

limescale presented a risk of formation of legionella bacteria.  
 
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 14 
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 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
This outcome was not fully reviewed during this inspection. Previous inspection 
reports have described aspects of good practice in relation to end of life care. The 
inspectors saw that a relative had been very satisfied with the care provided and had 
sent a written a letter of appreciation to staff. 
 
The acting clinical nurse manager is completing a qualification in palliative care and 
said that she hopes to introduce good practice initiatives advocated by the hospice 
friendly hospitals programme. The inspectors saw that a residents possessions had 
been tidied away for collection in plastic bags and boxes which did not reflect best 
practice for the maintenance of dignity as more appropriate bags for this purpose are 
available. 
 
Outcome 15 
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  
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Actions required from previous inspection:  
 
No actions were required from the previous inspection however an immediate action 
letter issued on 11 April outlined the following actions to address concerns about 
residents with unplanned weight loss: 
 

 provide each resident with food and drink that takes account of any special 
dietary requirements and is consistent with each resident’s individual needs 

 
 provide each resident with food and drink in quantities adequate for their needs, 

which is properly prepared, cooked and served; is wholesome and nutritious; 
offers choice at each mealtime; is varied and takes account of any special 
dietary requirements; and is consistent with each resident’s individual needs. 

 
 
Inspection findings 
 
This outcome was not fully reviewed. Two residents told the inspectors that they 
found the food good and said they had choices at mealtimes. One resident said that 
food and snacks were offered very regularly. 
 
The inspectors have outlined concerns in relation to aspects of the management of 
nutrition in the outcomes on records and care practice where the welfare of residents 
with weight loss was identified as a matter of critical concern.  
 
The provider responded to the action plans outlined above and stated that all 
vulnerable residents had been referred to the community dietician for review, had 
been weighed and had nutrition records in place to ensure that an accurate record of 
food and liquid consumed was maintained. It is a requirement of this report that 
additional measures are put in place by the person in charge to ensure that the 
requirements of regulation 20 – Food and Nutrition are appropriately met, ensure the 
well being of all residents and that residents with specialist dietary needs have 
appropriate nutrition.  A policy on the management of nutrition and associated 
training should be made available to all staff.  
 
Outcome 16 
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 
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Standard 18: Routines and Expectations 
Standard 20: Social Contacts    
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The inspectors found that residents were able to communicate freely and were 
provided with local and national newspapers each day. Residents the inspectors 
talked to said that staff treated them with respect and kept them informed about 
matters that related to them. Staff had notices in place to alert others when personal 
care was being provided to avoid interruptions and protects resident’s privacy. The 
inspectors noted from information in care records and conversations with staff that 
some residents go out with family and go to local shops. 
 
There were some aspects of the premises that compromised the ability of staff to 
provide care in private. The screens around some beds did not enclose beds fully for 
example. 
  
It is not possible for residents to maximise their independence due to the level of 
activity observed throughout the centre at times. Residents who walked along 
corridors had to contend with visitors coming and going and staff and other 
personnel going from one area to another. There were external grounds and an 
enclosed garden. However, staff did not have time to take residents out to grounds 
with any regularity they told inspectors. The use of the communal sitting area in Oak 
and Elm unit for visitors compromised residents ability to watch television in comfort, 
undertake an activity and did not enable residents to be cared for with appropriate 
attention to privacy and dignity. There were inadequate staff numbers available to 
ensure that a social care programme could be provided each day. The staff 
responsible for activities was on holiday and other staff could not be redeployed to 
undertake this function which meant that for the duration of the holiday residents 
could not participate in activities on a regular basis.  
 
Outcome 17 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
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Actions required from previous inspection:  
 
Ensure that the practices operating in the centre in respect of residents’ personal 
property are in accordance with the written operational policies and procedures. 
 
Provide adequate space to ensure that residents can retain control over their personal 
possessions.  
 
 
Inspection findings 
 
These action plans were not complete and have been outlined for improvement in all 
previous inspection reports for the centre. 
 
Space to store a reasonable amount of personal possessions was poor and the 
situation had not changed since the first inspection of the centre. All inspection 
reports have highlighted this deficit and action to remedy this has been slow. The 
practices operating in the centre in respect of residents’ personal property did not 
ensure that residents had full control over their property and possessions. There was 
inadequate space for residents to store a reasonable amount of personal possessions 
near their beds and lockable areas for residents to secure items of personal value 
were not available.  
 
Privacy arrangements were poor due to the communal layout of bedrooms in some 
units however the periodic reduction in resident numbers accommodated improved 
the personal and communal space available. 
 
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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Actions required from previous inspection:  
 
The person in charge was required to: 
 

1. Ensure that at all times the number of staff and skill mix available is appropriate 
to the assessed needs of residents and the size and layout of the centre. 

 
2. Have in place a system for the review and deployment of staff in accordance 

with changing circumstances such as unexpected absences and the admission of 
residents for rehabilitation, or for respite care. 

 
The person in charge was also required to take the following actions in respect of 
volunteers: 
 

3. Set out the roles and responsibilities of volunteers working in the designated 
centre in a written agreement between the designated centre and the individual. 

 
4. Ensure volunteers working in the designated centre are Garda Síochána vetted 

appropriate to their role and level of involvement in the designated centre. 
 
 
Inspection findings 
 
These actions had not been completed.  
 
The inspectors found that staff were interested and committed to the care of older 
people. They were concerned that they could not maintain standards as they would 
like due to the staff shortfalls and the inability to cover planned and unplanned 
absences of staff. Staff were also concerned about the periodic restrictions they had 
to place on occupancy levels as they were concerned about the impact this had on 
the local community particularly where residents were scheduled for regular respite 
care. 
 
The total daily deployment of care staff in the general unit allowed for three nurses 
and four care assistants during the morning and early afternoon. This reduced to two 
nurses and three care assistants during the late afternoon. There were two nurses 
and a carer on night duty. In the dementia care unit during the day there were two 
nurses including the clinical nurse manager and they were supported by two carers 
and a student nurse on placement. At night there was one nurse and one carer. The 
inspectors were told that due to staff shortfalls the number accommodated here 
remained at 12 which was also the situation at the last inspection. There was an 
administrator on duty during weekdays to support the operation of the centre. 
Catering staff were on duty throughout the day.  
 
