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Centre name: 

 
Falcarragh Community Hospital 

 
Centre ID: 

 
0619 

 
Centre address: 
 

 
Falcarragh 
 
Co. Donegal 

 
Telephone number: 

 
074-9135104 

 
Email address: 

 
Geraldine.McLean@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: 

 
Geraldine McLean 

 
Date of inspection: 

 
14 August 2013 

 
Time inspection took place: 

 
Start: 10:15 hrs        Completion: 17:45 hrs 

 
Lead inspector: 

 
Nuala Rafferty  

 
Support inspector: 

 
n/a 

Type of inspection:  Announced                  Unannounced 
 
Number of residents on the 
date of inspection: 

 
 
28 

 
Number of vacancies on the 
date of inspection: 

 
 
7 

 
 

 
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. 
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Summary of compliance with Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This inspection report sets out the findings of a monitoring inspection to: 
 

 follow up matters arising from a previous inspection to ensure that actions 
required of the provider have been taken 

 
 address a specific issue based on information received. 

 
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. The 
inspector met with residents, nominated person on behalf of the provider, person in 
charge and staff members. The inspector observed practices and reviewed 
documentation such as care plans, medical records, policies and procedures and staff 
files. A general inspection of the nursing home environment was also undertaken. 
 
This was the fifth inspection of Falcarragh Community Hospital by the Health 
Information and Quality Authority’s (the Authority) Regulation Directorate and was a 
one day follow-up inspection. The centre was first inspected on 18 August 2010. A 
registration inspection took place on 31 May 2011 and follow up inspection on 3 
March 2012. A monitoring visit was subsequently carried out on 5 November 2012. 
On this visit, the inspector assessed progress in relation to requirements identified to 
be addressed by the provider and person in charge in the previous monitoring visit 
inspection report of 5 November 2012. 
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There were six actions to which improvements were required from the last 
inspection, of these one was satisfactorily addressed, four were partially addressed 
and one not addressed. Those partially or not addressed are reflected again in this 
report. The centre was noted to be tidy and appropriately warm. Residents reported 
that the centre offered a safe and comfortable environment. Resident's privacy and 
dignity was respected and interactions between staff and residents were found to be 
warm and considerate. 
 
As a result of this unannounced inspection improvements were required in areas 
such as risk management policies and procedures and staffing in order to comply 
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 and are outlined in the Action 
Plan at the end of the report. 
 
Outcomes covered on inspection 
 
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 4: Records and documentation to be kept at a designated centre 
 
Some records were not updated and some were time consuming to locate in order to 
be available for review. The inspector asked to review staff training records to 
establish whether all staff had received the requisite mandatory training. The 
inspector was provided with training files and when it was raised that all staff had 
not received training required by legislation it was found that these records were not 
updated. The clinical nurse manager who was replacing the person in charge on this 
inspection visit subsequently reviewed the files to provide the updated information.  
     
On review of medical records it was noted that a record of the residents current 
condition and/or the resident’s updated medical status was not always recorded this 
is further discussed under outcome 11. 
 
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. 
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Outcome 7: Health and Safety and Risk Management 
 
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. 
 
Residents’ bedrooms and communal areas were noted to be tidy. However, on a 
general review of the environment it was noted that many of the en suite toilet and 
shower areas were not clean and the poor level of hygiene in some raised concern 
for the health and safety of both residents and staff with potential for cross infection 
or cross contamination. The inspector was informed that due to staff absences and 
prioritisation of care, the normal complement of household staff was not in place. It 
was further found that the clinical nurse manager with responsibility for oversight of 
infection prevention and control and standards of hygiene within the centre was also 
on leave and instructions given to the sole household person on the day was to, ‘do 
what you can’. 
  
A review of the risk management precautions in place for fire containment was 
required. It was noted that smoke detectors were located in all bedroom and general 
purpose areas and emergency lighting and fire exit signage was provided throughout 
the building, some fire exit doors were found to be warped and smoke seals were 
not provided on all fire doors to ensure they were sufficiently sealed around the 
frame to contain smoke. Doors without intumescent strips included external doors 
and also those used internally to compartmentalise corridors into zoned areas for the 
purpose of horizontal evacuation. Final fire exit doors were not electrically or push 
bar operated and not easy to open. 
 
