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Centre name: 

 
Ramelton Community Hospital 

 
Centre ID: 

 
0615 

Centre address: 

 
Ramelton 
 
Letterkenny, Co. Donegal 

 
Telephone number:  

 
074-9151049 

 
Email address: 

 
Philomenak.gallagher@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: 

 
Philomena Gallagher 

 
Date of inspection: 

 
6 and 7 November 2012 

Time inspection took place: 
 
Day-1 Start: 16:30 hrs Completion: 18:45 hrs 
Day-2 Start: 09:15 hrs Completion: 15:30 hrs    

 
Lead inspector: 

 
Nuala Rafferty 

 
Support inspector: 

 
N/A 

 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 

  
 
23 + 1 in hospital         

 
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 
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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 
well-being of residents 

 
The findings of all monitoring inspections are set out under a maximum of 18 
outcome statements. The outcomes inspected against are dependent on the purpose 
of the inspection. Where a monitoring inspection is to inform a decision to register or 
to renew the registration of a designated centre, all 18 outcomes are inspected.  
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Summary of compliance with the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This inspection report sets out the findings of a monitoring inspection, in which 10 of 
the 18 outcomes were inspected against. The purpose of the inspection was: 
 

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

 
The table below sets out the outcomes that were inspected against on this 
inspection.  
 
Outcome 1: Statement of Purpose   
Outcome 2: Contract for the Provision of Services 
Outcome 3: Suitable Person in Charge 
Outcome 4: Records and documentation to be kept at a designated centres  
Outcome 5: Absence of the person in charge  
Outcome 6: Safeguarding and Safety 
Outcome 7: Health and Safety and Risk Management 
Outcome 8: Medication Management 
Outcome 9: Notification of Incidents 
Outcome 10: Reviewing and improving the quality and safety of care 
Outcome 11: Health and Social Care Needs 
Outcome 12: Safe and Suitable Premises 
Outcome 13: Complaints procedures                 
Outcome 14: End of Life Care 
Outcome 15: Food and Nutrition 
Outcome 16: Residents’ Rights, Dignity and Consultation   
Outcome 17: Residents’ clothing and personal property and possessions 
Outcome 18: Suitable Staffing 
 
This monitoring inspection was unannounced and took place over two days. As part 
of the monitoring inspection the inspector met with residents and staff members. 
Inspectors observed practices and reviewed documentation such as care plans, 
medical records, policies and procedures and staff files.  
 
The inspector assessed the progress in relation to three requirements with four 
actions identified to be addressed by the provider and person in charge in the 
previous follow-up inspection report of 3 February 2012. The key non-compliances at 
that inspection related to outstanding fire issues and provision of a fire safety 
compliance certificate, ensuring the centre has all of the policies and procedures 
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required by Schedule 5 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). Establishing 
and implementing a plan to ensure the centre’s environment meets the Regulations 
and the National Quality Standards for Residential Care Settings for Older People in 
Ireland going forward and maintaining records/documentation in relation to 
recruitment.  
 
On this visit it was found that the provider and person in charge had progressed all 
of the works required to ensure all issues relating to fire were addressed and a fire 
safety certificate was attained. Progress was also found to have been made on the 
policies and procedures and maintenance of records and documentation.  
 
There was a good governance structure in place. The residents told the inspector 
they felt safe living in the centre. Staffing levels and skill mix was good. 
The centre was noted to be clean and appropriately warm. Some residents were 
sitting in communal areas although many were in their rooms. Staff were friendly 
and welcoming and were observed to be available to residents when they needed 
assistance. Interactions between staff and residents were noted to be positive with 
staff taking time to talk and chat as they went about their duties. 
 
The Action Plan at the end of this report identifies areas where improvements are 
needed to meet the requirements of the Regulations and the Authority's Standards.   
 
Section 41(1)(c) of the Health Act 2007  
Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older People 
in Ireland.  
 
Theme: Governance, Leadership and Management 
Effective governance, leadership and management, in keeping with the size and 
complexity of the service, are fundamental prerequisites for the sustainable delivery of 
safe, effective person-centred care and support. 
 
