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Centre name: St Eunan’s Nursing Home 

 
Centre ID: 392 

 
 
Rough Park, Ramelton Rd 
 
Letterkenny 

 
 
Centre address: 

 
Co Donegal 

 
Telephone number: 

 
074-9103860 

 
Fax number: 

 
074-9103861 

 
Email address: 

 
denismariefitzpatrick@gmail.com  

 
Type of centre: 

Private              Voluntary              Public 

 
Registered provider: 

 
St Eunan’s Nursing and Convalescent Home Ltd 

 
Person in charge: 

 
Marie Fitzpatrick 

 
Date of inspection: 

 
28 September 2009 

Time inspection took place: 
 

Start time: 09:00hrs  
Completion time: 14:10hrs 
 

 
Lead inspector: 

 
Jude O’Neill 

 
Support inspector(s): 

 
Mary McCann 

 
 
Type of inspection: 
 
 

 Registration 
 Scheduled  

 
 Announced 
 Unannounced  

 
 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated centres for older people 
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About inspection 
 
The purpose of inspection is to gather evidence on which to make judgments about 
the fitness of the registered provider and to report on the quality of the service. This 
is to ensure that providers are complying with the requirements and conditions of 
their registration and meet the standards; that they have systems in place to both 
safeguard the welfare of service users and to provide information and evidence of 
good and poor practice. 
 
In assessing the overall quality of the service provided, inspectors examine how well 
the provider has met the requirements of the Health Act 2007, the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) Regulations 
2009 and the National Quality Standards for Residential Care Settings for Older 
People in Ireland under the following topics:  
 

1. Governance and leadership: how well the centre is organised. 

2. The quality of the service. 

3. How well the healthcare needs of residents are met.  

4. Premises and equipment: appropriateness and adequacy.  

5. Communication: information provided to residents, relatives and staff.  

6. Staffing: the recruitment, supervision and competence of staff.  

 
This report summarises the findings of the inspection under some or all of these 
topics, highlighting areas of good practice as well as areas where improvements 
were required as follows:  
 
Evidence of good practice – this means that an acceptable standard was reached 
and the provider demonstrated a culture of review and improvement and aimed to 
drive forward best practice. 
 
Some improvements required – this means that practice was generally 
satisfactory but there were areas that need attention. 
 
Significant improvements required – this means that unacceptable practice was 
found.  
 
The report also identifies minor issues, where applicable, to which the provider 
should give consideration to enhance the quality of the service. 
  
The report is available to residents, relatives, providers of services and members of 
the public, and is published on our website www.hiqa.ie. 
 
Acknowledgements 
 
The inspectors wish to acknowledge the cooperation and assistance of the residents, 
relatives, provider and staff during the inspection. 
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About the centre 
 

Description of services and premises 

 
St Eunan’s is a purpose-built single storey facility, operational since December 2004. 
The centre is registered to provide care for up to 42 residents.  
 
In the foyer there is a reception area with the nursing station directly behind. There 
is also a large sitting room adjacent to which are a smoking area and dining room. 
There are 22 single rooms, eight twin rooms and one four-bedded room, all of which 
have ensuite facilities. An oratory is also available.   
 
The centre is quadrangle in shape with an enclosed garden in the centre. There is 
ample car parking for residents, relatives and visitors. 
 
 

Location 

 
St Eunan’s is situated approximately five kilometres north of Letterkenny on the 
Ramelton Road, near Woodland’s school.  
 
 

Date centre was first established: 
 

26 December 2004 

Number of residents on the date of 
inspection 
 

32 residents 

 
 

Dependency level of 
current residents  

Max High  Medium Low 

Number of residents 
 

Information was not available on individual dependency 
levels 
 

 
 

Management structure 
 
The Providers are Marie and Denis Fitzpatrick. Marie Fitzpatrick is a registered nurse 
and is the Person in Charge of the centre.  
 