As outlined throughout this report and in all previous inspection reports for this 
centre there was evidence that there was insufficient staff available to provide 
appropriate safe care to residents. On the day of inspection, there was no activity  
staff on duty, no laundry staff and no staff available for cleaning duties as a staff 
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member was unexpectedly absent and replacement staff was not available until the 
early evening. The clinical nurse manager spent long periods trying to source 
replacement staff. This situation was a common occurrence the inspectors were told 
and distracted the clinical nurse manager, nurses and at times the person in charge 
from carrying out their duties and supervising care. This report outlines a series of 
failures to meet regulatory requirements and it is evident that the staff deployment 
model does not enable staff to safely manage the constant admission and discharge 
activity, provide appropriate safe care and ensure residents have a good quality of 
life.  
 
Staff deployment needed immediate review and a more systematic method for staff 
deployment that reflected resident’s needs and the safe operation of the service as 
evidenced by: 

 the sitting areas in Oak/Elm unis were not always supervised as staff were 
moving around attending to residents in their bedrooms and other areas 

 care plans were not updated when significant changes in health care needs 
were evident  

 failure to investigate incidents of unexplained bruising  
 inadequate staff supervision to ensure appropriate moving and handling 

techniques were in place or that standard infection control prevention 
procedures were adhered to 

 there was evidence of insufficient cleaning as hygiene standards did not meet 
acceptable standards and staff could not be regularly and systematically  
deployed to undertake cleaning  

 deficits were found in the provision of mandatory training 
 deficits in clinical areas already described such as weight management, 

medication and in the provision of activities. 
 
Training on topics such as food hygiene, dementia care and learning disability was 
identified for attention at the last inspection and remained outstanding. Infection 
control and hand hygiene training had been undertaken as part of a refresher 
programme during the recent outbreak of norovirus in October and was due to 
continue on a planned basis the inspector was told. In view of the deficits that were 
evident in risk management, care planning, admission and discharge planning and 
the management of nutrition that present risks to residents the inspectors require 
that training on these topics is undertaken as a priority. The Person in Charge was 
requested to develop a training matrix to record the provision of mandatory training 
and to submit post inspection. 
 
There was no formal outline of the roles and responsibilities of volunteers as outlined 
in Regulation 34. The person in charge was aware that was action was outstanding 
from all previous inspection reports. The roles of volunteers needed be defined as 
required by the Regulations as they had a significant regular input to the centre and 
provided pastoral care to residents they visited. For example, volunteers came in to 
chat to residents, told them about local news and events and said prayers with them.  
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Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the person in 
charge and two clinical nurse managers to report on the inspectors’ findings, which 
highlighted both good practice and where improvements were needed. A meeting 
was held the following day 11 April 2013 with the provider, person in charge and 
clinical nurse manager to discuss the immediate actions required by the inspectors 
and outlined in a letter issued that day.  
 
 
Acknowledgements 
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Provider’s response to inspection report ∗ 
 

 
Centre Name: 

 
Carndonagh Community Hospital 

 
Centre ID:  

 
616 

 
Date of inspection: 

 
10 April 2013 

 
Date of response: 

 
17 May 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:  
 
There have been changes in the number of staff employed since June 2012 mainly 
due to retirements and the statement of purpose should be reviewed to ensure that 
the number of whole time equivalent staff is accurately identified in the document. 
 
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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Action required:  
 
Make a copy of the Statement of purpose available to the Chief Inspector. 
 
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: 
 
A revised copy of the Statement of Purpose will be made 
available to the Chief Inspector.  
 

 
 
31 May 2013 

  
Outcome 4: Records and documentation to be kept at a designated centre 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The arrangements for maintaining records needed improvement. There was difficulty 
obtaining information from records due to the manner in which they were 
maintained.  
 
The management of records which enabled access to care plans and other 
information from other community hospitals needed review to ensure that they were 
in accordance with good practice for the management of confidential information and 
the creation and destruction of records.  

Some documents such as laboratory test requests were not managed in an 
appropriately secure way and were visible to persons visiting the centre and there 
were records in an office awaiting attention that could easily be viewed from the 
outside of the building.  
 
There was a visitors log in place to monitor the movement of persons in and out of 
the building however this was not signed by everyone who entered and left the 
building and did not ensure the safety and security of residents.  
   
Action required:  
 
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) in a manner so to ensure completeness, accuracy and 
ease of retrieval. 
 
Action required:  
 
Keep the records listed under Schedule 3 (records in relation to residents) and 
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Schedule 4 (general records) up-to-date and in good order and in a safe and secure 
place.  
 
Action required:  
 
Put in place written policies and procedures relating to the creation of, access to, 
retention of and destruction of records. 
 
Reference:    

Health Act, 2007 
Regulation 22: Maintenance of Records 
Standard 32: Register and Residents’ Records 
 

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

Timescale: 
 

Provider’s response: 
 
Schedule 3 documents have been reviewed, laboratory 
documents will be held within the nursing office and filed in a 
timely basis 
 
 Medical records are held in a trolley within the nursing office. 
 
Residents photographs have been updated and will be reviewed 
6 monthly. 
 
A working group which will include the Acute services, Home 
Care Services, and Older Persons service  will be set up to review 
the discharge policy to reflect the best practice for management 
of confidential information for all inter hospital transfers. 
 
A local policy on the creation, retention, destruction and storage 
of records will be forwarded to the Chief Inspector 
 
Schedule 4 records are to be reviewed, and particularly the 
visitors log will be relocated within the centre and visitors will be 
encouraged to sign in.  
 
Clerical support has been reorganised to provide support to Oak 
and Elm wards. 
 