Outcome 1  
There is a written statement of purpose that accurately describes the service that is 
provided in the centre. The services and facilities outlined in the Statement of Purpose, 
and the manner in which care is provided, reflect the diverse needs of residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 
Action(s) required from previous inspection:  
 
The action(s) required from the previous inspection were satisfactorily implemented.  
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Inspection findings 
 
Further to the registration of the centre and the follow up inspection in February 
2012, the statement of purpose is required to include the details and conditions of 
registration. A revised statement of purpose was viewed at the conclusion of the 
inspection and was found to contain all of the information as required by the 
Regulations.  
 
Outcome 3 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The person in charge was found to be aware of her role and responsibilities and was 
involved in the day-to-day operational management and governance of the centre.  
This was evidenced by the commitment shown to progress the actions required 
further to the registration and follow up inspections and the ongoing review of 
standards of care delivery through audits of clinical practice and promoting 
continuous development through education and training for staff. Staff training in 
medication management was identified as a priority alongside a change in 
medication administration with the introduction of a new system from the pharmacy. 
It is intended to provide staff with on line access to training in medication 
therapeutics to facilitate continuous learning. 
 
In conversation with residents the inspector was told they felt comfortable bringing 
any issues they had to her attention. Staff said they were supported in their role and 
guidance was provided on an ongoing 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). 
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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.  
 
Records in relation to residents (Schedule 3)  
 
Substantial compliance                                  Improvements required*                 
 
Not all of the records required under Schedule 3 of the Regulations were reviewed on 
this inspection. However, of those reviewed they were found to be substantially 
compliant. 
 
General Records (Schedule 4) 
 
Substantial compliance                                  Improvements required*        
               
Some of the records as required by Schedule 4 of the Regulations were reviewed 
during this inspection and included procedures to be followed in the event of a fire, 
health and safety, nursing documentation including care plans and medication 
administration sheets and prescriptions. Some improvements were found to be 
required and are outlined below under Outcomes 7 and Outcome 8. 
 
Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                                 Improvements required*         
 
All policies and procedures as required under Schedule 5 of the Regulations were 
available in the centre. Some remain in draft format and are awaiting sign off by the 
regional policies and procedures group. In discussion with the person in charge it was 
found that all policies and procedures relate to all of the Health Service Executive 
community hospitals in the area and are general rather than centre-specific in detail. 
All require to be signed off by the regional group with responsibility for devising them 
prior to being implemented. It was also noted that many of the policies and procedures 
were implemented within the preceding three years and were now due for review.        
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Directory of Residents 
 
Substantial compliance                                  Improvements required*                 
 
The directory of residents as required under Regulation 23 was discussed with the 
person in charge during the inspection and all the information required to be 
maintained was found to be available in electronic format in other forms of 
documentation such as notifications to the Authority. Residents’ demographic details 
were available in their nursing and medical documentation and next of kin or general 
practitioner details could be located on care plans. 
 
However, an actual directory either in electronic or handwritten format was not 
established as per Regulation 23 which requires that a record of the matters as listed 
in Schedule 3 of the Regulations be maintained in the directory of residents and 
therefore the inspector formed the judgement that the centre was not fully meeting 
the requirements of the regulation. 
 
Staffing Records 
 
Substantial compliance                                  Improvements required*                 
 
Medical Records 
 
Substantial compliance                                  Improvements required*                 
 
Insurance Cover 
 
Substantial compliance                                  Improvements required*                 
 
 
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 
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Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The centre was found to be safe and secure. The entrance and exit doors were 
secure yet accessible to residents. All were linked to a key pad system which ensures 
the doors remain locked and access is attained by visitors only in the evening and at 
night when staff respond to the door bell. All exit doors are also linked to the alert 
system used where required and agreed for residents exhibiting wandering behaviour 
and at risk of exiting the centre without staff knowledge. Closed circuit television 
(CCTV) was in use in the external grounds and internally in communal areas. 
 
In conversation with some members of staff it was found they were aware of their 
responsibilities in relation to reporting allegations or suspected instances of abuse 
and were knowledgeable of the signs of potential abuse. Residents spoken too all 
expressed feeling safe in the centre and could tell the inspector who they would go 
to if they had any complaints or concerns.  
 