Information provided and records reviewed showed that all staff (with the exception 
of some on long term leave or who have recently left the service) had attended 
mandatory fire training within the previous 12 month period. In conversation with a 
number of staff it was found that they were clear on their roles and responsibilities in 
relation to the evacuation of residents and familiar with the fire evacuation 
procedures including location of fire panel, response to alarms, use of transfer of 
immobile residents using evacuation sheets and main assembly point. 
 
However, inconsistencies were noted in that all staff were not fully clear on how to 
exit the building using alternative fire exit doors if the main route was not accessible.  
These final fire exits opened onto either side of the building were key locked and the 
key was located on a hook beside the door. However, one key was missing and staff 
were not clear on where they would get a spare key to open the door in an 
emergency. Although a break glass unit with a key was situated beside both exit 
doors staff did not refer to them other than one who admitted a lack of knowledge in 
relation to the use of the units. 
 
This was discussed with the person in charge who came to the centre during the 
inspection although not on duty, and agreed that a review of the content of fire 
training being delivered to staff was required to ensure all aspects of equipment and 
procedures in place on fire management was required to ensure the training was 
fully centre-specific. 
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The person in charge also acknowledged that regular fire drill practices did not take 
place other than during annual training and that this required to be reviewed.  
 
Theme: Effective care and support 
The fundamental principle of effective care and support is that it consistently delivers 
the best achievable outcomes for people using a service within the context of that 
service and resources available to it. This is achieved by using best available national 
and international evidence and ongoing evaluation of service-user outcomes to 
determine the effectiveness of the design and delivery of care and support. How this 
care and support is designed and delivered should meet service users’ assessed needs 
in a timely manner, while balancing the needs of other service users. 
 
Outcome 11: Health and Care Needs 
 
Residents had good access to general practitioner (GP) services. Access to other 
specialist and allied health care services was reported as available and in place to 
meet the diverse care needs of residents. On review of a sample record the inspector 
noted assessments and recommendations recorded by speech and language 
therapist and good transfer of information between the centre and acute hospital 
services. Access to physiotherapy, occupational therapy and dietician were also 
available. Staff were observed interacting with residents in a courteous manner and 
addressing them by their preferred name. Residents were warmly and appropriately 
dressed, clothing was clean, neat with good general presentation.  
 
The arrangements to meet residents’ assessed needs were set out in individual care 
plans. 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. 
 
A sufficient number of care records were not reviewed in order to make a definitive 
judgement on the standard of documentation. On review of one care record it was 
found that residents’ had assessments completed on admission and these 
assessments were updated every three months thereafter. Resident needs were 
identified and each need had a corresponding care plan. Nurses wrote an evaluation 
of care delivered at least daily and this was linked to the care plan in place. 
 
However, on review of a sample number of residents medical records it was noted 
that residents who were admitted for assessment for long term care or on regular 
respite were not all medically reviewed on readmission and in some instances 
between four and six months had elapsed since admission without the residents 
being admitted or medically assessed. It was noted that a system to ensure regular 
and timely medical review of all residents particularly on re admission so that an up-
to-date record of the residents current clinical condition was available on which to 
base signs of clinical improvement or deterioration is required. 
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Theme: Workforce 
The workforce providing a health and social care and support service consists of all the 
people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality, person-centred and safe service. Service providers must be 
able to assure the public, service users and their workforce that everyone working in 
the service is contributing to a high quality safe service. 
 
Outcome 18: Suitable Staffing 
 
The number and skill mix of staff on duty was not appropriate to meet residents’ 
individual and collective needs and supervision and direction for all staff was not in 
place 
 
The Inspector observed good interactions and warm relationships between residents 
and staff and found staff to be knowledgeable of the residents in their care. 
 
On review of the staff rota it was found to be well maintained with all staff that work 
in the centre rostered and identified for day shift. However, on the day of inspection 
there were six staff on unplanned leave. Although annual leave and other 
planned/unplanned staff absences were usually covered from within the existing 
staffing complement, the clinical nurse manager on duty was unable to replace all 
staff that were absent. The manager prioritised the need to ensure safe and suitable 
care to residents and so redeployed staff to direct care duties although this then 
resulted in gaps to other areas such as household staff. 
 
Following prioritisation of care and as a result of staff good will to work additional 
shift hours and to come in whilst on days off, the nurse manager replaced four out of 
the six staff absences in direct care and catering.  
 
