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Centre name: 

 
St. Joseph's Community Hospital Stranorlar 

 
Centre ID: 

 
0625 

Centre address: 

 
Mullinadrait 
 
Stranorlar  
 
Co. Donegal 

 
Telephone number:  

 
074-9131038 

 
Email address: 

 
Cathy.thatcher@hse.ie 

 
Type of centre: 

 
Private          Voluntary           Public

 
Registered provider: 

 
Health Service Executive (HSE) 

 
Person authorised to act on 
behalf of the provider: 

 
 
Kieran Doherty

 
Person in charge: 

 
Cathy Thatcher (Application in Progress)  

 
Date of inspection: 

 
11 April 2013 

Time inspection took place:  
Start: 09:15 hrs   Completion: 16:45 hrs 

 
Lead inspector: 

 
Geraldine Jolley 

 
Support inspector: 

 
Bríd McGoldrick 

 
Type of inspection  

 
 announced    unannounced   

 
Number of residents on the 
date of inspection: 

 
 
60 

 
Number of vacancies on the 
date of inspection: 

 
 
18 

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

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

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

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

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

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

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

 
The findings of all monitoring inspections are set out under a maximum of 18 
outcome statements. The outcomes inspected against are dependent on the purpose 
of the inspection. Where a monitoring inspection is to inform a decision to register or 
to renew the registration of a designated centre, all 18 outcomes are inspected.  
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Summary of compliance with the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This inspection report sets out the findings of a monitoring inspection, in which 12 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 one day. It was 
the sixth inspection of the centre undertaken by the Authority and the inspectors 
reviewed ongoing 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, reviewed the changes in the staff complement due to the departure of the 
person in charge and retirements and the actions taken during an outbreak of 
influenza in March 2013.  
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The inspectors identified, during the inspection of another community hospital in the 
area (Carndonagh Community Hospital), that the procedures for the admission and 
discharge of residents between the two centres was not in accordance with good 
practice and did not fully protect residents and this aspect of practice was examined 
as a priority during this inspection.  
 
Some of the actions taken to address regulatory failures outlined in previous action 
plans were reviewed. During the last inspection conducted on 12 August 2012 the 
inspectors identified 31 areas of non compliance. These included poor management 
of a residents behaviour that did provide adequate protection for all residents, 
deficient risk management procedures that did not ensure the safety of residents, 
staff and visitors, premises problems including poor signage and standards of 
decoration and inadequate training for staff in the statutory topics of elder abuse and 
moving and handling. Actions that were not reviewed are identified in this report and 
outlined in the action plan so that an update on progress can be supplied by the 
provider and person in charge. 
 
During this inspection the inspectors met with residents, relatives and staff members. 
The delivery of care and supervision of residents was observed and documentation 
such as care plans, medical records, staff rotas, policies and procedures and some 
areas of the premises were inspected. 
 
There were 60 residents accommodated during the inspection including 12 residents 
accommodated in the Woodville unit which is dedicated to dementia care. The centre 
provides care to a resident group with a wide range of complex needs including 
residents who need rehabilitation, convalescent or palliative care and residents with 
brain injury. The inspectors noted the substiantial level of admission and discharge 
activity related to short-term respite, convalescent and palliative care. The 
information provided to inspectors conveyed that there has been a significant 
increase in admission and discharge activity in the last four years from 2009 despite 
a reduction in the number of residents accommodated from 91 to 75 and under over 
the same period. During 2012 there were 724 admissions of which 133 were for 
assessment purposes, 538 were related to respite care and 51 admissions related to 
residents who had rehabilitation or convalescent care needs. There was only one 
admission for long-term care and the remaining admission was for palliative care.  
 
The inspectors identified a number of areas that required attention to meet 
legislative requirements. They were particularly concerned about aspects of 
admission and discharge activity. The admission and discharge summary provided to 
inspectors indicated that the majority of residents were discharged home, however, 
there were a significant number of discharges to other community hospitals. It was 
not evident from the care records examined across the service why some residents 
had so many changes and were moved from the acute hospital to this community 
hospital and on to other community hospitals in the area. This was partially explained 
by the way the places are designated, the priority given to short-term care and by 
the choices made by residents during their Fair Deal assessments. For example, if 
residents choose a particular community hospital for their long-term care and a place 
is not available when they are ready to be discharged from the acute hospital or 
admitted from home they are offered a place in another setting and informed when a 
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long-term place does become available. However, the inspectors concluded that in 
the interests of residents the arrangements needed review as regular moves 
between services is not in accordance with good practice guidance for the transfer of 
frail older people and has been identified as having an adverse impact on health and 
well being in some cases. The assessments and information provided in relation to 
admissions and discharges was variable which did not protect residents adequately. 
The impact of change on residents who permanently reside in the centre was a 
factor not adequately considered the inspectors found taking into account that most 
residents occupied communal rooms.  
 
The inspectors observed that staff provided care for the residents in a 
knowledgeable, competent and respectful manner. They talked and chatted to 
residents during care procedures and were noted to acknowledge and interact 
positively with residents as they went about their duties. Residents told the 
inspectors that staff were always friendly and helpful. Staff were knowledgeable 
about the care needs of residents and could describe where residents made 
individual choices and how these were accommodated. Moving and handling activity 
was undertaken safely and appropriately. Staff could describe the actions they would 
take if a complaint or an allegation of abuse was relayed to them. Their responses 
were in accordance with the procedures in place to guide staff. The inspectors saw 
that residents could have visitors at times of their choosing and saw that staff 
engaged with visitors and brought them up-to-date with residents care. The daily 
routines and care practices did not provide residents with adequate opportunities for 
social care as there were long periods of the day where there was no specific activity 
or interventions taking place for residents. 
 
There were specific healthcare needs and environmental hazards that the inspectors 
identified as requiring attention as they presented risks to residents. The inspectors 
were not satisfied from the arrangements that they reviewed that appropriate safe 
care was provided in the following areas: 

 the admission and discharge of residents 
 the security of the building and the maintenance of the premises 
 hygiene standards  
 the provision of staff to ensure that residents health and social care needs 

were met 
 nutritional care and monitoring of weight loss 
 the assessment and management of pain 
 end of life care. 
 

While the inspectors found during this inspection that there were some aspects of 
good practice and residents the inspectors talked to were satisfied with the care they 
received, they also found that services in the the centre did not meet appropriate 
standards of safe care in the areas as described above and throughout this report. 
 
Regulatory activity had identified persistent failures to meet the provisions of the 
Health Act 2007, the Regulations and the Authority's Standards. There has been an 
ongoing lack of compliance with the Regulations in the areas of risk assessment, the 
maintenance of the premises and adherence to mandatory processes such as 
ensuring that notifications were provided in accordance with the Regulations, 
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complaints were investigated in accordance with the Regulations and allegations of 
abuse were managed appropriately as well as adhering to mandatory training 
requirements. These deficiencies have been recorded in reports. The summary below 
outlines the regulatory activity undertaken to date and summarises the breaches in 
legislation identified during inspections. While some remedial action was recorded 
during inspections and progress had been made in addressing some deficits 
particularly in relation to decoration of the premises, reducing resident numbers to 
ensure adequate staff were available, there had been no comprehensive response 
that ensured all regulatory failures outlined were addressed. 
 
A meeting had been held on 21 February 2013 between the Authority’s inspectors , 
the provider and other Health Service Executive (HSE) managers in the area. At this 
meeting the inspectors outlined the areas where there were ongoing deficiencies and 
failure to meet regulatory requirements in the community hospitals in Donegal. The 
inspectors outlined that the persistent failure to ensure good risk management and 
appropriate staff allocations to meet residents needs in particular could result in 
regulatory activity being escalated. 
  
The inspectors found aspects of management and care practice that did not meet 
appropriate standards of safe care in several critical areas as described earlier and 
throughout this report.The provider needs to review the admission and discharge 
policy and admission/transfer practices for this centre and other related designated 
centres under their control in Donegal. This will ensure residents are appropriatedly 
placed to meet their needs and dependencies.This aspect is futher examined under 
outcome one statement of purpose and outcome seven health and safety in the body 
of this report.The Action Plan at the end of this report identifies the improvements 
that must be made to meet the requirements of the Regulations and the Authority's 
Standards.  