Outcome 7 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems  
 
Action(s) required from previous inspection:   
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
It was found that overall, systems and practices in place promoted the health and 
safety of residents, visitors and staff. There were measures in place for the 
management of a range of risk situations with CCTV for security and emergency 
plans to cover events such as power failure, flood, fire or adverse weather 
conditions. Staff spoken to were familiar with the emergency plan and knew who to 
contact and what to do in the event of an emergency. 
 
Staff endeavoured to maintain the premises to the best of their ability although it 
was noted that the premises required a substantial upgrade in terms of maintenance 
this is reflected in more detail under Outcome 12 below. 
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The centre was free of clutter and all corridors, communal areas, fire exits and 
escape routes were clear and where necessary clearly signed. Aides such as grab 
rails and safe flooring to assist resident’s safe mobility and movement in the centre 
were also available. 
 
The environment was noted to be clean and there were measures in place to control 
and prevent infection. Staff had received training in infection control and could 
explain the procedures in place to control infection and management of blood 
spillage. A member of the housekeeping staff was able to describe the cleaning 
systems in place and how these worked in practice.  
 
The inspector found that staff were aware of the procedures to follow in the event of 
fire and said they attended regular fire drills. There were records to indicate that 
staff training on fire prevention and procedures had been provided and that the 
majority of staff had already attended training delivered. Records were maintained 
regarding the servicing of fire equipment, the fire alarm system and fire officer’s 
visits. 
 
Work identified by the fire safety officer as being required was completed and a fire 
certificate from a suitably qualified person confirming the building meets all the 
statutory requirements was available. 
 
Outcome 8 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Medication management was reviewed during the inspection. The inspector observed 
a nurse administering medication to residents and found it complied with best 
practice. The prescription and administration records were updated to record the 
most recent prescription and administration of medication. 
 
A policy to manage all aspects of medication from ordering, prescribing, storing and 
administering was available and reflective of the practices in the centre.  
 
Controlled drugs were stored safely in a double locked cupboard and stock levels 
were recorded at the end of each shift in a register in keeping with the Misuse of 
Drugs (Safe Custody) Regulations, 1982. A list of the names and a copy of the 
signatures of all nurses involved in administration of medication was maintained.  
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Medication audits were carried out and good arrangements were in place with the 
pharmacist. However, some improvements in relation to prescribing and 
administration practices were found to be required and included: 

 potential or known allergic responses to certain medications were not 
documented on the medication sheets. For example, several residents with no 
known allergies and in the case of one resident with an allergy to a specific 
analgesic medication these were not included in the medication prescription 
sheet 

 the maximum doses of PRN (as required) medications to be administered in a 
24 hour period were not identified in all cases 

 discontinued drugs did not always contain the signature of the general 
practitioner (GP) 

 it was also noted that where drugs were not being administered to residents 
for a period of time the specific reason for withholding the drug was not 
documented on the administration record as required by the centre policy. 

 
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  
 
Action(s) required from previous inspection:   
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
Systems to support and promote the delivery of quality care to residents as required 
under Regulation 35 and Standard 30 were found to be established. These included 
collation of data for quality monitoring and continuous improvement. Audits of 
clinical practice such as falls, use of restraint measures medication errors and 
infection prevention and control were ongoing to assist in the evaluation of the 
standard of care currently delivered to residents in the centre. However, it was noted 
that although regular reviews were conducted to determine the safety of care 
delivered to residents, quality of life reviews were not in place to assess the quality 
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of daily life for residents in the centre particularly those residents with cognitive 
impairment and/or who spend most of their time in bed/chair.  
 
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:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Residents’ general health and well being was found to be maintained. 
 
Over the course of the two day inspection, access to other allied health 
professionals, primary care services and general practitioner (GP) services were 
found to be available and where required accessible for advice, review and treatment 
for residents in the centre. However, it was found that all reviews by the GP and 
allied health professionals were not documented in the clinical files relating to the 
resident. 
 
The arrangements to meet residents’ assessed needs were set out in individual care 
plans. Each resident had a care plan completed. A variety of assessment tools were 
used to evaluate residents’ progress and to assess levels of risk for deterioration. For 
example, vulnerability to falls, dependency levels, nutritional risk assessment, 
pressure related skin damage risk assessment and moving and handling 
assessments. 
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Each staff nurse was given responsibility for updating care plans for a group of 
residents. Residents nursing documentation including all care plans and assessments 
are maintained in electronic format. The inspector reviewed nursing documentation 
in relation to a sample number of residents. These were discussed with the nursing 
staff on duty. It was found that improvements were required. Care plans were not 
person centred in that the templates were generic and aspects which reflect person-
centred care such as referencing residents’ personal preference were not included.  
A care plan was not found to be in place for every identified need and in the case of 
one resident it was noted that care plans were not reflective of this admission. 
 