The inspector was informed that as a result of the recent incentivised retirement 
schemes, re deployment opportunities and unforeseen extended leave for several 
staff, a relief bank of staff on which management previously relied to cover 
unforeseen absences had been depleted and use of agency cover was not sanctioned 
for use by senior management. 
 
However, the redeployment of staff left other service areas depleted and these have 
a negative impact on the holistic care delivered to residents and have potential 
health and safety implications. As identified under risk management only one 
member of household staff was available to maintain hygiene in the centre. There 
was also a lack of guidance and supervision provided to the staff person by 
management to advise/direct or otherwise ensure an adequate level of hygiene was 
maintained. 
 
It was further noted that staffing of the laundry service has also been reduced on an 
ongoing basis and where previously the laundry was staffed for 39 hours per week, 
since the end of July cover is now intermittently provided by direct care staff from 
the day service for up to three and a half hours daily, a maximum of 17.5 hours per 
week. 
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A full review of staffing to include staffing numbers, skill mix and flexible additional 
resources is required to ensure sufficient and safe staffing levels are planned and 
rostered on an ongoing basis and that arrangements are in place to ensure 
availability of staff replacements for both planned and unplanned leave and other 
contingencies. 
 
Actions reviewed on inspection: 
 
Outcome 4: Records and documentation to be kept at a designated centre 
 
Action required from previous inspection:  
 
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 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. 
 
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. 
 
 
This action was partially addressed. All policies were in the process of being reviewed 
by the centre’s regional quality and risk management group. However, some 
remained in draft form and were not sanctioned for implementation. Those which 
had been reviewed and approved were the provision of information to residents, end 
of life care and admissions policies. 
 
All policies remained generic in nature and content reflected regional strategy that 
was not centre-specific. Policies should be underpinned by localised procedures to 
facilitate practical consistent and safe implementation. In particular the procedures to 
underpin the missing persons policies in place to guide staff requires to be reviewed 
to ensure access to resources such as equipment, additional staff and the processes 
for broadening the search parameters are included. 
 
A directory of residents was in place and was found to meet all of the requirements 
of the legislation and was maintained in a complete manner. 
 
Outcome 7: Health and safety and risk management  
 
Action required from previous inspection:  
 
Risks were identified in relation to the potential for unauthorised persons to gain 
access to the centre where windows were left open and chairs left underneath the 
open windows, the main entrance remains unlocked until late in the evening and 
security measures in place are not always manned to monitor the area.  
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All entrances/exit doors are not linked to the wandering alarm system used to 
monitor the movements of residents with a tendency to wander. The internal garden 
does not have sensor lighting to alert staff if residents go out in the evening/at night 
and there is a potential for injury if residents fall on unlit walkways. 
 
 
This action was partially addressed. Windows in rooms not in use including the 
hairdressers’ room were closed and chairs were removed from the grounds. Sensor 
lights were in place in the internal garden. However, risks in relation to general 
security of the centre remain. For example, the reception area is not manned after 
4pm on Monday to Friday and the front door remains unlocked until late into the 
evening. This issue was discussed with the person in charge who has proposed plans 
for a link door with buzzer access to allow screened visiting access to minimise the 
risks of unauthorised entry to the centre. However, these plans have not yet been 
approved. 
 
Theme: Effective care and support 
 
Outcome 10: Reviewing and improving the quality and safety of care  
 
Action required from previous inspection:  
 
A system to review the quality of life for residents in the centre was not established 
in relation to, for example, activities for residents with cognitive impairment or 
decreased mobility or time spent in bed and chair. 
 
 
This action was partially addressed. The inspector was told that a working group was 
established to review the quality of life of residents with cognitive impairment, 
decreased mobility or who spent long periods in bed or chair. A copy of the draft tool 
devised for use by the group was provided. However audits had not yet commenced. 
 
Outcome 12: Safe and suitable premises 
 
Action required from previous inspection:  
The design and layout of the centre does not fully meet the needs of residents and 
issues previously identified remain outstanding such as:  

 There were more than two residents in multiple-occupancy bedrooms. 
 Shared bedrooms accommodating three residents had one wash-hand basin 

which was below the recommended ratio of one wash-hand basin for every 
two residents. 