 
Inspection history 
 
1 and 2 December 2009 
The centre was first inspected on the above dates. This was an announced 
scheduled inspection and 19 actions and 8 recommendations were outlined for 
attention. The areas where deficits were noted included the maintenance of records, 
risk assessment and learning from incidents, the provision of activities and significant 
premises deficits such as the lack of personal space in communal bedrooms and 
toilets that did not provide adequate levels of privacy.  
 
13 August 2010 
The second inspection was an unannounced follow up inspection. The actions that 
had been addressed related to staffing levels, the provision of handrails in circulation 
areas, the introduction of a system to learn from untoward incidents, the 
development of a complaints policy that complied with the relevant legislation and 
the refinement of care plans to reflect the changing needs of residents.  

Summary of Regulatory Activity 
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Of the remaining 13 actions, six had been partially addressed and seven had not 
been addressed. 
 
Actions not fully complete included deficits in risk management arrangements and a 
number of premises issues such as the provision of adequate communal and private 
space, sluicing facilities and storage for equipment and residents personal 
possessions. A review had been undertaken by the HSE estates department to 
determine the changes needed and the cost of the work to be undertaken. In all 
there were 13 actions and one recommendation for good practice identified as a 
result of this inspection. Actions identified continued to highlight deficits in risk 
management, documentation and privacy issues in the premises.  
 
21 June 2011 
The third inspection that took place was the announced registration inspection. The 
overall findings actions from the previous inspection were reviewed and it was again 
found that while some actions had been addressed, many issues remained 
outstanding. The actions not fully addressed related to risk management, the 
environment and documentation. During the registration inspection there were 
deficits identified that included the provision of activities, staff training, medication 
management, training in moving and handling procedures and risk management 
issues. In all 10 actions were outlined for attention.  
 
6 March 2012 
Of the 10 actions identified on the previous inspection, six were completed or 
substantially complete and four partially completed. Improvements to the 
environment were observed to be ongoing. A new store/medical room had been 
provided on the Finn View unit. The flat roof over Woodville was repaired. Corridors 
were freshly painted and replacement of windows was underway.  
  
The inspector found that a pre-admission assessment was undertaken for most 
admissions by one of the clinical nurse managers. However, the inspector also found 
that some admissions were directed by the acute services at Letterkenny General 
Hospital and residents were not fully assessed by the designated centre prior to 
admission.  
 
21 August 2012 
This was an unannounced regulatory monitoring inspection. The five non-compliant 
matters identified during the previous inspection in March were reviewed. Of these, 
two were fully addressed. The matters outstanding related to providing opportunities 
for residents to participate in activities appropriate to their interests and capacities, 
ensuring that all staff members are trained in the moving and handling of residents, 
reviewing the decor and layout of the centre particularly multi occupied bedrooms to 
ensure that it meets the needs of residents and separating sluice and cleaning 
rooms. 
 
During this inspection, the inspectors found that the provider and person in charge of 
the centre were non-compliant in a number of areas. These included: 

 having a statement of purpose, which reflects the provision of services and 
facilities and meets the requirements of the legislation 
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 protecting residents from being harmed  
 implementing a comprehensive risk management policy/procedure throughout 

the centre 
 notification of incidents to the Chief Inspector 
 assessment of residents' and care planning 
 the physical environment 
 training, staff development and provision for volunteers. 

 
Section 41(1)(c) of the Health Act 2007 
Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older People 
in Ireland.  
 
Theme: Leadership, Governance and Management 
Effective governance, leadership and management, in keeping with the size and 
complexity of the service, are fundamental prerequisites for the sustainable delivery of 
safe, effective person-centred care and support.
 
Outcome 1  
There is a written statement of purpose that accurately describes the service provided 
in the centre. The services and facilities outlined in the Statement of Purpose, and the 
manner in which care is provided, reflect the diverse needs of residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 
Action required from previous inspection:  
 
Ensure that the written statement of purpose accurately describes the service that is 
provided in the centre and contains in sufficient detail all the matters listed as per 
schedule 1 of the regulation as above. 
 
 
Inspection findings 
 
An updated statement of purpose was provided to the Authority since the inspection. 
it outlined the changes to the management structure and the details of the new 
person in charge Cathy Thatcher. The inspector reviewed the statement of purpose 
which described the required the matters outlined in Schedule 1 of the Regulations.  
 
The inspectors found that the current admission arrangements needed review as 
they did not comply with best practice standards for the movement and transfer of 
frail older people. The inspectors noted that 27 places out of the 78 places registered 
were devoted to long-term care. The remaining places were devoted to short-term 
care to residents with a range of needs. As described earlier the inspectors were 
concerned about the level of activity in the centre, the procedures for admission and 
discharge and the impact on residents who resided there long-term.  
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The inspectors found that some residents had several inter hospital transfers without 
adequate reasons for these moves described in the nursing or medical notes 
examined. The inspectors identified that persons admitted to the acute hospital, 
Letterkenny General, were discharged to the local community hospital when clinically 
well. However, if the community hospital did not have a place appropriate to their 
needs for rehabilitation, convalesence or long-term care residents were, on occasion, 
moved to another designated centre or community hospital until an appropriate place 
became available and were then offered that place if the community hospital was 
their first choice for care. Thre were 20 admissions to other community hospitals 
during 2012 and it was unclear what decision making process led to these moves as 
discharge and admission documentation available did not provide adequate detail on 
the reasons for the moves.The arrangements meant that residents often had several 
moves which is not in accordance with established good practice guidance for the 
care of older people.  
 
The inspectors examined the discharge and admission documents for three residents. 
The inspectors found that there was poor documentation outlining why residents 
moved from one location to another. One resident had been admitted to Woodville 
the dementia care unit following a period of acute care in Letterkenny General 
Hospital despite attending day-care in a community hospital near to her home. After 
a short time she was discharged back to the dementia unit of the community hospital 
where she received day-care, however, there was no documentation that outlined 
why this series of moves was needed. In another case a resident had moved from 
this hospital to another community hospital in the county and no reason for this was 
outlined. At the time of the inspection this resident was waiting for a place in a 
private designated centre which would necessitate a further move.  
 
This movement of residents also noted in an inspection of another community 
hospital in the area, Carndonagh Community Hospital, and was an area of concern 
discussed with the provider during the feedback meeting at the end of this 
inspection. The arrangements were not in accordance with the philosophy of care 
outlined in the statement of purpose which was to “to embrace positive ageing and 
place the older person at the centre of all our decisions in relation to the provision of 
the service” and did not reflect the stated aims of the centre to place “The needs of 
the individual are paramount in all decision making, while recognising the importance 
of involving family and friends”.  
 
The centre accepts emergency admissions and this is outlined in the statement of 
purpose. However, the detail provided does not outline adequately the arrangements 
in place to accept emergency admissions such as the documentation to be provided 
to inform staff on the prospective residents care needs and circumstances that 
prompt the admission. 
 
Outcome 2 
Each resident has an agreed written contract which includes details of the services to 
be provided for that resident and the fees to be charged. 
 
References: 
Regulation 28: Contract for the Provision of Services
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Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
 
Outstanding action required from previous inspection:  
 
Ensure that each resident has an agreed written contract within one month of 
admission to the centre, which includes details of the services to be provided for that 
resident and the fees to be charged. 
 
 
Inspection findings 
 
This action was partially complete. The inspectors were told that all residents 
admitted for long-term care had been provided with contracts that outlined the 
services to be provided and the fees to be charged. It was not clear what 
arrangements were in place for other residents and this action is restated in this 
report to enable the provider to outline how services and charges are advised to 
other residents.  
 
Outcome 3 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The person in charge, Paul Hume, had moved to another role within the HSE. Cathy 
Thatcher, who is one of two assistant directors of nursing in St. Joseph’s Community 
Hospital, had been appointed to take on the responsibility of person in charge. Her 
application and fit person assessment is in progress. She was off duty during this 
inspection and Kathleen Doherty, the other assistant director of nursing facilitated 
the inspection.  
 