The Person in Charge works in the centre on a daily basis and is supported in this 
role by a clinical nurse manager (Grade 1).  
 
A registered general nurse is on duty at all times, supported by care assistants, 
housekeeping and catering staff.  On-call arrangements are also in place.
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Staff 
designation 

Person 
in 
Charge 

 
Nurses

Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on duty 
on day of 
inspection 

1 1 6 1 1 0 0 
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Summary of findings from this inspection 
 
This was an unannounced inspection carried out in response to concerns received by 
the Authority’s Chief Inspector of Social Services about medication management and 
record keeping.  Given these concerns, the inspection focused on how effectively the 
healthcare needs of the residents were being addressed and how well the centre was 
managed.  
 
The centre was warm, and seen to be clean and maintained to a high standard. Care 
was provided to residents with a range of complex and diverse needs.  At the start of 
the inspection, most residents remained in bed. Residents told inspectors that they 
were able to exercise choice over when to get up or go to bed.  Good relations were 
evident between staff and residents.  Observation of care practices indicated that 
residents were treated with dignity and respect. 
 
All bedrooms had been equipped with profiling beds and residents had been enabled 
to personalise their rooms.  Multi-occupancy rooms had fixed curtains in place to 
maximise privacy. 
 
While the provider indicated a positive commitment to comply with the new 
legislation and quality standards, significant revision of policies and procedures was 
still required to ensure compliance. 
 
The Action Plan at the end of the report identifies areas where improvements were 
required to comply with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 and the National Quality 
Standards for Services for Older People in Ireland.  A number of areas for 
improvement were identified in relation to medication management and record 
keeping.   
 
Residents’ and relatives’ comments 
 
Inspectors talked at length to seven residents about the quality of care provided and 
the quality of life experienced within the centre. 
 
All residents consulted felt that they were well cared for and spoke positively about 
their relationships with staff.  One resident told an inspector “the staff are very good 
to me and I am very happy here”. 
 
While residents were generally in agreement that the food was good, two described 
the food as “very boring” and “repetitive”. One resident told an inspector that fish 
fingers were frequently on the menu. 
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Overall findings 
 
 
1. Governance: how well the centre is organised 
 
 
Outcome: The centre is well organised and managed and complies with the 
requirements of the Health Act 2007, the regulations and standards. 
 
Good governance involves the effective and efficient deployment of 
resources in accordance with the stated purpose and function of the 
centre. Governance includes setting clear direction for the service, a 
commitment to continual improvement, and having a system in place to 
effectively assess and manage risk. 
 
Evidence of good practice 
 
Staff consulted were able to clearly describe their roles and responsibilities and 
demonstrated an awareness of the new regulations and the National Quality 
Standards for Residential Care Settings for Older People in Ireland.  
 
Some improvements required  
 
Records of incidents and accidents had been maintained in accordance with the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009.  While three accidents had been documented since 1 July 
2009, there was no evidence to indicate that risk assessments had been revised or 
that other outcome measures were taken in response to these. 
 
The statement of purpose and residents’ guide was being revised to ensure full 
compliance with legislation and standards and was not available at the time of 
inspection. 
 
The person in charge told inspectors that recent discussion had taken place with the 
Health Service Executive (HSE) in relation to the management and investigation of 
complaints.  The complaints procedure was being amended to reflect the outcomes 
of that discussion.  There was evidence that the procedure in place within the centre 
did not comply with current legislation. 
 
Policies and procedures: 
Policies and procedures had not yet been revised to reflect the new legislation or 
quality standards.  The person in charge advised that a comprehensive review of all 
policies and procedures had commenced to ensure full compliance. 
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Significant improvements required  
 
Contracts of care:  
The contract of care was reviewed and it was noted that it had not been updated to 
reflect an increase in fees. 
 