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:  
 
Bedroom doors and the double kitchen doors had not been repaired or replaced to 
close flush with door frames.  
 
Hand/support rails were not provided appropriately and as agreed.  
 
Floor covering not replaced. 
 
Replacement of missing tiles in toilets, bathrooms and sluice room. 
 
Screens from where three bed spaces were reduced to two was not completed  
 
Warped doors in bedrooms and the kitchen were unable to close adequately.  
 
Wooden shelving in clinical rooms and wardrobes in bedrooms had not been replaced 
or repaired. 
 
Missing floor tiles and floor covering.  
 
Toilet facility in one room to be renovated. 
 
Shower in the male toilet to be re-instated.  
 
Chipped enamel on the high stationary bath.  
 
The bathroom door had not been fitted with a lock. 
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Bedroom and wardrobe doors were not yet addressed to ensure they closed 
adequately.  
 
Single rooms that were small in size and less than 9.3 metre square were referred to 
the estates department for review and plan agreed with registered provider.  
 
The sluice room was poorly ventilated and in general disrepair.  
 
Renovation of the laundry is to be included in Minor Capital 2012.  
 
Cracked window pane in oratory was not replaced. 
 
The Courtyard Sitting Room Floor and ventilation work are to be included in Minor 
Capital 2012. 
 
 
Inspection findings 
 
In the response to the actions required further to the registration inspection under 
this outcome, the provider outlined a planned approach specifying areas for 
improvement within certain timeframes. Further to the follow-up inspection an 
update on the plan was requested and provided. During this visit the updated action 
plan was reviewed and the following noted: 
 
Action identified - A plan of repairs and redecoration will be agreed and put in place. 
Lennon Room to be painted. Room 22 - revamped. 
 
Finding on inspection - room 22 is not currently in use as the planned refurbishment 
has not yet been completed. 
 
Action identified - Missing tiles to be replaced in toilets, bathrooms and sluice room.  
 
Finding on inspection - Not commenced. 
 
Action identified - Screens to be changed to suit two-bedded rooms.  
 
Finding on inspection - this action was fully completed. 
 
Action identified - Wardrobes need replacing/repair.  
 
Finding on inspection – not commenced. 
 
Action identified - Toilet facility in Room 37 to be renovated.  
 
Finding on inspection – not commenced. 
 
Action identified - Lock to be fitted on bathroom door.  
 
Finding on inspection - same replaced.  
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Action identified - Sixteen single rooms do not meet 9.3 meter square standard. 
Estates Department to produce plan to meet the Authority's Standards by December 
2012. 
 
Finding on inspection - timeframe for production of a plan to address this issue had 
not elapsed at the time of this inspection. 
 
Action identified - Sluice Room needs refurbishment.  
 
Finding on inspection - not commenced. This work is scheduled to be part of minor 
capital plan 2013. 
 
Action identified - Lock for Laundry Door.  
 
Finding on inspection - same fitted.  
 
Action identified - Cracked window pane in oratory needs replacing.  
 
Finding on inspection - not replaced. 
 
Action identified - Segregation of clean and dirty laundry in the laundry. Renovations 
on Minor Capital 2012/2013.   
 
Finding on inspection - a sink was installed, funding for further renovations identified 
for 2012/2013. Works not commenced. 
 
Action identified - Provide adequate sitting, recreational and dining space separate to 
the residents' private accommodation.  
  
Updated response - Review of current dining times to facilitate two separate meal 
sittings. Meal times running with no problems noted. Continuous monitoring around 
same. 
 
Finding on inspection - two sittings at meal times were found to be in place. Some 
residents continue to have their meals in the sitting rooms the inspector was told this 
was their choice.  
 
Action identified - Two sitting rooms and family room provided. 
 
Finding on inspection - two sitting rooms for residents and a separate family room 
with en suite toilet and access to a small kitchenette next door was provided. 
 