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*   
       
The inspectors found that some care records identified residents specific 
communication problems, however, this information was not available for all residents 
who had communication difficulties as required by Schedule 3 records. The methods of 
communication that may be appropriate to assist residents were not identified.  
 
General Records (Schedule 4) 
 
Substantial compliance                                    Improvements required*      
 
Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                                    Improvements required*    
    
Directory of Residents 
 
Substantial compliance                                    Improvements required*      
 
 
Actions required from last inspection 
 

1. Ensure that records in respect of money and other valuables deposited by a 
resident for safekeeping are maintained in accordance with Schedule 4, for 
example, identify the date and written acknowledgement of the valuables 
being returned to residents. 

 
2. Ensure that the written operational policy and procedure in relation to 

behaviour management is finalised and implemented.  
 

3. Ensure that all matters listed in Schedule 2 are obtained in respect of all 
persons employed at the designated centre. 
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Inspection findings 
 
The above actions were not reviewed during the inspection. Information provided in 
the response to the action plan is outlined as a record of compliance and the actions 
will be fully reviewed at a future inspection.  
 
In relation to action 1, the provider informed the Authority in the response to the 
action plan that all monies/valuables deposited for residents in the unit are 
maintained in accordance with Schedule 4. Procedures were amended to include a 
written record of property/valuables being returned to the resident. 
 
In relation to action 2, the provider indicated in the response to the action plan that 
a draft operational policy on behaviour management was due to be finalised and 
implemented. This action is restated in this report and a copy of the policy is 
requested. 
  
In relation to action 3, the provider indicated that the required documentation was 
available in staff files and that a sample were kept available for inspection. Staff files 
will be reviewed for compliance at a future inspection. 
 
Directory of Residents 
There was no document in place that was identified as the directory of residents. 
There was a computerised system in place to record information in relation to 
residents. However, this information was outlined as part of the admission and 
discharge procedures. It is required that a document known as the directory of 
residents that contains all the required information is established and maintained. 
 
Record of visitors 
There was a record of visitors maintained as required in Schedule 4. However, this 
was not up-to-date and did not reflect all visitors to the centre. 
 
Admission of Residents 
There were improvements required to the procedures for the admission and 
discharge of residents. These are discussed in Outcome 7 and 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 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 
 
Actions required from previous inspection: 
  
Ensure that all staff have opportunities to participate in training or other measures, 
which are aimed at preventing residents from being harmed or suffering abuse. 
 
Take appropriate action where a resident is harmed or suffers abuse. 
 
 
Inspection findings 
 
At the last inspection the inspectors found that while assaults/episodes of aggressive 
behaviour between residents had been recorded care plans and other records did not 
convey that appropriate actions and monitoring arrangements were in place to 
protect residents. During this inspection staff interviewed were able to describe the 
actions they would take if an allegation of abuse was made or if an episode of 
aggressive behaviour took place. The information relayed included reporting the 
incident, ensuring the resident was reviewed and that other residents were 
adequately protected. 
 
An allegation of verbal abuse was reported to the Authority in October 2012. An 
investigation was undertaken and the Authority was provided with information by the 
person in charge when requested. The allegation was not substiantiated. 
 
The inspectors did not check the training record to confirm that all staff had been 
provided with information or training on the protection of residents and request that 
a copy of the statutory training records maintained is provided to the Authority.  
 
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  
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Action(s) required from previous inspection:  
 
Ensure that all staff have opportunities to participate in moving and handling training 
and that residents are moved in accordance with best practice guidance. 
 
Implement the risk management policy throughout the centre by ensuring that all risks 
are addressed. 
 
Make sure that the risk management policy/procedure is kept up-to-date by identifying, 
assessing and managing any risks highlighted in order to control them/minimise their 
impact. 
 
 
Inspection findings 
 
Risk Management 
The management of risk had been identified for improvement in all inspection 
reports for this service and the inspectors again found that risk management 
continued to need significant improvement to protect residents, staff and visitors.  
 
The inspectors did not fully review the training record to confirm that all staff had 
moving and handling training within the required timeframes. The action plan in this 
report requires that the training record for all mandatory training is supplied to the 
Authority. The inspectors noted that staff moved residents in wheelchairs 
appropriately and that all wheelchairs in use were fitted with footplates. 
 
The inspectors found that not all risks that prevailed had been identified and found a 
range of risk factors during the inspection and concluded that the health and safety 
of residents, visitors and staff was not sufficiently promoted and protected. The 
following risks had not been identified and needed attention:  

 the lift was out of order 
 there was open access from the front door to the residential areas 
 there was open access from the exterior to the lower ground floor where 

administrative offices were located and there was open access from this floor 
to the residential areas 

 there was unprotected access to the stairway leading to the lower floor from 
the Barnes View unit 

 a call bell was not accessible to a resident (the resident did not wish to use 
the call bell but an alternative method to alert staff was not in place). 
 

The inspectors found that staff could outline the safety factors relevant to good 
infection control management. They were aware of hand-washing procedures and 
nurses and care staff confirmed that they had sufficient supplies of personal 
protective equipment available when it was required. Two outbreaks of infectious 
illness had been notified to the Authority since January 2013. In February an 
outbreak of Norovirus was present and in March there was an outbreak of influenza. 
This had impacted on 10 residents and six staff. The person in charge and the staff 
team had notified the local public health office and the infection control nurse for the 
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area. A regular update on the actions in place and numbers effected was provided to 
the Authority. Additional staff had been made available to ensure that appropriate 
numbers of staff were available to meet the increased workload. The inspectors 
found that a summary report that provided an overview of how the infection was 
managed and identified matters that would inform learning for the management of 
future outbreaks had not been completed. The provider gave a firm commitment to 
complete an infection control and hygiene audit and to submit the final 
report/findings to the Authority. 
 
Staff had supplies of personal protective equipment readily available which they were 
observed to use frequently. They were also observed to use the hand gels available 
throughout the centre when they moved from one area to another. 
  
There was a visitors’ record in place to monitor the movement of persons in and out 
of the building. However, this was not signed by everyone who entered and left the 
building and there were several access points from the exterior through which 
visitors could enter the building. These arrangements did not ensure the safety and 
security of residents.  
 
Fire safety 
In conversations with a number of staff, the inspector found they were 
knowledgeable on the procedures to be followed in the event of a fire. They could 
discuss how they were expected to respond to the fire alarm, they were aware of the 
location of fire panel, use of fire doors and fire exit routes in the hospital. Emergency 
exits were noted to be clear during the inspection and smoke detectors and fire 
extinguishers were located throughout the building. Servicing of the fire equipment 
was carried out on a contract basis. The following risks were identified: 

 a fire door to the exterior was not alarmed which meant that a resident could 
wander outside undetected and the building was vulnerable to intruders  

 the fire escape routes from the upper floor had only one handrail 
 evacuation or simulated evacuation of the building was not regularly 

undertaken as part of the fire training schedule. 
 
Clinical risks - Admission and Discharge policy  
The risk factors associated with the high volume of admission and discharge activity 
and the lack of information provided at these points discussed throughout this report 
had not been identified. The inspectors formed the view that in the interests of 
residents safety and well being that their care is reviewed and planned effectively 
from the time of admission to acute services or designated centres to ensure that 
they are not subject to unnessary risks presented by transfer trauma particularly 
when documentation is deficient and does not fully outline the reasons for 
admission/transfer to a particular service. There was no information in the three 
records examined that indicated that consideration had been given to the possible 
impact of such moves on residents well being. 
 
The management of falls/incidents 
Accident and incident reports were reviewed. While the records outlined the event 
and the actions taken by staff the records in some instances did not convey that a 
complete set of observations/vital signs were recorded in all cases following the 
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incident. For example, in three reports the inspectors viewed respirations were not 
recorded and in one record temperature and respirations were not recorded. The 
inspectors concluded that the monitoring of residents following falls needed review.  
 
