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Health Information and Quality Authority 
Social Services Inspectorate 
 
Registration Inspection report 
Designated Centres under Health Act 
2007 

 
 

 
Centre name: Lough Corrib Nursing Home 
 
Centre ID: 

 
0356 
 
Kilbeg 
 
Headford  Centre address: 

 
Co Galway 

 
Telephone number:  

 
093 35778 

 
Fax number: 093 36541 
 
Email address: loughcorribnh@eircom.net 
 
Type of centre: 

 
 Private           Voluntary           Public 

 
Registered provider: Niamh Keane 

Person authorised to act on 
behalf of the provider: Niamh Keane 
 
Person in charge: Joan Ahern 
 
Date of inspection: 18 and 19 May 2011 

 
Time inspection took place: 

 
18 May Start: 10:00 hrs   Completion: 17:30 hrs 
19 May Start: 09:00 hrs   Completion: 20:30 hrs 

 
Lead inspector: Nan Savage 
 
Support inspector: Marian Delaney Hynes 

Type of inspection: 
 

 
    Registration 
    Announced 
    Unannounced 
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About registration 
 

The purpose of regulation is to protect vulnerable people of any age who are 
receiving residential care services. Regulation gives confidence to the public that 
people receiving care and support in a designated centre are receiving a good, safe, 
service. This process also seeks to ensure that the health, wellbeing and quality of 
life of people in residential care is promoted and protected.  
 
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.  
 
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.  
 
As part of the registration process, the provider must satisfy the Chief Inspector that 
s/he is fit to provide the service and that the service is in compliance with the Health 
Act 2007 (Care and Welfare of Residents in Designated Centre for Older People) 
Regulations 2009 (as amended).  
 
In regulating entry into service provision, the Authority is fulfilling an important duty 
under section 41 of the Health Act 2007. Part of this regulatory duty is a statutory 
discretion to refuse registration if the Authority is not satisfied about a provider’s 
fitness to provide services, or the fitness of any other person involved in the 
management of a centre. The registration process confirms publicly and openly that 
registered providers are, in the terminology of the law, “fit persons” and are legally 
permitted to provide that service.  
 
Other elements of the process designed to assess the provider’s fitness include, but 
are not limited to: the information provided in the application to register, the Fit 
Person self-assessment, the Fit Person interviews, findings from previous inspections 
and the provider’s capacity to implement any actions as a result of inspection.  
 
Following the assessment of these elements, a recommendation will be made by 
inspectors to the Chief Inspector. Therefore, at the time of writing this report, a 
decision has not yet been made in relation to the registration of the named service.  
 
The findings of the registration inspection are set out under eighteen outcome 
statements. These outcomes set out what is expected in designated centres and are 
based on the requirements of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended); the National 
Quality Standards for Residential Care Settings for Older People in Ireland. Resident’s 
comments are found throughout the report. 
 
The registration inspection report is available to residents, relatives, providers and 
members of the public, and is published on www.hiqa.ie in keeping with the 
Authority’s values of openness and transparency.  
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About the centre 
 

Location of centre and description of services and premises 
 

The centre is located approximately 3 kilometres outside the village of Headford in 
County Galway. 

 
Lough Corrib Nursing Home is a purpose-built single-storey building which opened in 
October 1999. The centre had places for 31 residents but since the previous 
inspection the provider reduced this number to 30 and used the extra bedroom for 
storage. On the day of inspection there were 16 residents living there and some of 
these residents had dementia. Two residents, one with a physical disability and the 
other with an intellectual disability, were under 65 years of age.  

 
A porch leads to the main entrance door, which has a key-pad system and opens 
onto the main corridor. The nurses’ station is located off this corridor and the dining 
room and kitchen are in the vicinity of the nurses’ station and a hatch area connects 
the kitchen to the dining room. The administration office is located in a portacabin at 
the rear of the centre and is also used by the person in charge and the provider. 
There are two adjoining day-rooms and a separate smoking room is provided off one 
of these day-rooms.  

 
Bedroom accommodation is located on three corridors. There are three single 
bedrooms, twelve twin rooms and one three-bedded room. All bedrooms have wash-
hand basins and there are five toilets for residents’ use, one bathroom and two 
shower rooms.  
 
There are separate laundry and sluice rooms in the central area of the building.  

 
The building is wheelchair accessible and parking for staff and visitors is provided to 
the front of the building. 

 
 
Date centre was first established:  

 
18 October 1999 

 
Number of residents on the date of inspection: 

 
16 

 
Number of vacancies on the date of inspection:  

 
14 

Dependency level of current 
residents:  

Max High Medium Low 

 
Number of residents: 

 
0 

 
9 

 
5 

 
2 

Male 
( ) 

Female 
( ) 

 
Gender of residents: 

 
7 

 
9 
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Management structure 

 
The Provider is Niamh Keane and the Person in Charge, Joan Ahearn, reports directly 
to the Provider. On the day of inspection the Person in Charge was on long-term 
leave and the provider had appointed a new Person in Charge, Anne Comer to 
deputise in her absence. The Person in Charge is supported by a team of nurses and 
care assistants who report directly to her. In her absence, a senior nurse, Maria 
Jacobs deputises as Person in Charge. Catering and housekeeping staff report to the 
nurse on duty who in turn reports to the Person in Charge. An administrator provides 
support to both the Provider and Person in Charge. A maintenance person is 
employed and reports directly to the provider. 
 