 
 
Complete 
 
 
 
complete 
 
Complete 
 
 
30 September 
2013 
 
 
 
Completed 
 
 
28 June 2013 
 
 
 
Complete 
 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Records of food provided were not maintained in a manner that met the 
requirements of regulation 22 -Maintenance of Records schedule 4 that requires the 
maintenance of a “record of the food in provided for residents in sufficient detail to 
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enable any person inspecting the record to determine whether the diet is satisfactory 
in relation to nutrition and otherwise and of any special diets prepared for individual 
residents”.   
 
Action required: 
  
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) in a manner so to ensure completeness, accuracy and 
ease of retrieval. 
 
Action required:  
 
Main records of food provided to residents in a manner that meets legislative 
requirements. 
 
Reference:  

Health Act, 2007 
Regulation 22: Maintenance of Records 
Standard 32: Register and Residents’ Records 
 

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

Timescale: 
 

Provider’s response: 
 
Hospital Menu Plans are in place, include a choice of meals and 
are available for inspection. 
 
The nutritional committee will re-commence within the hospital 
 with the first meeting on the 20th May 2013 and will review the 
menu plans which will be signed off by this committee. This will 
include a review of specialist diets 
 
A protocol has been developed to monitor the nutritional status 
of each resident, each resident will be weighed monthly, and 
those identified at risk will be referred to the dietician, and a plan 
of care will be agreed and implemented. 
 
 A copy of the protocol will be forwarded to the chief inspector as 
agreed. 
 
Workshops will be held on 20 May, 10 June and 17 June 2013 to 
include the dietician and all grades of staff within the centre, to 
provide information on the nutritional needs and risks for older 
people, introduce the policy on the monitoring and management 
of nutrition and discuss how this policy is to be implemented 
within the centre taking into consideration the clinical needs, staff 
rosters, and the environment. 
 

 
 
Complete 
 
 
20 May 2013 
 
 
 
 
 Complete 
 
 
 
 
28 June 2013 
 
 
24 May 2013 
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The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The information required in the directory of residents was maintained on the 
computer system however it was not identified as the directory of residents and the 
format did not include all the information required such as funding arrangements 
where these apply.  
 
Action required:  
 
Establish and maintain an up-to-date directory of residents in relation to every 
resident in the designated centre in an electronic or manual format and make this 
information available to inspectors as and when requested. 
 
Action required:  
 
Retain the records held in the directory of residents for a period of not less than 
seven years after the resident to whom they relate ceases to be resident in the 
designated centre. 
 
Reference:    

Health Act, 2007 
Regulation 23: Directory of Residents 
Standard 32: Register and Residents’ Records 
 

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

Timescale: 
 

Provider’s response: 
 
All records are retained for seven years. 
 
 A computerised care planning system is in place. 
 
There is a directory of residents available for inspection in written 
format, which was previously approved by the Regulatory 
Directorate of the Health Information and Quality Authority (the 
Authority).  
 

 
 
Complete 
 
Complete 
 
Complete 

 
The provider is failing to comply with a regulatory requirement in the 
following respect: 
  
Some of the information detailed in the residents' progress/evaluation notes did not 
include information on how the residents spent their time. They mainly focused on 
physical care interventions and did not outline the activities that residents took part 
in or their level of participation during activity or in their contacts with staff. Records 
did not fully reflect assessments and care plans and did not give a clear picture of the 
range of care delivered over the 24 hour period.  
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Action required:  
 
Maintain an adequate nursing record of the person’s health and condition and 
treatment given, completed on a daily basis and signed and dated by the nurse on 
duty in accordance with any relevant professional guidelines. 
 
Reference: 

Health Act, 2007 
Regulation 25: Medical Records 
Standard 13: Heathcare  
 

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

Timescale: 
 

Provider’s response: 
 
Oak Wing is now the long term residential area and the Elm Wing 
is now the short stay unit. 
 
There has been a review of the rosters and staff will be assigned 
to Oak and Elm to provide for greater continuity of care, using 
the named nurse/team nurse approach. 
 
An additional handover report has been introduced during the 
day that is attended by the CNM II to review and update the 
changes to residents care on a daily basis to receive feedback 
from the team and update following doctors’ rounds. 
 
The CNM II will audit nursing documentation on a weekly basis. 
 
Three monthly reviews of long terms residents will be carried out 
to ensure all aspects of the resident’s health and social care are 
identified and documented in accordance with the relevant 
professional guidelines. 
 

 
 
Complete 
 
 
Complete 
 
 
 
Complete 
 
 
 
 
Complete 
 
31 May 2013 
 
 
 

 
Theme: Safe care and support 
 
Outcome 6: Safeguarding and safety 
The provider and person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
There were two incidents of unexplained bruising where possible causes had not 
been examined. 
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Action required:  
 
Put in place a policy on and procedures for the prevention, detection and response to 
abuse. 
 
Action required:  
 
Make all necessary arrangements, by training staff or by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
or abuse. 
 
Reference:    

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
 

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

Timescale: 
 

Provider’s response: 
 
There is a policy on Recognising and Responding to Elder Abuse. 
The following training dates have been identified within the 
centre - Dates 19 June, 25 June and 2 July 2013.   Other dates 
will be added. 
 
The Person in Charge will review the process for the 
management of accident /incident forms and will now sign off on 
all incidents ensuring all actions required have been completed. 
 
Any incident /accident is investigated fully by the person in 
charge or their deputy to establish what happened where 
possible, and referrals made to be followed  up. 
 
The person in charge has developed an incident review form that 
will apply to all incidents/ accidents  
 
Briefing sessions on the Authority’s report will take place at all 
team meetings to highlight staff responsibility in the management 
of risks, environmental hygiene, the reporting and management 
of elder abuse and care planning, medication management. This 
will be completed by 16 June 2013.  
 