Inspectors have identified deficits in risk management in all previous inspections for 
this service. The identification and management of risk has been a repeated area of 
non compliance and in view of the serious risk posed by the open access 
arrangements in the premises, outbreaks of infection and the lack of strategic 
management of clinical factors such as admissions and discharges the inspectors 
formed the view that attention to risk management and training for staff in this area 
should be a priority. 
 
Outcome 8 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 
Actions required from previous inspection: 
  
Ensure that the policies and procedures for medication management are reviewed and 
updated to provide appropriate guidance for staff in the procedures for crushing 
medicines and the management of medication errors. 
 
Make sure that the route of medication and maximum dosage for PRN medication is 
detailed. 
 
 
Inspection findings 
 
This outcome was not reviewed. These actions are included in this report and an 
update on the actions taken is requested. 
 
Outcome 9 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 
Actions required from previous inspection:  
 
Notify the Chief The inspector within three days of the occurrence of any serious injury 
to residents and any allegation, suspected or confirmed abuse of any resident.  
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Retrospectively notify the Chief Inspector of the incidents, which have occurred since 
the previous inspection, which necessitated notification. 
 
Provide the Chief Inspector with the quarterly returns for the second quarter of 2012 of 
the following matters:  

 any recurring pattern of theft or reported burglary 
 any incident 
 any fire or, or loss of power 
 heating or water 
 any other incident that the Chief Inspector may prescribe. 

 
Retrieve and retain in the centre a copy of the information/records gathered in relation 
to an internal investigation into the loss of a resident’s personal property/possessions 
in accordance with the regulation for a period of not less than seven years. 
 
Forward a copy of the internal investigation to the Authority. 
 
 
Inspection findings 
 
The required notifications had been provided to the Authority including the 
notification that outlined the change in person in charge. This was a significant 
improvement from 2012 when the Authority had to request information in relation to 
notifications of pressure area problems all of which had not been notified. This was 
supplied as requested.  
 
The person in charge had forwarded to the Authority the conclusion of the Garda 
Síochána investigation and stated in the response to the inspection report that all 
documentation in relation to this investigation would be retained for the obligatory 
seven years. Other information requested by inspectors in relation to an investigation 
following a notification of abuse had also been forwarded to the Authority. 
 
Theme: Effective care and support 
The fundamental principle of effective care and support is that it consistently delivers 
the best achievable outcomes for people using a service within the context of that 
service and resources available to it. This is achieved by using best available national 
and international evidence and ongoing evaluation of service-user outcomes to 
determine the effectiveness of the design and delivery of care and support. How this 
care and support is designed and delivered should meet service users’ assessed needs 
in a timely manner, while balancing the needs of other service users. 
 
Outcome 11 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied health care. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set out 
in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
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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:  
 
Ensure that each resident’s needs are fully assessed and set out in the care plan, which 
should be developed and agreed with each resident. 
 
Keep the residents care plan under formal review as required by the resident's 
changing needs or circumstances and no less frequently than at three monthly 
intervals. 
 
Revise the residents care plan, after consultation with them, unless it is impracticable 
to carry out such consultation and notify the resident of any review. 
 
Provide opportunities for residents to participate in activities appropriate to his or her 
interests and capacities. 
 
 
Inspection findings 
 
The centre uses a computerised record system to outline assessments, care plans 
and progress notes related to care practice. 
 
There was a good range of evidence-based assessments in use that were completed 
and used to inform care plans.The assessments in use included falls risk 
assessments, pressure area assessments, nutritional assessments, communication 
and behaviour assessments. Nursing and care staff described residents personal care 
needs and choices clearly when inspectors discussed care practice with them. The 
inspectors noted that staff had good relationships with residents and that they spent 
time talking with them outside of time spent engaged in personal care. Care plans 
were noted to be reviewed at the required three month intervals. There was 
evidence that relatives and significant others were consulted about the care of their 
relatives in some cases and their contributions and views were included in care 
records. 
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The inspector saw that residents were enabled to go home and visits were arranged 
regularly according to residents and family wishes. A resident with brain injury had a 
specialist sensory programme that had to be used regularly. The inspector saw that 
staff devoted time to ensuring that this was completed as scheduled and there were 
positive changes for the resident reported.  
 
Residents and relatives told inspectors that staff provided care to a high standard 
and two residents who were in for a period of respite care said that time spent in the 
centre enabled them to live more independently as their health care problems were 
regularly reviewed and problems were dealt with expediently and monitored during 
each stay. 
 
The inspectors did not see evidence that residents had opportunities to participate in 
meaningful activity, appropriate to their interests and preferences. There was an 
absence of organised activity in all units during the morning and afternoon of the 
inspection. The absence of regular social activities was a matter highlighted in 
previous reports of inspections conducted on 1 and 2 December 2009, 6 March 2012 
and 28 August 2012. The inspectors observed residents engaged in some activities 
such as reading the newspaper, watching television and engaged with visitors. There 
was a computer available for residents use and the inspector saw that one resident 
in Finn View used this to play games during the morning.  
 
The inspectors found that the management of some aspects of healthcare needed 
improvement to reflect evidence-based practice and to ensure safe and appropriate 
outcomes for residents. The following areas were identified as in need of attention: 

 the assessment and management of residents with weight loss 
 the assessment and discharge of residents  
 the assessment and management of pain  
 end of life care (this is discussed under Outcome 17) 

 
Residents with weight loss and fluctuating weight 
The inspectors found that staff were aware of risk factors where residents had low 
weights or unintentional weight loss. Three residents records where weight loss was 
a factor were examined. In one record the inspectors found that staff had been 
rigorous in monitoring changes in weight and had referred the resident to a dietician. 
There was a dietary plan in place and supplementary enriched fluids had been added 
to the diet. In another instance there was regular contact with the dietician who rang 
the centre for updates and visited when needed. However, practice was not 
consistant and in another record a resident was noted to have lost 4 kilograms in 
weight between October 2012 and April 2013 but had not been referred for specialist 
opinion. Where swallowing difficulties were identified as a problem there was no 
information to indicate that assessment by a speech and language therapist had 
been completed. The inspector was told that speech and language therapists do not 
visit designated centres and if residents need to be assessed they have to be 
referred and attend the out patients department. The inspector concluded that this 
option may not be appropriate for very frail residents and require that this 
arrangement is reviewed to ensure residents have appropriate access to the services 
they need to maintain them in optomium health.  
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Admission and discharge procedures 
The inspectors reviewed the range of assessments completed and found that there 
was no evidence in the care records examined that preadmission assessments were 
routinely conducted to determine the centre could appropriately meet the residents 
needs and there was poor assessment documentation completed to inform staff of 
the needs of residents prior to admission. As previously described in the inspection 
report of 6 March 2012 many admissions are directed by the needs of the acute 
hospital.  
 
The risk factors associated with the regular moves of residents was discussed in 
Outcome 7. The inspectors found from an examination of two records that the 
information supplied to the centre on admission was not adequate to enable the staff 
to provide informed care. In some instances residents are discharged from the acute 
hospital and while information on their immedicate care needs and hospital care was 
provided there was no holistic assessment of the residents ongoing need for short or 
long-term care.  
 
The transfer of a residents from the dementia care unit here to another community 
hospital was reviewed. A resident had been admitted to the acute hospital following 
a fall at home and although she had attended day care in another community 
hospital she had been admitted to St. Joseph’s for a short period and transferred 
back after some days. It was not clear from the information available why her 
discharge from the acute setting was managed in this way. The inspectors formed 
the view that in the interests of residents safety and well being that their care is 
reviewed and planned effectively from the time of admission to acute services or 
designated centres to ensure that they are not subject to unnessary risks presented 
by transfer trauma particularly when documentation is deficient and does not fully 
outline the reasons for admission/transfer to a particular service.  
 
The inspectors saw that a resident had been transferred from the dementia care unit 
to another community hospital unaccompanied and while cognitive assessments had 
indicated that the resident did not have significant levels of impairment this was not 
described or outlined as the basis for the decision. The information provided on 
transfer was also inadequate and did not outline the residents needs adequately. In 
some cases the transfering community hospital did not provide a complete update on 
residents care but relied on the documentation that had been provided when the 
resident was originally admitted to that centre. Staff reported that they could access 
care plans from the computer sysem but these did not provide information on the 
reasons for admission or targets for care in the new facility. The ability to access 
records from one centre to another did not provide adequate levels of confidentiality 
and was not in accordance with good practice for the management of confidential 
information. 
 