Action identified - Provide and maintain external grounds which are suitable for and 
safe for use by residents.  
 
Finding on inspection – during this visit the garden was found to be well maintained 
and free of clutter. Although external lighting is not provided light from the sitting 
rooms, bedrooms and staff room encircling the area provided an element of light on 
some parts of the garden for residents when accompanied. 
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Action identified - Provide a sufficient number of toilets having regard to the number 
of dependent residents in the home. Three wheelchair toilets provided and four 
toilets available. 
 
Finding on inspection - the inspector was informed that of the total number of toilets 
and showers available (excluding en suites), one toilet-cum-shower room and one 
separate toilet, which are located in close proximity to the day area, are shared with 
people who attend the day service with approximately 20 day service places 
available. This has the potential to negatively impact on residents in the centre and 
an assessment of such an impact is required. 
 
Action identified - Replace or repair wooden shelving and wardrobes.  
 
Finding on inspection – not completed- wardrobes not replaced. 
 
Action identified - Wooden shelving in treatment room will be replaced  
 
Finding on inspection – completed.  
 
Action identified - Bathroom and sluice room shelving - will be undertaken when 
sluice room is being renovated. 
 
Finding on inspection – not commenced. 
 
Action identified - Bedroom doors need to be replaced as they are not closing.  
 
Finding on inspection – not replaced. This work is scheduled to be part of minor 
capital plan 2013. 
 
Action identified - Kitchen doors need to be replaced.  
 
Finding on Inspection – completed. 
 
Action identified - Handrails to be provided on all corridors.  
 
Finding on inspection – not completed. 
 
Action identified - Grab rails for new shower room, existing bath and bathroom to be 
provided. Shower to be re installed in male toilet and bathroom. Chipped enamel on 
high stationary bath to be addressed. Provide sufficient numbers of baths and 
showers fitted with hot and cold water supply.  
 
Finding on inspection – not commenced. 
 
Action identified -Floor covering throughout building to be replaced - courtyard room 
and day hospital corridor, several bedrooms and long corridor on ward.  
 
Finding on inspection – not commenced. This work is scheduled to be part of minor 
capital plan 2013. 
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It was noted that some improvements in relation to the design and layout of the 
centre to meet residents needs were made, these included provision of a family room 
with access to kitchenette facilities and en suite toilet. This room was identified as 
one for use by relatives of residents who were acutely ill or receiving end of life or 
comfort care measures. A reminiscence room which was decorated to reflect times 
past with pictures reflecting the 20’s, 30’s and 40’s a turf fire set in the fireplace, old 
radio asset and other items that reflect the earlier life of the residents was provided 
 
However, it was also noted that the premises required a full maintenance review with 
all of the centre needing painting and decoration. Skirting boards were found to be 
extensively scuffed with many down to the bare wood and very worn, doors and 
walls were also found to be extensively marked with wood and plaster chipped, 
damaged or flaking. Despite the best efforts of the person in charge and staff to 
maintain the centre and present a clean bright and domestic appearance, the lack of 
maintenance inhibits their progress 
 
The provider’s response to the action plan included in the last inspection report 
stated that plans to address the issues of the centre’s design and layout to meet the 
Regulations and the Authority's Standards by 2015 were included in the minor capital 
budget for 2012/2013.  A plan to address the outstanding environment issues from 
the registration and subsequent inspection is due from the provider at the end of 
2012. 
 
Theme: Workforce 
The workforce providing a health and social care and support service consists of all the 
people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality, person-centred and safe service. Service providers must be 
able to assure the public, service users and their workforce that everyone working in 
the service is contributing to a high quality safe service. 
 
Outcome 18 
There are appropriate staff numbers and skill mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
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Inspection findings 
 
The inspector found that at the time of this inspection, the levels and skill mix of 
staff were sufficient to meet the needs of residents. Inspectors checked the staff rota 
and found that it was maintained with all staff that work in the centre rostered and 
identified. Annual leave and other planned/unplanned staff absences were covered 
from within the existing staffing complement. The inspector observed staff and 
residents interactions and found that staff were respectful patient and attentive to 
residents needs.  
 