 
 
31 December 
2013 
 
 
 
Complete 
 
 
 
Complete 
 
 
 
Complete 
 
 
16 June 2013 
 

 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The following health and safety matters were noted to need attention: 
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 the inspectors noted that inappropriate moving and handling techniques were 
evident when a resident was transferred to an arm chair in the sitting room on 
Oak/Elm unit 

 
 malodorous and unclean laundry identified as an infection control risk was 

stored in red bags in the laundry but had not been attended to for a number 
of days as staff were unavailable to undertake laundry duties. Other laundry 
was left in the hairdressing room and had not been collected for laundering 
 

 no missing persons drill had been conducted during the last year despite 
residents at risk of absconding and notifications indicated that a resident had 
left the dementia unit and was found in the enclosed garden area. There was 
no information that indicated that these incidents had been reviewed with a 
view to prevention of further episodes. 
 

 the visitors’ record was not up-to-date and did not provide complete details of 
everyone in the building to protect residents and staff (also outlined in 
outcome 4). 

 
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:  
 
Arrange for the regular laundering of residents’ linen and clothing. 
 
Action required:  
 
Provide training for staff in the moving and handling of residents.  
 
Action required:  
 
Have in place security arrangements that protects and staff and ensure that there are 
appropriate safety measures in place to prevent accidents. 
 
Reference:  

Health Act, 2007 
Regulation 13:Clothing  
Regulation 31: Risk Management Procedures 
Standard 26: Health and Safety  
Standard 29: Management Systems  

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

Timescale: 
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Provider’s response: 
 
The risk Management Strategy in Carndonagh includes the 
following: 
The Risk Management Guideline 
The Risk Escalation Guideline 
Risk Register. 
Management /Review of accidents and incidents. 
Review of complaints. 
Environmental Hygiene Audits. 
Clinical Risk Assessments. 
A system of Audit using Matrix to review practice. 
Safety Statement. 
Emergency Plan. 
 
The Quality Safety and Risk Group has been reformed, and the 
first three meetings will be supported by the Donegal Clinical Risk 
Manager. The first meeting will take place on 28 May 2013 
 
There is a dedicated person assigned to the laundry on a Monday 
to Friday basis, and a system is in place to manage laundry at 
weekends.  
 
Updates in Moving and Handling Training will be provided to all 
staff during 2013. Initial dates are 30 May, 18 June, 27 June 
2013. Further training will be provided as per training plan. 
 
The individuals identified as having poor technique will be 
prioritised for training on 30 May, 2013)  
 
A missing person’s drill has taken place on the morning of the 15 
May 2013. Next drill will take place in September   
    

 
 
Complete 
 
 
 
 
 
 
 
 
 
 
 
 
28 May 2013 
 
 
 
Complete 
 
 
 
31 December 
2013 
 
 
30 May 2013 
 
 
Complete 
 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspectors found that the assessment of health and safety and risk management 
did not reflect all prevalent risks such as those posed by the regular and frequent 
transfer of elderly and frail residents from the acute hospital, the community and 
other community hospitals due to the way places are designated for long and short 
term care. 
 
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.   
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Action required:  
 
Provide a high standard of evidence-based nursing practice. 
 
Reference: 

Health Act, 2007 
Regulation 31: Risk Management Procedures 
Regulation 9: Health Care 
Standard 26: Health and Safety 
 

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

Timescale: 
 

Provider’s response: 
 
The role of the Quality, Risk and Safety Group will be to review 
the risk register, incidents and accidents, complaints, and audits. 
To put in place an action plan to manage identified risks 
 
The risk register will continue to be reviewed and updated to 
reflect the current risks within the centre as risks are identified, 
and the person in charge will review and escalate as required. 
 
The clinical risk manager will provide to staff information sessions 
on the  awareness and management of risk within the centre 
 
The working group will review the discharge transfer policy to 
reflect best practice for the  inter- hospital management of 
confidential information  
  

 
 
Complete 
 
 
 
Complete 
 
 
 
28 May 2013 
 
 
30 September 
2013 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The admission and transfer policy and practices did not ensure that residents were 
appropriately placed to meet their needs and dependencies. 
 
Action required:  
 
Put in place admission procedures and practices to ensure suitable and sufficient care 
to maintain the resident’s welfare and wellbeing, having regard to the nature and 
extent of the resident’s dependency and needs as set out in their care plan. 
 
Reference: 

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Regulation 9: Health Care 
Standard 26: Health and Safety  
Standard 29: Management Systems  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Oak Ward is the dedicated area for long term care residents. 
 
The Working Group set up to include Acute Services, Home Care 
Services and Older Persons Service to review the admission and 
discharge policy to reflect the best practice in relation to the 
transfer of residents between locations specific to their care 
needs. 
 
All nursing staff will define within the residents care plan 
discussions with the resident or their representative on the 
rationale for all transfers from the designated centre.  
 

 
 
 
 
30 September 
2013 
 
 
 
 
 
Complete 
 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The following premises risks were identified: 

 the uneven floor in the storage area presented a hazard 
 in some toilet areas there were handrails on one side only which did not 

provide appropriate stability for residents and there were plungers stored in 
toilets 

 a resident did not have her bell in close proximity to enable her to summon 
assistance  

 there were locks on toilet doors that presented a hazard as residents could 
become trapped without assistance as staff could not open the lock  and  

 the location of a fire hose reel in a corridor presented a risk.  
 
Action required:  
 
Provide safe floor covering. 
 
Action required:  
 
Provide handrails in circulation areas and grab-rails in bath, shower and toilet areas. 
 
Action required:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Safe flooring will be provided in this area. 
 
Handrails have been installed and toilet door locks have been 
replaced. 
 
Staff have been advised to ensure that residents have access to 
the call bells. 
 
A request for advice has been made to the fire safety officer in 
relation to a hose reel that is a potential risk to the residents and, 
following this advice, alternative arrangements will be put in 
place, if required.  
 