The inspectors did find that where residents were admitted for respite care there 
were some good examples of care planning and information transfer between 
professionals such as public health nurses. In one instance there was a discharge 
plan time line and there was a record of communication with community staff such 
as occupational therapists in relation to equipment and also information on how the 
family was supported to provide care in the home.  
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The assessment and management of pain  
The inspectors found that in some instances where residents were prescribed 
analgesia for pain and additional medication for break through pain there was no 
pain assessment record in place to ensure effective management of pain and 
appropriate administration of pain relief. A report from the oncology service that 
could guide practice was not available.  
 
Dementia care 
Care practice in relation to dementia care was not fully examined. The inspectors 
found that there were assessments to describe the extent of memory problems and 
cognitive difficulties. Staff conveyed good knowledge of where residents needed 
additional assistance because of memory problems or confusion. They were aware of 
residents residual abilities, what memory capacity was still evident and could 
describe if they recognised family, friends and staff.  
 
Other matters 
The assessment of wound care problems was noted to accurately describe the 
wounds in receipt of attention. There were care plans for wound care, however, they 
did not provide specific details on the dressings that were in use. For example, the 
care plan for one resident stated “decide on dressing most beneficial to type of 
wound” and “assess how often the dressing needs to be changed”. This information 
did not facilitate appropriate continuity of care as the decisions made by nurses in 
relation to dressings may vary.  
 
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  
 
Actions required from previous inspection: 
  
Provide a report on the proposed long-term use and occupancy of all multi-occupied 
bedrooms in the centre. 
 
Separate the sluice and cleaning areas in the Finn View ward. 
 
Keep the centre tidy. 
 
Keep all parts of the centre or suitably decorated for example L wing ward 1, 2, and 
the front door.  
 
Provide appropriate signage throughout the centre and on the doors of various 
facilities. 
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Install mechanical and or natural ventilation in the sluice room in Barnes View. 
 
Replace missing floor tiles in bathrooms. 
 
 
Inspection findings 
 
St. Joseph's Community Hospital is located on a large site approximately 1 km from 
the centre of the twin towns of Stranorlar and Ballybofey. The centre is located on 
the first floor of a two-storey building. The ground floor is devoted to administration 
offices and some areas were noted to be occupied and in regular use.  
 
The residential centre comprises of three units, Woodville (which is designated to the 
care of residents with dementia), Barnes View and Finn View. A day centre, 
physiotherapy, occupational therapy, chiropody, dental and out patient services are 
also provided in the hospital.  
 
The inspectors found that staff had worked hard to make adaptations to improve 
personal space for residents. The reduction in the number of residents 
accommodated meant that there was more space in multi-occupancy rooms used by 
residents and a higher provision of communal space. However, it was unclear if the 
reduced resident numbers was a permanent or a temporary change made because of 
reduced staffing levels consequent to retirements and illness absences. In view of 
the timescale that has been established to phase out the use of multiple-occupancy 
rooms except where residents need high levels of care there is a need for the 
provider to determine the number of residents to be accommodated in the future 
and where residents who are admitted for long-term care or other care needs are 
accommodated.  
 
The layout of the Woodville unit was uncluttered and allowed residents with 
dementia to walk around freely. It was generally well decorated and well maintained. 
Throughout the unit, there were photographs of local scenes and pastimes such as 
fishing. The doors leading to different areas were brightly coloured to aid memory 
and there was signage to indicate different areas. The toilets had been refurbished 
and were bright and clean with old fashioned latches familiar to residents. There was 
access to a secure garden from this unit. Finn View and Barnes View require work to 
improve the multiple-occupancy rooms in particular, to make them more homely and 
suitable for long-term residents.  
 
Residents had access to a secure garden area where they could walk safely. This had 
been designed with the needs of people with dementia in mind and featured soft 
surface walkways, covered areas that enabled residents to be out of doors when 
weather was poor, a mural of harvesting time and ornamental household animals to 
prompt memory of past lifestyles.  
 
The sluice and clean utility areas need separation and a hand-washing sink. The 
recycling containers are inappropriately located in the sluice area in the Finn View 
unit.  
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There were some premises issues that needed attention: 
 the use of multi-occupancy rooms did not meet the required standards for 

space, privacy or the dignity of residents 
 there were areas such as toilets where paintwork and flooring was damaged 

for example the toilet near St. Michaels 
 the wooden pedestal in a toilet area was damaged and presented an infection 

control risk 
 in the Finn View unit, the flooring in the bedroom opposite the domestic 

cleaning store was badly damaged due to missing tiles. In the Woodville unit 
there was floor damage opposite ward B 

 a store room used to store equipment in Barnesview had significant paint 
damage to the window sill 

 in Woodville there was interruption to the handrails along a corridor which 
created difficulty for residents who needed this support to mobilise safely 

 some of the external pathways were uneven 
 the lift was out of order 
 some commodes were not in an appropriately clean condition for use. 

 
The inspectors saw that there was signage to guide residents to facilities in units and 
the dementia care unit had signage depicting facilities to guide residents that was 
noted to be reflective of evidence-based dementia care practice. 
 
Theme: Person-centred care and support 
Person-centred care and support has service users at the centre of all that the service 
does. It does this by advocating for the needs of service users, protecting their rights, 
respecting their values, preferences and diversity and actively involving them in the 
provision of care. Person-centred care and support promotes kindness, consideration 
and respect for service users’ dignity, privacy and autonomy.  
 
Outcome 13 
The complaints of each resident, his/her family, advocate or representative, and 
visitors are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
 
Action(s) required from previous inspection:  
 
Ensure that the written operational policy and procedure for the management of 
complaints outlines the specific process and identifies the persons within the centre 
who will acknowledge a complaint, carry out an investigation and be responsible in the 
event that complainant is dissatisfied with the outcome of the investigation and wishes 
to appeal the matter. 
 
Ensure that the record of complaints is fully maintained as per the regulations detailing 
the date of the complaint, the investigation, outcome and level of satisfaction of 
complainant. 
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Inspection findings 
 
The complaints procedures and action plans were not reviewed. The provider and 
person in charge indicated in their response to the report that the complaints records 
and procedures had been amended to include the details described in the 
Regulations.  
 
The summary of the complaints procedure included in the most recent statement of 
purpose supplied to the Authority identified the person in charge as the person 
nominated to deal with complaints in the centre and to maintain the relevant 
records. 
 
Outcome 14 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
 
References: 
Regulation 14: End of Life Care 
Standard 16: End of Life Care 
 
Action required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The inspectors found that practice in relation to care at end of life needed 
improvement. A resident’s medical notes indicated that a “not for resuscitation” 
decision had been made three months ago. However, this decision was not reflected 
in the resident’s care plan to inform and guide nursing staff. 
 
In the sample of care records examined there were no specific care plans that 
described residents wishes or views or that of family members if they lacked capacity 
on how they would like their care to be managed at this time. 
 
Outcome 16 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. 
He/she is facilitated to communicate and enabled to exercise choice and control over 
his/her life and to maximise his/her independence.  
 
References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
Standard 5: Civil, Political, Religious Rights 
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Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts  
 
Action required from previous inspection:  
 
Ensure that residents are provided with privacy, in so far as is reasonably practicable, 
to the extent that the residents are able to undertake personal activities in private. 
 
 
Inspection findings 
 
This action was not complete. While there were locks on toilets, which was a deficit 
noted during the last inspection, adequate privacy was still not provided as privacy 
was seriously compromised by the design of toilets that had doors that did not fully 
enclose the toilets as they were open top and bottom.  
 
The inspectors found that although units were not fully occupied the beds not in use 
were still in place which meant that the space available could not be effectively used 
to provide a better allocation of personal space for each resident currently 
accomodated. 
 
The inspectors found that while some care records described communication 
problems, the methods of communication that may be appropriate to assist residents 
were not identified.  
 