 Some areas needed painting and decoration.  
 Other environmental aspects which require review also relate to security of 

the main entrance, lighting in the internal garden, identifying the function of 
all rooms and upgrade of the hairdressing room. 
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This action was partially addressed. Signage to identify the functions of all rooms and 
sensor lighting in the internal garden was in place. However, all other aspects of the 
premises and general environment remain outstanding. Guidance issued by the 
Authority to providers in relation to ensuring facilities meet the Regulations and the 
Authority's Standards by July 2015 should be referenced, to ensure a detailed costed 
and time-framed management plan is devised and enacted. 
 
The timeframe of the plan should be cognisant of the engagement of any 
contractors/works/equipment required and should include all health and safety 
measures to ensure minimisation of any negative impacts on residents during on site 
works. A copy of this management plan is required to be provided to the Authority 
prior to the commencement of any significant works. 
 
Theme: Person-centred care and support                                                             
 
Outcome 16: Residents’ rights, dignity and consultation 
 
Action required from previous inspection:  
 
A consumers’ panel was established in the centre to consult with residents. However, 
evidence of regular meetings and actions taken or measures implemented to improve 
quality of life further to the consultation process was not consistently found. 
 
An activities programme was in place in the centre however evidence that 
meaningful activities were being provider for all residents was not found. 
 
 
This action was partially addressed in that evidence that regular monthly meetings 
were in place for consultation with residents. However, other aspects of the provider 
response due to actioned including provision of evening activities training for 
activities personnel. Meaningful activities for all residents were not in place and it 
was again found that a number of residents who preferred to spend more time in 
their bedrooms were not engaged or provided with any form of stimulation. 
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Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the person in 
charge to report on the inspector’s findings, which highlighted both good practice 
and where improvements were needed.  
 
Acknowledgements 
 
The inspector wishes to acknowledge the cooperation and assistance of the residents 
and staff during the inspection. 
 
Report compiled by:   
 
Nuala Rafferty  
Inspector of Social Services 
Regulation Directorate 
Health Information and Quality Authority 
 
22 August 2013 
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Provider’s response to inspection report ∗ 
 
 
Centre Name: 

 
Falcarragh Community Hospital 

 
Centre ID:  

 
0619 

 
Date of inspection: 

 
14 August 2013 

 
Date of response: 

 
4 October 2013 

 
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 is 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 HSE community hospitals in the area. 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 been completed 
 
All residents’ medical clinical condition on re admission was not reviewed and 
recorded. 
 
 
 
 

                                                 
∗ 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:  
 
Put in place and implement all of the written and operational policies listed in 
Schedule 5 of the Regulations. 
 
Action required:  
 
Review all the written operational policies and procedures of the designated centre 
on the recommendation of the Chief Inspector and at least every three years. 
 
Action required:  
 
Maintain, in a safe and accessible place, a record of the medical, nursing and where 
appropriate, psychiatric condition in respect of each resident at the time of 
admission. 
 
Reference:  

Health Act, 2007 
Regulation 22: Maintenance of Records 
Regulation 27: Operating Policies and Procedures 
Regulation 25: Medical Records 
Standard 32: Register and Residents’ Records 
Standard 29: Management Systems Regulation  
 

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

Timescale: 
 

Provider’s response: 
 
Since inspection on 14 August 2013 the following policies have 
been reviewed signed off and implemented.  
Behaviours That Challenge, Admissions, Communication, 
Complaints, End of Life, Nutrition, Temporary Absence, Missing 
Person.  
 
A specified person within older person's service Donegal has 
been identified to ensure policies are reviewed and updated. 
The remaining policies currently under review will be 
implemented and reviewed within the specified 3 year 
timeframe. All Schedule 5 policies will be localised to Falcarragh 
Community Hospital. 
 
A system to ensure the medical, nursing and psychiatric 
condition of each resident is recorded within 24 to 48 hours 
following admission. For residents who avail of regular respite 
care an entry will be made in the medical notes to denote if the 
resident’s condition is unchanged from the previous admission. 
The person in charge will write to all GP's who attend the centre 
to highlight the inspectors findings.  