Residents interviewed were complimentary of the staff team and commented on their 
caring nature. They reported that staff were always available to provide the help and 
assistance they needed.  
 
Staff morale was found to be good. From discussions with staff, the inspector found 
them to be confident, well informed and knowledgeable of their roles, responsibilities 
regarding residential care. They confirmed that they were assisted to carry out their 
work by the person in charge saying she was approachable and supportive. 
 
There was evidence that staff had access to education and training and were 
supervised. The person in charge had devised a training plan for 2012 and a record 
of all the training participated in by staff had been maintained. Training had been 
provided in relation to fire safety and prevention, first aid and basic life support, 
infection prevention and control, dementia care and protection of residents from 
abuse. 
 
 
Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the, the person 
in charge to report on the inspectors’ findings, which highlighted both good practice 
and where improvements were needed.  
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Provider’s response to inspection report ∗ 
 

 
Centre Name: 

 
Ramelton Community Hospital  

 
Centre ID:  

 
0615  

 
Date of inspection: 

 
6 and 7 November 2012 

 
Date of response: 

 
19 December 2012 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care Settings for Older People in Ireland. 
 
Theme: Governance, Leadership and Management 
 
Outcome 4: Records and documentation to be kept at a designated centre 
The provider failing to comply with a regulatory requirement in the 
following respect:  
 
All of the policies and procedures required to be maintained in the centre under 
Schedule 5 of the Regulations were found to be in place. However, all were generic 
to the Health Service Executive community hospitals in the area and not centre 
specific also some remained in draft form and were not signed off as being 
implemented by the regional group with responsibility for same. It was also found 
that many of the policies were implemented for over three years and were due for 
review but the review process had not commenced. 
 
Action required:  
 
Put in place and implement all of the written and operational policies listed in 
Schedule 5 of the Regulations.  
 

                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Action Plan 
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Action required:  
 
Review all the written operational policies and procedures of the designated centre 
on the recommendation of the Chief Inspector and at least every three years.  
 
Reference:    

Health Act, 2007 
Regulation 27: Operating Policies and Procedures 
Standard 29: Management Systems 
 

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

Timescale: 
 

Provider’s response: 
 
All Policies and Procedures will be reviewed and updated and 
those in draft form will be signed off and implemented. 
 

 
 
30/04/2013 

 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Although all of the information relating to residents was available in other forms of 
documentation a directory of residents was not established or being maintained in 
the centre as required under Regulation 23. 
 
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:  
 
Ensure that the directory of residents includes the information specified in Schedule 3 
of the Regulations.  
 
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 
 

 



Page 20 of 24 

 

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

Timescale: 
 

Provider’s response: 
 
Residents Admission Book has been ordered and we will 
commence using this book on receipt of same. 
 

 
 
31/01/2013 

 
Outcome 8: Medication management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Medication prescribing and administration practices required to be improved in 
relation to the documentation of potential or known allergic responses; maximum 
doses of PRN (as required) medications to be administered in a 24 hour period,  
discontinued drugs did not always contain the signature of the GP, the specific reason 
for withholding the drug was not documented on the administration record as 
required by the centre policy. 
 
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:  
 
Ensure that the medication policies are continuously reviewed to reference current 
best practice and they are implemented in full throughout the centre. 
 
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: 
 
Staff are aware of policies and procedures relating to medication 
Management e.g. Medication Management Policies, An Bord 
Altranais guidance on Medication Management. All nurses will 
read this report and through meetings will be made aware of the 
requirement to accurately record on medication Kardexes, and to 
adhere to all points highlighted in report. Letters have been sent 
to all GPs informing them of all requirements when prescribing a 
medication and signing off when a medication is completed etc.   

 
 
30/01/2013 
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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:  
 
A system to review the quality of life for residents in the centre was not established 
in relation to activities for residents with cognitive impairment or decreased mobility 
or time spent in bed and chair. 
 
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:  
 
Establish and maintain a system for improving the quality of care provided at, and 
the quality of life of residents in, the designated centre. 
 