Theme: Workforce 
The workforce providing a health and social care and support service consists of all the 
people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality, person-centred and safe service. Service providers must be 
able to assure the public, service users and their workforce that everyone working in 
the service is contributing to a high quality safe service.
 
Outcome 18 
There are appropriate staff numbers and skill mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision  
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Actions required from previous inspection:  
 
Ensure that staff members had access to education and training and to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
Ensure that volunteers working in the centre have their roles and responsibilities set 
out in a written agreement between the designated centre and the individual. 
 
 
Inspection findings 
 
This action was not fully assessed and is restated to enable the person in charge and 
provider to supply information on the training that staff have undertaken in relation 
to the statutory topics of elder abuse, fire safety and moving and handling and other 
topics. During this inspection it was found that staff needed training on admission, 
assessment and discharge procedures to ensure that these aspects of care were 
safely managed in the future. Training was also required in infection control ,care 
planning and risk management. 
 
The inspectors found that staff were well informed about residents in their care and 
demonstrated positive attitudes towards the care of vulnerable people. Staff said that 
they worked well together and felt that a good team spirit had been fostered in each 
unit. 
 
The total daily deployment of staff in the Finn View unit allowed for three nurses and 
seven carers. There were nineteen residents accommodated on the day of 
inspection. In the Barnesview unit there was an allocation of three nurses most days 
with occasional days when four nurses were deployed. The was usually a 
complement of nine carers here. At the time of inspection there were 28 residents 
accommodated. In the dementia care unit Woodville there were two nurses and two 
carers during the day to care for the 13 residents accomodated. In addition there 
were catering staff and cleaners on each unit. The inspectors were told that due to 
staff shortfalls the number accommodated in the Woodville unit was usually 
restricted to 12 to 16 residents although the unit could accommodate 20 residents. 
The overall number of residents accommodated had been reduced from the 
registered complement of 78 to 75 and at the time of inspection the maximum 
number that had been accommodated for some months had been 65 to 70. The 
person in charge and the assistant director of nursing were supernumary to the staff 
allocation on each unit and both worked over the seven day week. There were 
administrative staff on duty during weekdays to support the operation of the centre.  
 
The inspectors found that resident numbers had been restricted in response to 
depleted staff numbers consequent to retirements and prolonged staff absences due 
to illness. At the time of inspection there were 10 staff off through illness, five nurses 
and five carers. There had been one retirement of a clinical nurse manager who had 
been on night duty. The senior nurse on duty at night now takes responsibility for 
the hospital in addition to her duties in the unit she is allocated to work in.  
 



 

Page 27 of 47 

 

The inspectors were concerned that when this responsibility was allocated to the 
nurse in charge of the Barnesview unit where the most highly dependant residents 
were accommodated that there was adequate staff to support her to undertake her 
duties effectively. There was a further depletion in staff due to the director of 
nursing moving to another post and one of the two assistant directors of nursing 
being appointed as the person in charge. Consequently there was a reduction in one 
assistant director of nursing post. As outlined throughout this report there was 
evidence that assessment, monitoring and delivery of aspects of clinical care did not 
meet appropriate standards. 
 
The inspectors formed the view that according to the rota the staff available during 
the day was adequate to meet the needs of residents, however, there was evidence 
that staff deployment needed review to ensure that residents received the full range 
of support they required. On the day of inspection there was little evidence of social 
activity for residents particularly in the dementia care unit. Staff reported that 
maintenance problems could persist for a long time before they were addressed. 
Taking in to account the high level of admission and discharge activity the inspectors 
formed the view that staff deployment needed review to ensure that adequate staff 
were available throughout the day and night to provide appropriate care to residents 
and to ensure appropriate governance arrangements were in place following the staff 
changes, retirements and the significant staff absences due to illness.  
 
Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider 
and the assistant director of nursing 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: 

 
St. Joseph’s Community Hospital Stranorlar 

 
Centre ID:  

 
0625 

 
Date of inspection: 

 
11 April 2013 

 
Date of response: 

 
31 May 2013 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007 as amended, the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
and the National Quality Standards for Residential Care Settings for Older People in 
Ireland. 
 
Theme: Governance, Leadership and Management 
 
Outcome 1: Statement of purpose and quality management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The centre accepts emergency admissions and this is outlined in the statement of 
purpose however the detail provided does not outline adequately the arrangements 
in place to accept emergency admissions.  
 
Action required:  
 
Compile a statement of purpose that consists of all matters listed in Schedule 1 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). 
 
 
 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

 
Health Information and Quality Authority 
Regulation Directorate 
 
 
Action Plan 
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Action required:  
 
Make a copy of the statement of purpose available to the Chief Inspector. 
 
Reference:  

Health Act, 2007 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 

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

Timescale: 
 

Provider’s response: 
 
A statement of purpose that consists of all matters listed in 
Schedule 1 of the Health Act, 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 
2009 (as amended) will be amended to outline adequately the 
arrangements in place to accept emergency admissions and a 
copy will be provided to the Chief Inspector. 
 

 
 
30 June 2013 

 
Outcome 2: Contract for the provision of services  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
All residents did not have an agreed written contract which includes details of the 
services to be provided to be provided for that resident and the fees to be charged. 
 
Action required:  
 
Ensure each resident’s contract deals with the care and welfare of the resident in the 
designated centre and includes details of the services to be provided for that resident 
and the fees to be charged. 
 
Reference:  

Health Act, 2007 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
 

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

Timescale: 
 

Provider’s response: 
 
Within the designated centre, Barnes View ward is being 
developed to acc. res long stay care.  All residents in this unit 
have contracts of care. 

 
 
Completed 
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The existing information leaflet will be updated to include 
charges and will be given to short stay residents on admission.  A 
separate information leaflet will be developed for residents who 
avail of regular respite. 
 

30 June2013 

  
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:  
 
A document known as the directory of residents that contains all the required 
information was not maintained. 
 
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.  
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
A Directory of Residents in manual format has been purchased 
and will be kept up-to-date and maintained in the designated 
centre and will include the information specified in Schedule 3 of 
the Regulations. 
 

 
 
30 June 2013 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspectors found that some care records identified residents specific 
communication problems, however, this information was not available for all 
residents who had communication difficulties as required in schedule 3 records. The 
methods of communication that may be appropriate to assist residents were not 
identified.  
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Action required:  
 
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) in a manner so to ensure completeness, accuracy and 
ease of retrieval. 
 
Action required:  
 
Keep the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) up-to-date and in good order and in a safe and secure 
place.  
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
Care plans have been reviewed, appropriate communication 
supports and 7 residents have been referred to Speech and 
Language Therapy. 
 
All care records have been reviewed to ensure that residents with 
specific communication problems or difficulties are addressed in 
accordance with Schedule 3 and Schedule 4.   
 
Records will be maintained in a manner as to ensure 
completeness, accurancy and ease of retrieval, kept up-to-date, 
in good order and in a safe and secure place. 
 

 
 
Completed 
 
 
 
Completed 
 
 
 
30 June 2013 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The operational policy and procedure in relation to behaviour management had not 
been finalised at the last inspection. The policy/procedure in respect of admissions to 
the centre was not reflective of how admission practices operated in the centre.  
 
Action required:  
 
Ensure that the written operational policy and procedure in relation to behaviour 
management is implemented and provide a copy to the Authority.  
 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5 including a 
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policy on admissions. 
 
Reference:  

Health Act, 2007 
Regulation 21-25: The records to be kept in a designated centre  
Regulation 27: Operating Policies and Procedures  
Standard 1: Information 
Standard 29: Management Systems 
Standard 32: Register and Residents’ Records 
 

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

Timescale: 
 

Provider’s response: 
 
The policy on behaviour management will be forwarded and the 
policy on admissions will be amended and forwarded to reflect 
the operation of admission practices in the centre once the 
residential care unit has been established on 10 June 2013. 
 

 
 
30 August 2013 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was a record of visitors maintained as required in schedule 4. However, this 
was not up-to-date and did not reflect all visitors to the centre. 
 