Dependency levels: 
An overview of dependency levels was not available on the day of inspection to 
enable the person in charge to ensure that staff were on duty in adequate numbers 
and with the appropriate skills and competencies to meet the changing needs of the 
residents. 
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2. Healthcare needs 
 
 
Outcome:  Residents’ healthcare needs are met. 
 
Healthcare is integral to meeting individual’s needs. It requires that 
residents’ health, personal and social care needs are assessed and 
reviewed on an ongoing basis within a care planning process that is person 
centred. Emphasis is firmly placed on health promotion, independence and 
meaningful activity. 
 
Evidence of good practice 
 
Individual care records were in place for all residents.  A sample of seven care 
records were reviewed in detail to gauge the standard of documentation and level of 
compliance with legislation, standards and best practice. 
 
An appropriate range of evidence-based assessment tools had been used by staff to 
assess residents’ activities of daily living which included assessments for moving and 
handling, falls, nutrition, tissue viability and continence. 
 
The health needs of residents had been further promoted through the monitoring of 
weight, blood pressure, urinalysis and blood screening.  This information had been 
recorded on a monthly basis or more frequently as required. 
 
All records pertaining to controlled drugs were inspected and found to be in order.  
Six residents had been prescribed controlled drugs and/or night sedation at the time 
of inspection.  The records indicated that such medications had been administered in 
accordance with legislation and An Bord Altranais guidelines. 
 
Some improvements required  
 
Completion of records:  
While there was a large volume of records in each resident’s file, some documents 
had not been fully completed while others remained blank.  In two instances, 
duplicate documentation was in place providing conflicting information on the needs 
of residents, for example, in the assessment and planning of restraint. 
 
Policies and procedures on medication management: 
The person in charge told inspectors that significant work was ongoing in regards to 
developing policies and procedures on medication management to ensure they were 
fully compliant with current legislation, standards and best practice.  However, these 
documents were unavailable at the time of inspection. 
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Significant improvements required  
 
Daily record keeping:  
Information relating to residents’ needs and the care provided was seen not to be 
well documented in daily notes. In two of the care records inspected, daily records 
did not contain sufficient detail to provide a satisfactory clinical picture of residents’ 
care needs to all those involved in their care. References to investigations, and any 
follow up on results, had not been routinely recorded or were not easily accessible in 
the notes.  There was also an absence of detail regarding reviews or any actions 
taken in response to investigation findings. The effectiveness of specialist treatment 
regimes, particularly antibiotic therapy, was not always documented.  
 
Nursing staff completed a “daily flow sheet” to reflect residents’ progress over a 24-
hour period.  All activities of daily living were considered and the nurse used a likert 
scale to reflect the particular status of individual residents. Inspectors noted that 
daily flow sheets had been completed on a daily basis for all residents. However, a 
number of gaps were identified between the information entered in the daily 
communication record in the residents’ notes and the information recorded in the 
daily flow sheet.  Inspectors noted a number of instances when a resident had been 
seen by a general practitioner (GP) yet there was no detailed record made in the 
resident’s notes of the GP visit.  Inspectors also noted that any observations made by 
staff regarding improvement or disimprovement in a residents condition had not 
always been recorded in the residents’ notes. 
 
While the daily flow sheet allowed for a brief overview of the care provided to 
residents, its tick box design did not allow for an accurate comprehensive record of 
care to be maintained.  
 
In a number of cases, inspectors also observed that the entries in the daily flow chart 
were inconsistent with care plans particularly in relation to wound care. 
 
Care plans:  
Inspectors noted that the care needs of residents were not always assessed within 
48 hours of admission or earlier as indicated by the risk assessment.  In the case of 
one resident recently re-admitted to the centre, an updated assessment had not 
been undertaken and care plans had not been revised or signed off by a registered 
nurse. It was also noted that the care planned for residents was not always reflected 
in the daily flow sheet. 
 
The care records inspected did not evidence that the resident and/or nominated 
representative had access to the care plan or were informed of any changes to their 
prescribed care. Residents’ views about their care, their expressed needs and wishes 
and the views of significant others were not documented. 
 