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: 
 
Audits are completed at regular periods. Any concerns from same 
will be recorded and auctioned. A working group has been set up 
to devise a Quality of Life Audit for Community Hospitals, to 
include looking at residents with cognitive impairment and/or 
who spend a lot of time in bed/chair. Each resident has a Social 
assessments completed on admission, which documents the 
residents interests and wishes, functional, cognitive and 
psychosocial ability. Satisfaction survey and residents focus 
groups are held monthly. Relatives are consulted where a 
resident is unable to communicate, to find out what interests the 
residents had prior to admission to hospital. Weekly performance 
indicators are completed. Sonas sessions are held weekly, 
residents also participate in the ACT programme. Some activities 
are carried out in groups, others on a one to one basis. Sing-
songs, playing music, reading aloud from the newspapers/books, 
reciting poetry, are all included in the activities on a daily basis. 
Memory boxes are filled for residents with cognitive impairment, 
which reflect interests, what they worked at in their lives prior to 

 
 
31/03/2013 
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illness and hospitalisation. Family members are involved in the 
putting together of the memory boxes, they supply old 
photographs, other items of interest from the residents past. 
Memory books are also put together by the activities person and 
the relatives of the resident with dementia/cognitive impairment. 
These prove very useful if the resident becomes agitated or 
upset, if they go through the box or book it often helps to 
alleviate their agitation, when they look at pictures etc, which 
they can relate too. The reminiscence room is also used by the 
activities person who brings individuals or small groups there to 
browse through old photographs and to reminisce about times 
gone by. A Personal Calendar of Important Dates, is now being 
completed for all residents. It provides a means for recording 
dates which are important to the resident, for example, a 
birthday to celebrate, or dates which make them feel sad, for 
example, anniversary of the death of a spouse.    
 
 
Outcome 11: Health and social care needs 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
All care plans in place were not sufficiently specific to manage the needs of the 
residents appropriately particularly care plans in place to manage indwelling catheters 
and medication. 
 
Care plans for every identified need was not in place for all residents. For example, 
care plans to manage short term needs such as acute infections. 
 
All care plans were not revised as required by residents changing needs such as a 
mobility care plan which identified the need to assist the resident with short walks. 
However, the resident had a below knee scotch plaster and was unable to mobilise. 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Action required:  
 
Keep each resident’s care plan under formal view as required by the resident’s 
changing needs or circumstances, and no less frequent than at three-monthly 
intervals. 
 
Action required:  
 
Provide a high standard of evidence-based nursing practice. 
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Reference:   
Health Act, 2007 

                  Regulation 8: Assessment and Care Plan 
 Regulation 6: General Welfare and Protection 

                  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: 
 
All nurses are aware of the requirement to commence a care plan 
on each Resident on admission. More person-centred care 
planning is required, training will be organised around this next 
year, at a date yet to be confirmed. Discussion with 
resident/relative always takes place regarding their care and any 
issues are addressed in a timely fashion. Through 
meetings/handovers nurses will be advised on how to compile a 
more person-centred care plan on each resident, to include 
residents personal preference. A move from clinical recording to 
a more personalised care plan can be difficult for some nurses, 
but through guidance and further training, it will be achieved.    
 

 
 
30/07/2013 

 
Outcome 12: Safe and suitable premises 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The design and layout of the centre does not fully meet the needs of residents and 
issues previously identified remain outstanding as identified in the main body of this 
report under Outcome 12. 
 
Action required:  
 
Provide a plan in a timely manner to the Chief Inspector that outlines how 
accommodation and facilities for residents will be provided in accordance with the 
Regulations and the Authority's Standards. 
 
Action required:  
 
Keep all parts of the designated centre clean and suitably decorated. Carry out a full 
review of the premises and redecorate the areas that need redecoration in a timely 
manner. 
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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: 
 
Works required have been included in Minor Capitals for 2013 
and will be carried out depending on available funding, this 
includes: 
Replacement of bedroom doors 
Hand/support rails on all corridors 
Replacement of floor covering 
New wardrobes for bedrooms 
Renovation of toilet facility in one bedroom 
Renovation of shower room 
Renovation of sluice room 
Renovation of laundry 
Replacement of window pane in Oratory 
Single rooms small in size, less than 9.3 metre square, review by 
Estates and plan to be agreed with registered provider. 
 

 
 
December 2013 

 
 
 
Any comments the provider may wish to make1: 
 
 
Provider’s response: 
 
None received 
 
 
Provider’s name: Kieran Doherty 
Date: 17 January 2013 
 

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