Action required:  
 
Keep the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) up-to-date and in good order and in a safe and secure 
place.  
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
The centre works to encourage and maintain contact for 
residents with family and friends. Consequently there is a high 
number of visitors to the unit. Signage has been improved and 
this issue will be included in the patient information booklet and 
respite information leaflet. 
  
All records under Schedule 3 and Schedule 4 will be maintained 

 
 
30 June 2013 
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in an up-to-date manner, in good order and in a safe and secure 
place.  A check list of schedule 3 + 4 has been developed.  All 
records are being audited to ensure documentation is in place. 
 
 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The management of records which enabled access to care plans and other 
information from other community hospitals needed review to ensure that they were 
in accordance with good practice for the management of confidential information and 
the creation and destruction of records. The arrangement did not provide adequate 
levels of confidentiality and was not in accordance with good practice for the 
management of confidential information. 
 
Action required:  
 
Keep the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) up-to-date and in good order and in a safe and secure 
place.  
 
Action required:  
 
Put in place written policies and procedures relating to the creation of, access to, 
retention of and destruction of records. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
A working group will be established across Donegal Community 
Hospitals to review access to the Saturn system in the context of 
confidentiality and safe record keeping. 
 

 
 
30 July 2013 

 
Theme: Safe care and support 
 
Outcome 6: Safeguarding and safety 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
The inspectors did not verify that all staff had been provided with information or 
training on the protection of residents and request that a copy of the training record 
on elder abuse maintained is provided to the Authority.  
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Action required:  
 
Make all necessary arrangements, by training staff or by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
or abuse. 
 
Action required:  
 
Provide a copy of the training record maintained in respect of the training or 
information provided on adult protection.  
 
Reference:  

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 

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

Timescale: 
 

Provider’s response: 
 
The training plan for Elder Abuse is ongoing in the centre.  
A copy of the training record on Elder Abuse for all staff in the 
centre will be provided to the Authority. 
 

 
 
15 June 2013 

 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspectors found that not all risks that prevailed had been identified and found a 
range of risk factors during the inspection and concluded that the health and safety 
of residents, visitors and staff was not sufficiently promoted and protected. The 
following risks had not been identified and needed attention:  
 

 a fire door to the exterior was not alarmed  
 the fire escape routes from the upper floor had only one handrail 
 there was open access from the exterior to the lower ground floor where 

administrative offices were located and there was open access from this floor 
to the residential areas 

 there was unprotected access to the stairway leading to the lower floor from 
the Barnes View unit 

 a call bell or other alert system was not accessible to a resident  
 the visitors record did not reflect all visitors to the centre. 

 
Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the identification 
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and assessment of risks throughout the designated centre and the precautions in 
place to control the risks identified.  
 
Action required:  
 
Have in place security arrangements that protects and staff and ensure that there are 
appropriate safety measures in place to prevent accidents. 
 
Reference:  

Health Act, 2007 
Regulation 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: 
 
The Risk Register will be amended to address all the issues 
identified in Outcome 7 and precautions put in place to control 
the risks. 
 
The firedoor to the exterior will be alarmed, the fire escape 
routes from the upper floor will have a second hand rail erected. 
Works are commencing in June 2013 and will address the issues 
of open access from the exterior to the lower ground floor and 
from this floor to the residential areas, including the stairway 
leading to the lower floor from Barnes View Unit. 
 
All residents will have access to a call bell or other alert system 
within the centre. 
 

 
 
30 June 2013 

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

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

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

Timescale: 
 

Provider’s response: 
 
A working group to include acute services, Home Care services 
and Older Peoples service is established to review admission /  
discharge and transfer arrangements between the acute hospitals 
and care centres and between care centres.   
 
A policy will be developed to reflect best practice. 
 

 
 
30 July 2013 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
When residents sustained falls, the monitoring arrangements/records following falls 
were found to be incomplete and did not provide full or accurate information that 
ensured all vital signs recorded.  
 
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.  
 
Reference:  

Health Act, 2007 
Regulation 31: Risk Management Procedures 
Regualtion 6: General Welfare and Protection  
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: 
 
All nursing staff have been informed that accurate records must 

 
 
Implemented 
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be maintained to include recording of all vital signs when 
residents sustain falls and monitored by the unit manager.   
 
The Quality Risk and Safety Commitee  will review and put in 
place measures to assess, identify and manage risks at the next 
meeting  on 12/06/2013. The risk manager will be in attendance. 
 

 
 
 
30 June 2013 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There had been no review of the recent episodes of norovirus and influenza that had 
occurred in the past three months. In view of the number of residents impacted and 
the inspectors formed the view that a review of these incidents should be completed 
to ensure that any learning from the management of the outbreaks is identified and 
circulated to staff as part of good practice in risk management and learning from 
untoward incidents.  
 
Action required:  
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward 
incidents or adverse events involving residents. 
 
Action required:  
 
Undertake a review of the recent occurances of noro virus and influenza and provide 
the Authority’s inspectors with a copy of the report. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
Following each episode of an infection outbreak a verbal review 
was conducted between hospital staff and the infection control 
team,  after speaking to the Infection Control / Public Health 
team going forward after each outbreak the Infection Control 
Nurse Specialist was happy that no untoward incident had been 
responsible for any outbreak.  The registered provider in 
consultation with the Public Health team is undertaking a review 
of all infectious outbreaks in Donegal Community hospitals. 
 

 
 
30 September 
2013 
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The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Fire safety training did not include evacuation or simulated evacuation of the 
building.other areas requiring attention included: 

 a fire door to the exterior was not alarmed which meant that a resident could 
wander outside undetected and the building was vulnerable to intruders  

 the fire escape routes from the upper floor had only one handrail 
 evacuation or simulated evacuation of the building was not regularly 

undertaken as part of the fire training schedule. 
 
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:  
 
Provide suitable training for staff in fire prevention.  
 
Action required:  
 
Provide confirmation that all staff employed in the designated centre have had 
training on the fire safety arrangements in place. 
 
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: 
 
All staff within the designated centre have received  annual Fire 
Safety training in 2012, a copy of which will be provided to the 
Chief Inspector.   
 
Monthly fire safety training sessions are scheduled and all staff 
are rostered to attend for 2013.   
 
Future fire safety training will include evacuation or simulated 
evacuation of the building.Training records will reflect that 
evacuation in the event of a fire has taken place in each ward. 
 
A full simulated evacuation will be undertaken on 30 June 2013 .

 
 
30 June 2013 
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Outcome 8: Medication management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
  
Each resident was not protected by the designated centres’ policies and procedures 
for medication management in the following areas:  

 the procedure with regard to crushing medicines was not clear and  
 there was no guidance regarding medication errors. 

 
In some instances, the route of medication was not outlined and the maximum 
dosage for “as required” (PRN) was not identified.  
 
Action required:  
 
Ensure that the policies and procedures for medication management are reviewed 
and updated to provide appropriate guidance for staff in the procedures for crushing 
medicines and the management of medication errors. 
 
Action required:  
 
Make sure that the route of medication and maximum dosage for PRN medication is 
detailed. 
 
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: 
 
National templates policy for medication management is adopted 
by the service to guide staff in medication management.  A local 
policy will be devised to guide staff in the event of medication 
error and forwarded to the Chief Inspector by 30 Septemebr 
2013. Medication management re PRN medication will be 
highlighted at handover reports for the next two weeks. 
 

 
 
30 September 
2013 

 
Theme: Effective care and support 
 
Outcome 11: Health and social care needs 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
The inspectors found some deficits in the assessment and care planning processes in 
the centre. These included: 
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 the inspectors found that in some instances where residents were prescribed 
analgesia for pain and additional medication for break through pain there was 
no pain assessment record in place to ensure effective management of pain 
and appropriate administration of pain relief 

 the specific care to be provided when residents had wound care problems was 
not outlined 

 residents did not have access to some specialists. Some were not assessed by 
specialists such as speech and language therapists when there were clinical 
indicators that such an assessment may be useful. 
 

Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
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. 
 