While some residents’ care plans were reviewed regularly, inspectors noted that in a 
number of instances, care plans were reviewed less frequently than at three-monthly 
intervals. 
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Restraint:   
A variable approach was noted in the completion of documentation pertaining to 
restraint. Where the use of any form of restraint was indicated, care plans did not 
reflect the nature of restraint to be used.  Those records inspected highlighted that 
restraint assessment forms and restraint plans had not always been completed. 
 
While the care records of two residents indicated that some discussion had taken 
place with the resident and their family in regards to the use of restraint, this was 
not recorded in all instances where restraint was used. There was also no evidence 
that residents (where they had the capacity to do so) had signed for the use of 
restraint. The risk assessment tool used by the centre did not capture all the issues 
which should have been considered in the use of restraint, for example: the need to 
involve residents, relatives and healthcare professionals in all decisions regarding 
restraint; that all involved had fully considered the rights, dignity and independence 
of the resident; and that any decision to use restraint had been reached by way of a 
consensus.  
 
Medication management: 
The prescription sheets and medication records for all residents were inspected.  The 
following significant omissions were noted within a large number of records: 
 

 dates for commencement and discontinuation of medications had not been 
entered 

 route of administration had not been identified 
 medication dosage had not been stated 
 in a number of instances, particularly for antibiotic medications, there was no 

GP signature 
 an abbreviated approach to signing off on prescriptions was evident where 

medications had not been individually prescribed by GPs 
 prescription sheets and medication administration records did not always tally 
 inspectors observed that lunchtime medications were administered at a 

different time to that prescribed, for example, at 12pm as opposed to 2pm. 
 
A dedicated fridge in the clinical room was used to maintain a cold chain and ensure 
that medications which required cold storage were stored appropriately.  However, a 
thermometer was not available for staff to record daily fridge temperatures. 
 
 
 

 
Report compiled by 
 
Jude O’Neill 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
17 October 2009 
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Provider’s response to inspection report 
 

Centre: St Eunan’s Nursing Home  
 

Centre ID: 392 
 

Date of inspection: 
 

28 September 2009  

Date of response: 
 

3 November 2009 

 
Requirements 
 
These requirements set out what the registered provider must do to meet the Health 
Act 2007, the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 and the National Quality Standards for 
Residential Care Settings for Older People in Ireland. 
 
1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
An adequate nursing record of the care provided to residents had not been maintained.  
The documents in place did not demonstrate residents’ needs were being fully 
addressed or that the care provided had been recorded by the nurse on duty in 
accordance with relevant professional guidelines. The “daily flow chart” while completed 
on a daily basis did not reflect the clinical picture of the care provided to each resident. 
 
Action required:  
 
Audit the nursing care documentation in use within the centre to ensure that records are 
completed in accordance with An Bord Altranais guidelines and the Health Act 2007 
(Care and Welfare of Residents in Regulated Centres for Older People) Regulations 
2009. 
 
Reference:   

Health Act 2007 
                   Regulation 25: Medical Records 
                   Standard 11: The Resident’s Care Plan  
 

   
Health Information and Quality Authority 
Social Services Inspectorate 
 

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

Timescale: 
 

Provider’s response: 
 
The complete audit is in progress to ensure that all records are 
completed in accordance with An Bord Altranais guidelines, the 
Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009. This is ongoing and 
scheduled to be completed by 15 December 2009. 
 

15 December 
2009 
 
 

 
 
2. The provider has failed or is failing to comply with a regulatory 
requirement in the following respect: 
 
A significant number of errors were noted in medication prescription sheets that 
included the absence of GP signatures, a failure to record commencement or 
discontinuation dates, the required dosages or the route of administration.   
 
Action required:  
 
Ensure that appropriate and suitable practices and policies are in place relating to the 
ordering, prescribing, storing and administration of medications which are in keeping 
with legislation and best practice. 
 