 
 
31 July 2013 
 
Complete 
 
 
Complete 
 
 
30/06/2013 
 

 
Outcome 8: Medication management 
The provider and person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
The management of medication needed review in the following areas: 

 the prescribing and review arrangements for medication in use needed review. 
Some medication charts were not rewritten even though the time span 
between admissions was considerable 

 emergency medication required for one resident with epilepsy had expired in 
March 2013 and the expired medication had not been returned to the 
pharmacy (This matter was identified for attention in the immediate action 
letter to the provider issued on 11 April 2013)  

 in another instance emergency medication to control seizures if they occurred 
had not been prescribed although the medical notes indicated that medication 
in an emergency was required  

 the maximum dose of “as required” PRN medication was not always outlined 
 Some medications that had to be stored within a particular temperature range 

were not appropriately stored  
 there was inconsistent evidence that reviews of medication were undertaken 

at the required three month intervals. 
 
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 
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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  
 
Please state the actions you have taken or are planning 
to take with timescales: 

Timescale: 
 

Provider’s response: 
 
A local policy is in place for the ordering storage management 
and disposal of medication and will be made available to the chief 
inspector on the 28 June 2013. This will include the management 
of emergency medication. 
  
The registered provider will write to the local GP's to outline their   
in relation to medication management within the designated 
centre, and the need for a minimum of 3 monthly reviews, and to 
set up regular agreed times for weekly ward rounds. 
 
All nurses within the centre will complete the Medication 
Management Module on the HSE.  
 
The person in charge will arrange dates with the staff in the 
CNME for training in Medication Management. This training will 
be mandatory for all nursing staff and is included in the units 
training plan. 
 

 
 
Complete 
 
 
 
 
Complete 
 
 
 
 
17 May2013 
 
 
31 December 
2013 
 

 
Outcome 9: Notification of incidents 
The person in charge  is failing to comply with a regulatory requirement in 
the following respect:  
 
The inspectors found that an incident of bruising to a resident described in medical 
notes was not included in the quarterly NF11 returns. 
 
Action required:  
 
Provide a written report to the Chief Inspector at the end of each quarter of the 
occurrence in the designated centre of any accident. 
 
Reference:  

Health Act, 2007 
Regulation 36: Notification of Incidents 
Standard 29: Management Systems  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A written report will be provided to the Chief Inspector, at the 
end of each quarter. 
 
A monthly review of all accidents and incidents is in place to 
identify trends.  
 

 
 
30 June 2013 
 
 
Complete 

 
Theme: Effective care and support 
 
Outcome 10: Reviewing and improving the quality and safety of care  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Monitoring activity was not undertaken in accordance with the frames established 
and audits of practice were not undertaken to identify deficits despite significant 
changes in staff numbers and skill mix.  
 
The data that had  been collated on  aspects of the service and the feedback from 
residents had not been organised  in a report format as required by regulation 35.  
 
Action required:  
 
Establish and maintain a system for reviewing the quality and safety of care provided 
to, and the quality of life of, residents in the designated centre at appropriate 
intervals. 
 
Action required:  
 
Compile a report in respect of any review conducted by the registered provider for 
the purposes of Regulation 35(1), and make a copy of the report available to 
residents and to the Chief Inspector on request. 
 
Reference:  

Health Act, 2007 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement 
 

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

Timescale: 
 

Provider’s response: 
 
A centre audit plan is developed and available for inspection. 
 
A annual report in respect of regulation 35 is available for review 

 
 
Complete 
 
Complete 
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and is available to the chief inspector and residents on request.  
 
Bi Annual Newsletter that reflects regulation 35 will be made 
available to residents and the Authority on request.  
 

 
 
30 June 2013 
 

 
Outcome 11: Health and social care needs 
The provider and person in charge  is failing to comply with a regulatory 
requirement in the following respect:  
 
 It was identified on review of residents’ records that 5 residents had experienced 
unexplained weight loss and that no corresponding actions to mitigate or investigate 
this was identified in their care plans. (This action was outlined in an immediate 
action letter issued on 11 April 2013) 
 
Action required:  
 
Provide each resident with food and drink that takes account of any special dietary 
requirements and is consistent with each resident’s individual needs. 
 
Action required:  
 
Provide each resident with food and drink in quantities adequate for their needs, 
which is properly prepared, cooked and served; is wholesome and nutritious; offers 
choice at each mealtime; is varied and takes account of any special dietary 
requirements; and is consistent with each resident’s individual needs. 
 
Action required: 
  
Facilitate all appropriate health care and support each resident on an individual basis 
to achieve and enjoy the best possible health 
 
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:  
 
Provide a high standard of evidence-based nursing practice. 
 
Reference:   

Health Act, 2007 
                 Regulation 6: General Welfare and Protection 
                 Regulation 9: Health Care 
                 Regulation 20: Food and Nutrition  

Standard 13: Healthcare 
Standard 19: Meals and Mealtimes   



 

Page 48 of 62 

 

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

Timescale: 
 

Provider’s response: 
 
All residents have been assessed and a nutritional care plan is in 
place that defines special dietary requirements and special 
assistance that may be required. 
 
All 'at risk' residents are referred to the dietician and diets are 
adjusted to meet the individual residents’ needs. 
  
All residents are weighed and the Malnutrition Universal 
Screening Tool (|MUST), assessment is  completed. Those 'at 
risk' have a food and fluid chart commenced.   Those residents 
identified 'at risk' are referred to the community dietician. 
 
Individual nutritional care plans are in place to include food 
fortification recommendations and oral nutritional supplements 
prescribed as appropriate. 
 
Weekly weight charts are in place for all 'at risk' residents.   
These will be regularly reviewed and monitored by the 
community dietician 
 
Systems are in place to record each resident’s weight on the first 
Monday of each month. 
 
A workshop will be held within the next six weeks including 
Dietician, Catering Manager, CNME, and local staff on nutrition 
for older people and how to meet their needs. 
 
A checklist to confirm all evidence-based assessments are 
completed is developed and implemented. 
 
A copy of the checklist will be forwarded to the inspectors. 
 
Referrals to the therapies and other services are made on the 
basis of the assessed needs of the resident. 
 