 
 
 March 2014  
 
 
 
 
 
 
 
 
 
 
 
 
October 2013 
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Theme: Safe care and support  
 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Fire containment precautions required review to assure residents and staff safety in 
particular in relation to smoke seals and lock mechanisms on internal and final fire 
exit doors. A review of the content of training provided to staff and establishment of 
regular fire practice drills to ensure staff competence in fire evacuation procedures 
was also required.  
 
Action required:  
 
Make adequate arrangements for detecting, containing and extinguishing fires; giving 
warnings of fires; the evacuation of all people in the designated centre and safe 
placement of residents; the maintenance of all fire equipment; reviewing fire 
precautions, and testing fire equipment, at suitable intervals. 
 
Action required:  
 
Make adequate arrangements for reviewing fire precautions, and testing fire 
equipment, at suitable intervals. 
 
Action required:  
 
Provide suitable training for staff in fire prevention. 
 
Action required:  
 
Ensure, by means of fire drills and fire practices at suitable intervals, that the staff 
and, as far as is reasonably practicable, residents, are aware of the procedure to be 
followed in the case of fire, including the procedure for saving life. 
 
Reference:  

Health Act, 2007 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety  
 

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

Timescale: 
 

Provider’s response: 
 
A full review of existing fire system arrangements has been 
undertaken. The actions from the review have gone to tender 
and will be completed by March 2014. 

 
 
March 2014 
 
 
 

 



Page 15 of 23 

A designated fire officer and deputy are in place within the 
centre to perform the required equipment checks and maintain 
the fire register 
                    
Staff training will be reviewed with the external provider to 
ensure all areas of fire prevention are addressed in training 
 
A system of in house fire drills and fire practices will be 
established and a record maintained.  
 

December 2013 
 
 
 
October 2013 
 
 
October 2013 
 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Improvements to systems in place to manage infection prevention and control and 
maintain high levels of cleanliness and hygiene to ensure the safety and well being of 
residents and staff were found to be required where cross infection risks exists. 
 
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
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 including: 

 Infection prevention and control systems including products equipment and 
staffing. 

 Assures staff training and competence in health and safety issues particularly 
infection prevention and control.  

 Establish appropriate procedures and systems to underpin the risk 
management policies to ensure effective and efficient management and 
governance of infection prevention and control measures. 
 

Action required:  
 
Provide training and guidance for staff in infection prevention and control which 
ensures awareness of their responsibility in preventing and controlling infection and 
ensure practice reflects the training provided. 
 
Reference:  

Health Act, 2007 
Regulation 31: Risk Management Procedures 
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: 
 
A Risk Management policy exists within Falcarragh Community 
Hospital, which includes a Health & Safety Statement, a Risk 
Register, HACCP Regulations, Quality Risk & Safety Review 
Group, system of Audit, Review of Incidents, / Accidents & 
Complaints and Infection Control & Schedule 5 Policies and 
Procedures. 
 
We will review the current risk management policy with 
particular regard to infection control. The reviewed control 
systems will be implemented throughout the centre. 
 
An Infection Control link nurse who has received additional 
training in the management of Infection will provide updates to 
all staff.  
 
The person in charge & the management team will review the 
infection control policy and put in place cleaning schedules and 
the recording of same which reflects best practice.  
 
The Clinical Nurse Managers will be tasked with monitoring the 
management of this risk at ward level including the escalation 
of the risk should it be required. 
 
A local escalation protocol will be developed to guide staff to 
manage the risk outlining priorities in the case of short term & 
long term staff shortages.  
 
Nurse managers within the centre who have been provided with 
specific training in both health and safety and infection control 
will have their role and responsibilities clarified and will be 
tasked with providing the person in charge and the registered 
provider with a written action plan to ensure health and safety 
of residents, visitors and staff. 
 

 
 
December 2013 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Risks previously identified on the last inspection in relation to unauthorised entry of 
the centre remain, for example, the reception area is not manned after 4.pm on 
Monday to Friday and the front door remains unlocked until late into the evening. 
 
All entrances/exit doors are not linked to the wandering alarm system used to 
monitor the movements of residents with a tendency to wander.  
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Action required:  
 
Put in place a comprehensive written risk management policy which reflects of all the 
issues identified and implement this throughout the designated centre.  
 
Action required:   
 
Ensure that the risk management policy covers, but is not limited to, the identification 
and assessment of risks throughout the designated centre and the precautions in 
place to control the risks identified.  
 