Provide update training to all nursing staff to ensure that they have comprehensive up-
to-date knowledge on all aspects of medication management. 
 
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: 
 
I have raised with GPs the comments of the HIQA Inspectors in 
relation to this matter. Signed faxed prescriptions were in the 
residents notes and all prescriptions were signed in the Kardex on 
Monday the day of the inspection. Dates and route of administration 
have been updated. 
 
A study day has been arranged for all staff nurses with an input 
from the Director of Nursing (DON) and the pharmacist on medical 

15 January 2010. 
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management to be completed by 15 December 2009. 
A new draft of policies is completed and final draft will be completed 
by 15 January 2010.  
 
 
3. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Care plans had been reviewed less frequently than at three-monthly intervals. Care 
plans had not been developed and agreed with each resident or made available to them. 
Care plans were not updated to reflect accidents / incidents or near misses. 
 
Action required:  
 
Adopt a comprehensive care planning format for all residents which accords with current 
legislation and standards. 
  
Reference:  
                   Health Act 2007 
                   Regulation 8: Assessment and Care Plan 
                   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: 
 
The review of individual care plans was commenced immediately 
and is ongoing; these reviews will be completed by 15 December 
2009. 
 

15 December 
2009. 
 
             

 
4. The provider has failed or is failing to comply with a regulatory 
requirement in the following respect:  
 
The dedicated fridge in the clinical room did not have a thermometer to enable staff to 
monitor and record temperatures. 
 
Action required:  
 
Ensure that appropriate and suitable practices and policies are in place relating to the 
storage and monitoring of refrigerated medications which are in keeping with legislation 
and best practice. 
 
Reference:   
                   Health Act 2007 
                   Regulation 33: Ordering, Prescribing, Storing and Administration of  
                                        Medicines 
                   Standard 14: Medication Management 
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Please state the actions you have taken or are planning to 
take  with timescales: 
 

Timescale 
 

Provider’s response: 
 
A thermometer has been installed in the fridge and the daily record 
of the temperature is being maintained. 
 

Actioned 

 
 
5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The dependency of all residents in the centre was not immediately known to staff on 
duty. 
 
 Action required:  
 
Ensure that residents’ dependency levels are calculated on a daily basis to enable the 
centre to provide suitable and sufficient care to maintain the resident’s welfare and 
wellbeing, and address their needs as set out in their care plan. 
 
Reference:   

Health Act 2007 
                   Regulation 6: General Welfare and Protection 
                   Standard 32: Register and Residents’ Records 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
I have put in place a summary of the assessment of the level of 
dependency of the residents on admission and on review. 
 

Actioned 

 
 
6. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
Contracts of care had not been updated to reflect a change in fees. 
 
Action required:  
 
Amend the existing contract or develop a new contract of care to reflect the current fee 
structure in place within the centre.  Ensure each resident and/or person who is 
responsible for fees is aware of the change in contract and that the contract is signed by 
both parties.  
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Reference:   
                   Health Act 2007 
                   Regulation 28: Contract for the Provision of Services 
                   Standard 7: Contract/Statement of Terms and Conditions 
                    
Please state the actions you have taken or are planning to 
take following the inspection with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A notification in relation to a fee’s increase has been issued on 30 
October 2009 to come into effect on 1 December 2009; an 
addendum to the contracts will be issued to each party by 1 
December 2009.  
 

01 December 
2009 
 

 
 
7. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
Records had not been maintained for every occasion when restraint was used, the 
nature of that restraint and its duration. 
 
Action required:  
 
A record of every occasion on which restraint is used must be kept. This record should 
reflect the nature of the restraint and its duration.  
 