 
 
Complete 
 
 
 
 
Complete 
 
 
Complete 
 
 
 
Complete 
 
 
 
Complete 
 
 
 
Complete 
 
 
27 May 2013 
 
 
 
Complete 
 
 
Complete 
 
Complete 
 

 
The provider and person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
Some care plans were not person-centred and were generic in nature. For example, 
care plans for moving and handling did not outline equipment to be used, the level of 
capacity of the resident or any information on cognitive impairment that would 
impact on the residents’ ability to follow or understand instruction. 
 
Care plans did not reflect residents current health care needs for example they did 
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not describe critical care matters such as unexplained weight loss or changes in 
physical care needs. 
 
The inspectors found that care plans were not updated in a timely way as residents 
care needs changed. 
 
Action required:  
 
Keep each resident’s care plan under formal review as required by the resident’s 
changing needs or circumstances and no less frequent than at 3-monthly intervals. 
 
Action required:  
 
Facilitate all appropriate health care and support each resident on an individual basis 
to achieve and enjoy the best possible health. 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Reference:   

Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
 

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

Timescale: 
 

Provider’s response: 
 
A system is in place that will keep each residents care plan under 
formal review, and will reflect the changing needs and 
circumstances of the resident. 
 
There will be a formal review of all residents. Their care plan and 
medications  with the input from the residents, their families, the  
GP and other members of the multidisciplinary team as 
appropriate,  before the end of May. 
  

 
 
Complete 
 
 
 
31 May 2013 

 
The Provider and person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
Residents who spend long periods in bed did not have regular systematic 
assessments of their needs and there were no treatment plans to ensure that they 
were being encouraged and supported to reach their maximum level of functioning. 
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The procedures in place did not facilitate all appropriate health care and did not 
support each resident on an individual basis to achieve and enjoy the best possible 
health. 
 
Action required: 
 
Facilitate all appropriate health care and support each resident on an individual basis 
to achieve and enjoy the best possible health. 
 
Action required:  
 
Facilitate each resident’s access to physiotherapy, chiropody, occupational therapy, or 
any other services as required by each resident. 
 
Reference: 
                    Health Act, 2007 

Regulation 9: Health care  
Standard 13: Healthcare 
Standard 17: Autonomy and Independence 

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

Timescale: 
 

Provider’s response: 
 
All residents will have a formal review of their care plan with their 
GP, and referrals to the relevant allied professionals will be made if 
appropriate. 
 
A checklist to confirm all evidence based assessments are 
completed is to be developed and implemented immediately. 
 
A copy of the checklist has been forwarded to the inspectors. 
  
Residents are regularly referred to: Physiotherapy, Chiropody, 
Social Workers, Occupational Therapy, Dietician, and other 
members of the MDT as appropriate.   
    

 
 
Complete 
 
 
  
Complete 
 
Complete 
 
 
Complete and 
ongoing 
 
 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspectors found that where residents were admitted and discharged from 
hospital and or from other community hospitals that the information supplied did not 
convey the reasons for admission or an up-to-date overview of the residents care 
needs. 
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Action required:  
 
On the return of a resident from another designated centre, hospital or other place, 
obtain all relevant information about the resident from the other designated centre, 
hospital or other place. 
 
Action required:  
 
Discharge residents from the designated centre in a planned and safe manner and 
discuss, plan for and agree the discharge with each resident and, where appropriate, 
with his or her family and/or carer. 
 
Reference:   

Health Act, 2007 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 10: Assessment  
 

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

Timescale: 
 

Provider’s response: 
 
A working Group is to be set up to review best practice in  
Inter-hospital transfers as indicate earlier within this report. 
All discharges from the centre are planned and discussed with 
the resident or their family. 
 

 
 
30 September 
2013 

 
Outcome 12: Safe and suitable premises 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Commodes on Elm and Oak unit were stained and unclean with faeces evident 
thereon (This was outlined for attention in the immediate action letter issued on 11 
April 2013). 
 
Residents’ rooms and other areas were not cleaned as the cleaning schedule in place 
had not been completed. 
  
Staff were not using an appropriate cleaning procedures or equipment to ensure the 
risk of infection/cross infection was minimised. 
 
Action required:  
 
Keep all parts of the designated centre clean and suitably decorated. 
 
Reference:   

Health Act, 2007 
Regulation: 19: Premises 

                  Standard 25: Physical Environment 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
An Environmental Audit has been completed,  
Additional resources have been assigned to cleaning. 
 
Two staff members have received training in the Hygiene 
standards   
 
Staff members have been rostered specifically to housekeeping 
duties. 
 
Cleaning Schedules are being reviewed, and rosters will be 
reviewed to reflect the needs within the centre. 
 
Equipment is on order to replace older stocks.  
 
The responsibility for the cleanliness and tidiness of the centre is 
part of the briefing session being delivered to all staff. 
  

 
 
Complete 
 
 
Complete 
 
 
Complete 
 
 
24 May 2013 
 
 
Complete 
 
16 June 2013 
 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspectors noted that visitors met with residents in the communal sitting room in 
Oak/Elm unit which compromised other residents who wished to watch television or 
talk together.  
  
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 
 

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

Timescale: 
 

Provider’s response: 
 
An area has been identified within the OAK wing which will be 
developed into a visitors’/quiet room.  

 
 
31 July 2013. 
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Action required:  
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents and provide 
adequate private accommodation for residents in accordance with the National 
Quality standards for Residential Care Settings for Older People in Ireland within the 
timeframe allowed. Provide a plan to the Authority that describes how the provisions 
outlined in the Standards will be provided within the required time scale.  
  
Action required:  
 
Provide a plan to the Authority that describes how the provisions for space outlined in 
the standards will be provided within the required time scale. 
 
Action required:  
 
Provide sufficient numbers of wash-hand basins fitted with a hot and cold water 
supply, which incorporates thermostatic control valves or other suitable anti-scalding 
protection, at appropriate places in the premises including communal bedroom areas. 
 
Reference:  

Health Act, 2007 
Regulation 19: Premises 
Standard 25: Physical Environment  

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

Timescale: 
 

Provider’s response: 
 
The Oak wing will be further developed as a residential  
area within the centre. A plan will be provided by the 1st June 
2013 outlining the proposed developments. 
 