Action required:  
 
Ensure that the risk management policy covers the precautions in place to control the 
following specified risks: the unexplained absence of a resident; assault; accidental 
injury to residents or staff; aggression and violence; and self-harm.  
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
A Risk Management policy exists within Falcarragh Community 
Hospital, which includes a Health & Safety Statement, a Risk 
Register, HACCP Regulations, Quality Risk & Safety Review 
Group, system of Audit, Review of Incidents, / Accidents & 
Complaints and Infection Control & Schedule 5 policies and 
Procedures. 
 
A visitors log is maintained. 
 
Front door will be secured after 5pm following consultation with 
HSE Fire Officer. An intercom system will be put in place to 
ensure staff give appropriate entry to the centre.  
An additional CCTV camera will be placed at main entrance to 
enable staff to view those wishing to gain entry.  
  
Security will be enhanced when the fire safety works are 
completed in March 2014. 
 

 
 
 March 2014  
 
 
 
 
 
 
 
 
October  
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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:  
 
Although a system is in the process of being established to review the quality of life 
of residents with cognitive impairment, decreased mobility or spent long periods in 
bed or chair and provided a copy of the draft tool devised for use by the group audits 
had not yet commenced. 
 
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: 
 
Since the previous inspection in November 2012 an audit tool 
has been developed to monitor quality of life. The audit tool will 
be signed off and implemented within the centre. This will then 
add to the centre’s current system of monitoring quality of care 
with regular planned audits in areas such as accidents and 
incidents, use of bedrails, care plans and mediation 
management. The frequency of quality of life audit will be 
agreed with service manager and be incorporated in planned 
schedule of audit. 
 
The findings and actions from the audit schedule will be 
included on the providers annual report to the Inspectorate 
  
An action plan following quality of life audit will be developed to 
improve the resident’s experience. This audit will be completed 
each month initially for 6 month period to establish staff 
awareness and to develop a quality improvement plan. 

 
 
December 2013  
 
 
 
 
 
 
 
 
 
 
 
 
January  
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Outcome 11: Health and social care needs 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
A system was not in place to ensure all residents received a full assessment of their 
needs on admission including medical review to provide a basis on which 
determination of clinical improvements or deterioration could be made. 
 
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 appropriate medical care by a medical practitioner of the residents’ choice or 
acceptable to the residents. 
 
Action required:  
 
Facilitate all appropriate health care and support each resident on an individual basis 
to achieve and enjoy the best possible health. 
 
Reference:  

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Regulation 9: Health Care 
Standard 13: Healthcare 
Standard 18: Routines and Expectations 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
  

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

Timescale: 
 

Provider’s response: 
 
A system to ensure the medical, nursing and psychiatric 
condition of each resident is recorded as soon as possible 
following admission has been put in place. 
 
Resident’s GP will be contacted on admission to ensure the 
resident’s medical condition is assessed and recorded within 24-
48 hours. 
 
For residents who avail of regular respite care an entry will be 
made in the medical notes to denote if the resident’s condition 
is unchanged from the previous admission. 

 
 
 October 2013 
 
 
 
 
 
 
 
 
 
 



Page 20 of 23 

A system is in place to ensure a full nursing assessment using 
validated assessment tools is commenced on admission with 
specific timeframes for completion of same. Nursing 
assessments are reviewed for residents on each episode of 
respite care and updated accordingly. Assessments for all 
residents are reviewed every 3 months or more frequently if a 
resident’s condition changes. 
 
A system will be put in place to ensure a full review of resident’s 
medical and nursing needs is undertaken with the resident and 
family every 3 months. 
 
The person in charge has written to all of the GP’s who provide 
medical care to ensure the medical notes are maintained and 
each residents medical care is reviewed at 3 monthly intervals 
or more often if required. 
 

 
 
 
 
 
 
 
 
 
 
 
 
March 2014 

 
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 including; 

 There were more than two residents in multiple-occupancy bedrooms. 
 Shared bedrooms accommodating three residents had one wash-hand basin 

which was below the recommended ratio of one wash-hand basin for every 
two residents. 

 Other environmental aspects which require review also relate to security of the 
main entrance and upgrade of the hairdressing room. 

 Upgrade of fire precautions including repair/replacement of final and internal 
fire doors and installation of smoke seals. 
 