Reference:  

Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Standard 3: Consent  
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 17: Autonomy and Independence 
 

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

Timescale: 
 

Provider’s response: 
 
All care plans have been updated and assessments reviewed and 
where appropriate include pain assessment records, access to 
specialists such as speech and language therapists and specific 
care provided where residents have wound care issues.  All 
residents with identified specialist needs have been referred to 
the appropriate service. 
 

 
 
Completed 

 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
The inspectors did not see evidence that residents had opportunities to participate in 
meaningful activity, appropriate to their interests and preferences. There was an 
absence of organised activity in all units during the morning and afternoon of the 
inspection. 
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Action required:  
 
Provide opportunities for residents to participate in activities appropriate to his or her 
interests and capabilities. 
 
Reference:  

Health Act, 2007 
Regulation 8: Assessment and Care Plan  
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: 
 
Each resident in Woodville Ward has had a social care plan 
review carried out and a plan of individual activities is in place.  
 
Dedicated activities person will be assigned to Barnes View 
Residential Unit from 10 June 2013. 
 

 
 
10 June 2013 

 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
The inspectors reviewed the range of assessments completed and found that there 
was inconsistant evidence in the care records examined that preadmission 
assessments were routinely conducted to determine the centre could appropriately 
meet the residents needs. There was inadequate documentation completed when 
residents were transferred to other centres to ensure safe and effective discharge.  
 
Action required:  
 
Provide all relevant information about each resident who is temporarily absent from 
the designated centre for treatment at another designated centre, hospital or other 
place, to the receiving designated centre, hospital or other place. 
 
Action required:  
 
Discharge residents from the designated centre in a planned and safe manner and 
discuss, plan for and agree the discharge with each resident and, where appropriate, 
with his or her family and/or carer. 
 
Reference:  

Health Act, 2007 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 10: Assessment  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A working group including acute, older persons services, home 
care packages and mental health services are to review the 
current admission, discharge and transfer policy.   
 
Discharge procedures have been reviewed to ensure that future 
discharge of residents will be carried out in a planned and safe 
manner and discussed and agreed with each resident or his / her 
family / carer where appropriate.  Adequate documentation will 
be completed when residents are transferred to other centres to 
ensure safe and effective discharge. 
 

 
 
31 July 2013 

 
The person in charge is failing to comply with a regulatory requirement in 
the following respect: 
  
The arrangements for weight management and monitoring of weight was not always 
accordance with best practice. There were a number of residents with significant 
weight loss and low weights which were not rigorously managed and could present 
significant health risks.  
 
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. Ensure that residents with weight loss are appropriately assessed and 
provided with suitable and sufficient care to meet their individual assessed needs. 
 
Action required:  
 
Facilitate all appropriate health care and support each resident on an individual basis 
to achieve and enjoy the best possible health. Undertake a review of all residents 
with weight loss and low weight and facilitate all appropriate health care to meet 
their needs. 
 
Reference:  

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 13: Healthcare 
Standard 18: Routines and Expectations 
 

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

Timescale: 
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Provider’s response: 
 
Nutritional policy has been signed off and will be implemented in 
this unit. 
 
Weights are currently recorded monthly on all residents. Those 
residents with weight loss have been assessed and have been 
referred to the Dietitian and weight management arrangements 
have been put in place to ensure that residents with weight loss 
are provided with the suitable and sufficient care to meet their 
individual needs. 
 

 
 
Immediate 

 
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 was not fully suitable for its stated purpose. The 
following areas were noted to need attention: 

 the use of multi-occupancy rooms did not meet the required standards for 
space, privacy or the dignity of residents 

 there were areas such as toilets where paintwork and flooring was damaged, 
for example, the toilet near St. Michaels 

 the wooden pedestal in a toilet area was damaged and presented an infection 
control risk 

 in the Finn View unit, the flooring in the bedroom opposite the domestic 
cleaning store was badly damaged due to missing tiles. In the Woodville unit 
there was floor damage opposite ward B 

 a store room in Barnesview had significant paint damage to the window sill 
 the recycling storage area was inappropriately located in a sluice room 
 in Woodville there was interruption to the hand rails along a corridor which 

created difficulty for residents who needed this support to mobilise safely 
 some of the external pathways were uneven 
 the lift was out of order 
 some commodes were not in an appropriately clean condition for use. 

 
Action required: 
  
Provide a report on the proposed long-term use and occupancy of multi-occupied 
bedrooms in the centre and outline any plans in place to ensure compliance with the 
Authority’s Standards by 2015. 
 
Action required:  
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents.  
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Action required:  
 
Keep all parts of the designated centre clean and suitably decorated. 
 
Action required:  
 
Make suitable adaptations, and provide such support, equipment and facilities, 
including passenger lifts for residents, as may be required. 
 
Action required:  
 
Provide and maintain external grounds which are suitable for, and safe for use by 
residents. 
 
Action required:  
 
Provide safe floor covering. 
 
Action required: 
 
Provide handrails in circulation areas. 
 
Action required: 
 
Provide handrails on both sides of stair cases except where a stairlift is used. 
 
Action required: 
 
Maintain the equipment for use by residents or people who work at the designated in 
good working order.  
 
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: 
 
A 27 bedded Residential Care Wing will be established on 
10/06/2013. 
All other issues identified in Outcome 12 will be addressed to 
ensure that the physical design and layout of the premises meets 
the needs of each resident. 
All areas of the designated centre will be kept clean and suitably 
decorated.  Paint work, flooring, provision of hand rails, 
maintenance of external grounds and equipment will be 
addressed.  

 
 
31 August 2013 
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When works commence in June 2013 the lift will cease to be 
operational.  Weekly meetings  take place with maintenance staff 
to address the  work plan for the coming week. 
 
 
Theme: Person-centred care and support          
 
Outcome 14: End of life care 
The provider and person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
Practice in relation to care at end of life needed improvement. A resident had “not for 
resuscitation” statement in a medical file, however, this status had not been reflected 
in nursing records to appropriately guide staff. 
 
End of life care was not described in care records. 
 
Action required:  
 
Put in place written operational policies and protocols for end of life care. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
A policy on End of Life Care is available to all staff.  Nursing 
records have been reviewed to ensure that all staff are aware of 
the status of residents who have "not for resusitation" 
statements in their medical file. 
 

 
 
Immediate 

 
Outcome 16: Residents’ rights, dignity and consultation 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Adequate privacy could not be provided in toilet areas. Privacy was compromised by 
toilet doors that did not fully enclose the toilets as they were open top and bottom.  
 
In a shared room one of the beds was left unmade and the room was left untidy 
although another resident remained in the room.  
  
Action required:  
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Ensure that residents are provided with privacy, in so far as is reasonably practicable, 
to the extent that the residents are able to undertake personal activities in private. 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
Toilet doors will be replaced to ensure adequate privacy for 
residents. 
 

 
 
31 August 2013 

 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
The inspectors found evidence that staff required training and education in the 
following areas to ensure practice operates in accordance with contemporary 
evidence-based practice.  
 
Action required:  
 
Provide staff with education and training to enable them to provide care in 
accordance with contemporary evidence-based practice particularly in the following 
areas: 

 infection control  
 safe admission and discharge procedures 
 care planning 
 risk management. 

 
Action required:  
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
Reference:  

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

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

Timescale: 
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Provider’s response: 
 
All staff are provided with education and training in Infection 
Control.   
 
All CMNs have received education and training in Care Planning.  
Education and training will be provided in safe admission and 
discharge procedures following the completion of the working 
group report.  Our existing admission and dischaarge procedures 
has been disussed with CNM's and monitored on an ongoing 
basis. 
 
Risk management training will be provided.  All staff members 
are supervised on an appropriate basis pertinent to their role. 
 

 
 
30 November 
2013 

 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
The allocation of staff did not ensure the social care needs of residents were met.  
 
The responsibility for nurse in charge duties needed review.  
 
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. 
 
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: 
 
Staff in Woodville have developed and implemented a social 
programme to meed the needs of residents. 
 
An activities co-ordinator will be assigned to Barnes View Ward 
from 10 June 2013. Timescale – 10 June 2013

 
 
 
Immediate 

 
 
 
 
 
 