Additional wash-hand basins will be installed by the end of June 
2013. 
 

 
 
None supplied 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There were several environmental matters that were in need of attention: 

 
 the interior of the building needed regular monitoring to ensure that the 

decoration and fabric does not deteriorate and create hazards. For example 
flooring needed renewal in a storage area and there was wall damage in toilets 
and bathrooms where soap dispensers had been moved/replaced 
 

 improved ventilation was required in the treatment room and hairdressing rooms 
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when in use 
 

 storage continued to be a problem particularly for residents personal effects. 
Each resident had a small wardrobe with an attached drawer unit that allowed 
residents to keep a small quantity of personal items in their bedrooms. There 
were no lockable facilities for residents. 

 
Action required:  
 
Keep all parts of the designated centre clean and suitably decorated. 
 
Action required:  
 
Provide suitable provision for storage in the designated centre. 
 
Action required:  
 
Provide ventilation in all parts of the designated centre which are used by residents. 
 
Reference:   

Health Act, 2007 
Regulation 19: Premises 
Standard 25: Physical Environment 
 

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

Timescale: 
 

Provider’s response: 
 
The Person in Charge is meeting with local maintenance 
personnel every Monday to discuss issues and outline works 
weekly for the centre 
 
A cleaning schedule is being developed with the two staff who 
have recently received training 
 
20 new larger wardrobes have been purchased for the centre, 
and are to be delivered within 2 weeks. 
 
The ventilation has been replaced in the treatment room and will 
be replaced in the hairdressing room.  
 

 
 
Complete 
 
 
 
31 May 2013 
 
 
20 May 2013 
 
 
30 June 2013 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Parts of the designated centre were not maintained in an appropriately clean 
condition: 

 there were some shower facilities that were not adequately clean and hygienic 
as the shower trays were inaccessible 
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 some shower heads needed descaling for example in the vacant palliative care 
room. 

 
Action required:  
 
Keep all parts of the designated centre clean. 
 
Action required:  
 
Maintain all equipment in a suitable clean condition. 
 
Reference:  
                  Health Act, 2007 
                  Regulation 19: Premises 
                  Regulation 30: Health and Safety  
                  Standard 25: Physical Environment 
                  Standard 26: Health and safety  
 
Please state the actions you have taken or are planning 
to take with timescales: 

Timescale: 
 

Provider’s response: 
 
A hospital wide cleaning programme has been completed. 
Additional resources have been approved to continue to maintain 
the hygiene standards.  
 
Cleaning schedules are being developed. 
 
Two staff members have received training in the Hygiene 
Standards and cleaning protocols. 
 
The showers have been removed and new wet room areas are 
being developed shower heads are being replaced. 
  

 
 
 
Complete 
 
 
24 May 2013 
 
Complete 
 
 
28 June 2013 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There were other premises matters noted to need attention during this inspection 
and these included: 
 

 a new hoist that was in use did not have information that indicated that it had 
been electrically checked and was appropriate for use 

 some commodes had rust damage. 
 
Action required:  
 
Maintain the equipment for use by residents or people who work at the designated 
centre in good working order. 



 

Page 56 of 62 

 

Action required:  
 
Provide a sufficient number of commodes that are appropriate for use by residents. 
 
Reference:   

Health Act, 2007 
Regulation 19 :Premises  
Regulation 30: Health and Safety  
Standard 25: Physical Environment 
Standard 26: Health and Safety  
 

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

Timescale: 
 

Provider’s response: 
 
The company who supplied the hoist has been contacted and will 
provide the commissioning documentation. 
 
Commodes have been replaced or repaired as required. 
  

 
 
31 May 2013 
 
 
Complete 

 
Theme: Person-centred care and support                                                              
 
Outcome 14: End of life care 
The provider and person in charge  is failing to comply with a regulatory 
requirement in the following respect:  
 
The inspectors saw that a residents possessions had been tidied away for collection 
in plastic bags and boxes which did not reflect best practice for the maintenance of 
dignity as more appropriate bags for this purpose are available. 
 
Action required:  
 
Put in place written operational policies and protocols for end of life care that reflect 
up-to-date good practice standards. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
Appropriate storage bags have been sourced to return residents 
personal possessions at the end of life.  
 
The HSE policy on end of life care will be adopted to reflect a 

 
 
28 June 2013 
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specific Carndonagh focus. 
 
 
Outcome 15: Food and nutrition  
The person in charge  is failing to comply with a regulatory requirement in 
the following respect:  
 
There was inadequate monitoring of residents weights, poor record keeping in 
relation to food and nutrition and the arrangements for providing food for residents 
at risk with the exception of residents on artificial nutrition systems were inadequate. 
 
Action required:  
 
Provide appropriate assistance to residents who, due to infirmity or other causes, 
require assistance with eating and drinking. 
 
Action required: 
  
Implement a comprehensive policy and guidelines for the monitoring and 
documentation of residents’ nutritional intake. 
 
Reference:   

Health Act, 2007 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes   
 

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

Timescale: 
 

Provider’s response: 
 
Rosters have been reviewed to maximise the number of staff 
available at meal times 
The care plans have been reviewed and  define the level of 
assistance required by each resident 
 
The nutrition policy is under review and will be forwarded to the 
Chief Inspector.   
 

 
 
Complete 
 
Complete 
 
 
28 June 2013 
 

 
Outcome 16: Residents’ rights, dignity and consultation 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Screens around some beds did not fully enclose the bed areas, residents had 
difficulty moving around due to the level of activity in the centre and the use of the 
communal area for visiting in Oak and Elm unit compromised the ability of other 
residents to watch television, undertake an activity and did not facilitate the 
maintenance of privacy and dignity. 
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There were no arrangements to provide activities or social care in the absence of the 
activity coordinator.  
  
Action required:  
 
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private. 
 
Action required:  
 
Provide facilities for the occupation and recreation of each resident. 
 