Reference:   
                   Health Act 2007 
                   Regulation 25: Medical Records                  
                   Standard 21: Responding to Behaviour that is Challenging 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

  
 

Provider’s response: 
 
At all times we endeavour to maintain a restraint free environment. 
The GP has recommended beds rails for one resident during night 
time for their safety. This has been discussed with the resident and 
documented at its inception.  
 

Actioned 
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8. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The risk assessment tool used by the centre did not capture the myriad of issues which 
should be considered in the use of restraint. 
 
Action required:  
 
The risk assessment tool for restraint should be revised to demonstrate that all factors in 
the use of restraint are considered and to evidence the involvement of the resident 
(where possible) and all others in the decision-making process. 
 
Reference:   
                   Health Act 2007 
                   Regulation 25: Medical Records                  
                   Standard 21: Responding to Behaviour that is Challenging 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

  
 

Provider’s response: 
 
A review of the present restraint policy and assessment tool for 
restraints has been carried out. 
 

Actioned 

 
 
 
 
9. The provider has failed or is failing to comply with a regulatory 
requirement in the following respect:  
 
The range of policies, procedures and guidelines available in the centre did not meet the 
criteria set out in Schedule 5 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009. 
                             
Action required:  
 
Put in place written policies and procedures on all the items listed in Schedule 5 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009. 
 
Reference:   
                   Health Act 2007                
                   Regulation 27: Operating Policies and Procedures 
                   Standard 29: Management Systems 
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Please state the actions you have taken or are planning to 
take  with time scales 
 

Time scale 
 

Provider’s response: 
 
This is ongoing work, many have been completed all policies and 
procedure will be completed by 31 January 2010. 
 

31 January 2010. 

 
 
10. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The provider had not updated and amended the complaints policy and procedure to 
include the provisions of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009. 
 
Action required:  
 
Review the complaints procedure to ensure that the centre has written operational 
policies and procedures relating to the making, handling and investigation of complaints 
from any person about any aspects of service, care and treatment provided in or on 
behalf of a centre. 
 
Reference:   
                    Health Act 2007 
                    Regulation 39: Complaints Procedures 
                       Standard 6: Complaints            
        
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The review of the complaints procedure has been completed. 
 

Actioned 

 
 
 
11. The provider is failing to comply with a regulatory requirement in the 
following respect:   
 
The provider did not have a statement of purpose containing all the information required 
by the Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009. 
 
 Action required:  
 
Compile a statement of purpose which includes the statement of the aims, objectives 
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and ethos of the centre, the facilities and services provided and all matters listed in 
Schedule 1 of the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009. 
 
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: 
 
This work is ongoing, draft is completed and final date for 
completion is 31 December 2009. 
 

31 December 
2009. 

 
 
12. The provider is failing to comply with a regulatory requirement in the 
following respect:   
 
The provider did not have a residents’ guide containing all the information required by 
the Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009. 
 
Action required:  
 
Produce a residents’ guide that includes all matters listed in the Health Act 2007 (Care 
and Welfare of Residents in Designated Centres for Older People) Regulations 2009 and 
ensure that a copy is made available to all residents and the Chief Inspector. 
 
Reference:   

Health Act 2007 
                   Regulation 21: Provision of Information to Residents 
                   Standard 1: Information  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The residents’ guide is being updated to reflect the new regulations 
and will be completed by 31 December 2009.  
 

31 December 
2009  
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Recommendations 
 
 
These recommendations are taken from the best practice described in the 
National Quality Standards for Residential Care Settings for Older People 
in Ireland and the registered provider should consider them as a way of 
improving the service. 
 
Standard Best practice recommendations 
Standard 19: 
Meals and Mealtimes 
 

A review should be undertaken to ensure that the menu 
offered in the centre is varied and provides a choice to 
residents.                                                                          
 
Provider’s response: 
 
I have checked the number of times that fish fingers are on 
the menu, since last January they have been served once 
every two weeks. 
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Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
 
 
 
 
 
 
Provider’s name:   Marie Fitzpatrick 
Date:    3 November 2009 
 
 

 