In general all parts of the designated centre required a full maintenance and 
redecoration programme to be initiated.  
 
The provider is aware of the requirement to ensure the premises and environment 
fully meets the Regulations and the Authority’s Standards.  
 
Action required:  
 
Provide suitable premises for the purpose of achieving the aims and objectives set 
out in the statement of purpose, and ensure the location of the premises is 
appropriate to the needs of residents. 
 
Action required:  
 
A management plan is required to ensure the premises meet the full requirements of 
the Regulations and the Authority’s Standards.  
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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. 
 
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 environmental audit has been undertaken to include cleaning 
schedules and decor refurbishments. An action plan is 
developed and will be implemented in a timely manner. 
 
A management plan will be developed to ensure that the 
premises meet the full requirements of the Health Act 2007 and 
the National Quality Standards for Residential Care Settings for 
Older People in Ireland. 
 
A full review of existing fire system arrangements has been 
undertaken. The actions from the review have gone to tender 
and will be completed by March 2014. 
 
The interior of the building will be decorated following the 
completion of planned fire safety work by March 2014. 
 

 
 
 April 2014   
 
 
 
June 2014 
 
 
 
 
March 2014 
 
 
 
June 2014 

 
Theme: Person-centred care and support                                                              
 
Outcome 16: Residents’ rights, dignity and consultation 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
An activities programme was in place in the centre. However evidence that 
meaningful activities were being provider for all residents was not found. 
 
Action required:  
 
Provide facilities for the occupation and recreation of each resident with meaningful 
activities for all residents including those with limited cognitive or physical abilities. 
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Reference:  
Health Act, 2007 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Standard 2: Consultation and Participation  
Standard 18: Routines and Expectations 
 

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

Timescale: 
 

Provider’s response: 
 
Continue to develop and enhance the existing activities 
programme. Since inspection activities personnel have visited a 
neighbouring centre which has been acknowledged by HIQA as 
having good practices in this area. These practices will be 
implemented within the centre. 
 
Activities personnel are compiling a “My day my way “profile for 
each resident in partnership with resident’s families to ensure 
activities are meaningful for each resident. 
A social care plan will be devised for each resident including 
those with limited cognitive and physical abilities. 
 

 
 
 December 2013  
 
 
 
 
 
January 2014 

 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Staffing levels and skill mix levels were not in accordance with best practice 
guidelines to meet resident’s individual and collective needs. 
 
Robust governance arrangements to ensure the supervision of all staff were not 
found.  
 
Suitable and sufficient cover for planned and unplanned leave/absences was not in 
place.  
 
Action required:  
 
Carry out a review of current staffing and ensure that the numbers and skill mix of 
staff are appropriate to the assessed needs of residents, and the size and layout of 
the designated centre. 
 
Such review to include staffing numbers, skill mix and flexible additional resources is 
required to ensure sufficient and safe staffing levels are planned and rostered on an 
ongoing basis and that arrangements are in place to ensure availability of staff 
replacements for both planned and unplanned leave and other contingencies. 
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Action required:  
 
Ensure that the numbers and skill mix of staff are appropriate to the assessed needs 
of residents, and the size and layout of the designated centre. 
 
Action required:  
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
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: 
 
A review of staffing will be undertaken to include skill mix, 
dependency and bed occupancy. A report on the outcome of 
this review will be provided to the inspector.  
 
The Person in charge/ Deputy will complete a risk assessment 
when staff levels fall below the agreed levels identified within 
the review undertaken. This risk will be escalated to the 
provider with a recommendation that additional staff are 
provided for a specified period of time. 
 
 An "escalation guideline" is in place to guide management 
within the centre on actions to be taken in the event of 
increased levels of staff unplanned leave. This includes a 
contingency to outsource laundry to an external provider there 
by reducing potential infection control risks 
 
Clinical Nurse Managers within the centre will be directed to 
ensure 50% of time is spent on the wards providing supervision 
and direction to staff pertinent to their role. 
 
Infection control issues will be addressed at all nursing/HCA 
handovers. 
 
A midday nursing progress/update will be introduced to the 
clinical nurse managers to ensure staff resources are directed to 
provide best outcomes for residents. This will ensure the 
strengthening of ward management arrangements  
 

 
 
October 2013  
 
 
 
November 2013 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
October 2013 

 