Reference: 

Health Act, 2007 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Standard 4: Privacy and Dignity 
 

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

Timescale: 
 

Provider’s response: 
 
Screens have been reviewed and all bed spaces are now fully 
enclosed. 
 
The Oak wing has been developed to accommodate residents 
only, all short stay care has been moved to the short stay wing. 
 
There are plans to develop a quiet sitting room and an activities 
room to further enhance the experience of the residents. 
 
The activities co-ordinator and staff are developing a plan of 
activities and a social model of care to further enhance the 
quality of life of the resident. This will include staff at all grades 
with a view to having in place a planned programme of activities 
available at all times. 
 

 
 
Complete 
 
 
Complete 
 
 
31 October 2013 
 
 
10 August 2013 
 

 
Outcome 17: Residents’ clothing and personal property and possessions 
 
The provider and person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
The practices operating in the centre in respect of residents’ personal property did 
not ensure that residents had full control over their property and possessions. There 
was inadequate space to ensure that residents could retain control over their 
personal possessions and there were no lockable areas for residents to secure items 
of personal value.  
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Action required:  
 
Ensure that the practices operating in the centre in respect of residents’ personal 
property are in accordance with the written operational policies and procedures. 
 
Action required:  
 
Provide adequate space to ensure that residents can retain control over their 
personal possessions.  
 
Reference:  
                      Health Act, 2007 
                      Regulation 7: Residents Personal Property and Possessions 
                      Standard 17: Autonomy and Independence  
   
Please state the actions you have taken or are planning 
to take with timescales: 

Timescale: 
 

Provider’s response: 
 
Twenty new wardrobes have been purchased and awaiting 
delivery within the next two weeks. 
 
All residents will have their property listings updated on delivery 
of new wardrobes. And annually thereafter.  

 
 
Complete 
 
 
17 May 2013 
 
 

 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
The deployment model, staffing levels and skill mix did not adequately meet the 
assessed needs of residents, the operation of essential aspects of the service or the 
size and layout of the centre. The lack of availability of staff to undertake cleaning 
duties throughout the day required review. Staff were unable to provide appropriate 
levels of supervision in some communal areas during the afternoon and evening 
periods. Nurses were distracted from their clinical duties for long periods to negotiate 
staff cover for absences. 
  
Action required:  
 
The person in charge shall ensure that at all times the number of staff and skill mix 
available is appropriate to the assessed needs of residents and the size and layout of 
the centre. 
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Action required:  
 
Have in place a system for the review and deployment of staff in accordance with 
changing circumstances such as unexpected absences and the admission of residents 
for rehabilitation or for respite care. 
 
Reference: 

Health Act, 2007 
Regulation 16: Staffing 
Standard 23: Staffing Levels and Qualifications  

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

Timescale: 
 

Provider’s response: 
 
The number of beds within the unit  have been reduced to reflect 
the available staff and will be kept under review. 
 
An Escalation policy is in place and with the risk register is used 
to manage changes in circumstances in relation to staffing. 
 
A member of staff has been identified and received training in 
housekeeping duties and environmental hygiene. Additional 
resources have been made available to support this function on 
an ongoing basis. 
 

 
 
Complete 
 
 
Complete 
 
 
Complete 
 
 

 
The Person in Charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Staff had not been provided with the necessary education and training to enable 
them to provide care in accordance with contemporary evidence-based practice.  
 
Action required:  
 
Provide staff with education and training to enable them to provide care in 
accordance with contemporary evidence-based practice particularly in the following 
areas: 

 moving and handling  
 infection control  
 the care of persons with physical and intellectual disability and residents who 

have dementia care needs 
 the recognition and management of elder abuse 
 safe admission and discharge procedures 
 care planning 
 risk management 
 the management of nutrition. 
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Action required:  
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
Reference:  

Health Act, 2007 
Regulation 17: Training and Development 
Standard 24: Training and Supervision  

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

Timescale: 
 

Provider’s response: 
 
A training plan has been developed as identified above and 
responsibility assigned to a CNMII.  
 
Performance review and Personal Development plan will be rolled 
out to all staff to meet the service need. 
 
Supervision and monitoring arrangements, audit plans and 
improved information sharing arrangements have been put in 
place. 
 

 
 
31 December 
2013 
 
31 December 
2013 
 
Complete 

 
20. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Staff were not using the correct moving and handling techniques. 
 
There was poor evidence to confirm if all staff had access to mandatory training as 
required by the legislation. 
 
Action required:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice in care of the 
elderly with regard to Assessment and care planning  falls, restraint, infection 
prevention and control, and end of life. 
 
Action required:  
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
Reference: 

Health Act, 2007 
Regulation 17: Training and Staff Development 
Standard 24: Training and Supervision 
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Please state the actions you have taken or are planning to 
take with timescales: 

Timescale: 
 

Provider’s response: 
 
All staff have been trained in the correct moving and handling 
procedures. Updates will be provided commencing 30th May 2013 
 
 An unannounced observational audit of manual handling practices 
will take place. An action plan will follow to include advice and 
instruction on the supervision of patient handling techniques.  
 

 
 
30 May 2013 
 
 
30 June 2013 
 
 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was no written agreement between the centre and volunteers regarding their 
roles and responsibilities. The required vetting procedures for persons working with 
vulnerable people were not in place. 
 
Action required:  
 
Set out the roles and responsibilities of volunteers working in the designated centre 
in a written agreement between the designated centre and the individual. 
 
Action required:  
 
Ensure volunteers working in the designated centre are Garda Síochána vetted 
appropriate to their role and level of involvement in the designated centre. 
 
Reference:  

Health Act, 2007 
Regulation 34: Volunteers 
Standard 20: Social Contacts  
 

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

Timescale: 
 

Provider’s response: 
 
The person in charge is to write to the external prayer group who 
provide a regular visit to the resident’s with the centre on a 
weekly basis and request that they produce Garda Síochána 
Vetting and all other schedule 2 documents. The person in 
Charge will meet with the group to discuss how this can be 
achieved.  
 

 
 
31 May2013 

 
 
 
 