Summary of compliance with Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This report set out the findings of a registration inspection, which took place 
following an application to the Health Information and Quality Authority (the 
Authority) for registration under Section 48 of the Health Act, 2007. 
 
Inspectors met with residents, relatives, and staff members, over the two day 
inspection. Inspectors observed practices and reviewed documentation such as care 
plans, medical records, accident logs, policies and procedures and staff files. 
Separate fit person interviews were carried out with the provider and the person in 
charge, both of whom had completed the fit person self-assessment document in 
advance of the inspection. This was reviewed by inspectors, along with all the 
information provided in the registration application form and supporting 
documentation.  
 
Residents had a reasonable quality of life. Residents’ privacy was promoted through 
staff practices. Residents were supported to exercise choice and personal autonomy 
and their views were generally sought and responded to. Significant progress had 
been made by the provider and person in charge to promote a restraint free 
environment for residents. 
 
Inspectors found that the provider and person in charge did not meet all of the 
requirements of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended) and the National Quality 
Standards for Residential Care Settings for Older People in Ireland.  
 
Residents’ medical healthcare needs were catered for in that residents were reviewed 
regularly by the general practitioner (GP) and they had access to peripatetic services. 
Some aspects of nursing care were not based on evidence based practice. Staff 
required further training on a number of critical clinical care practices. Serious 
concerns were identified by inspectors in the prevention and management of falls, 
behaviours that challenge and symptom management for end-of-life care.  
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The management of a resident with a medical condition required the urgent attention 
of the provider and measures were put in place immediately after the inspection, to 
satisfactorily address this risk. 
 
Findings from the previous inspection dated 29 September 2010 were also reviewed. 
Inspectors found the provider had completed most actions but some significant 
issues had not been properly addressed. For example, insufficient arrangements were 
in place for the person in charge to perform her management duties and some parts 
of the care planning process did not meet the current needs of residents. Inspectors 
also found the provider had not put robust procedures in place for the recruitment, 
selection and vetting of staff.  
 
Although the provider had made improvements to the physical environment, parts of 
the environment did not meet the collective and individual needs of residents. 
Storage space was limited and staff facilities were inadequate. Although the 
bathrooms and toilet facilities met the needs of existing residents, they were 
insufficient to facilitate the full compliment of places. Assessment and care plans 
needed to improve. Notifications were not submitted to the Authority within the 
required timeframes. 
 
Some amendments were required to the statement of purpose in order to accurately 
reflect the services and facilities currently available to residents. Other improvements 
were required and these are outlined under the outcome statements and related 
actions set out in the action plan.   
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Section 50 (1) (b) 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.  

 
1. Statement of purpose and quality management 
 

Outcome 1 
There is a written statement of purpose that accurately describes the service that is 
provided in the centre. The services and facilities outlined in the statement of purpose, 
and the manner in which care is provided, reflect the diverse needs of residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 
 
Inspection findings 
The statement of purpose did not fully reflect the service provided in the centre and 
did not meet all of the requirements of Schedule 1 of the Regulations.  
 
While inspectors received an amended copy before the end of the inspection which 
addressed most of the issues identified there were still some areas that required 
improvement. For example, the number and size of rooms were not documented and 
the details recorded for the person in charge did not reflect the current person in 
charge arrangements.  
 
The range of needs that the centre intended to meet were described in the 
statement of purpose and included general care, residents with dementia, physical 
disability, intellectual disability, acquired brain injury and respite care.  
 
Inspectors found that the aim to provide a high standard of care and treatment in 
keeping with best practice and legislation was not consistently achieved in the care 
provided to some residents.  
 

Outcome 2 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
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Inspection findings 
There were no systems in place to review the quality and safety of care and quality 
of life of residents.  
 
The person in charge had recently begun to gather and document specific 
information related to falls and medication stock levels. However, inspectors found 
that there were no audits carried out in areas such as complaints management, falls, 
incidents and accidents and medication management to identify trends, target 
improvements and inform learning.  
 
The provider recorded in the fit person entry programme and also informed 
inspectors during the fit person interview that she planned to carry out a resident 
satisfaction survey within the next three months.  
 

Outcome 3 
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 
 
 
Inspection findings 
While there was evidence that complaints were well managed, inspectors found that 
the complaints policy and complaints procedure did not comply with all the 
requirements of the Regulations.  
 
The complaints procedure which was prominently displayed in the entrance area did 
not include an independent appeals process. Details of the complaints procedure 
described in the statement of purpose, the Residents’ Guide and the complaints 
policy did not fully correspond with each other. For example, complainants were 
directed with their complaint to different personnel and part of the independent 
appeals process in these documents also varied. Inspectors also noted that the 
complaints policy did not clearly identify the nominated contacted persons 
responsible for investigating and managing complaints.  
 
Inspectors viewed the complaints register and found that complaints were well 
documented. Information recorded included confirmation that the outcome of the 
investigation was discussed with the complainant and their level of satisfaction with 
how the complaint was managed and resolved. It was evident from complaints 
reviewed that the people in charge managed complaints and ensured that complaints 
were responded to and addressed in a timely manner.  
 
Many residents and relatives spoken with and who had completed a questionnaire 
identified the person in charge or provider as someone they would approach if they 
had a concern. Inspectors observed residents and relatives chatting to the person in 
charge and the provider in a relaxed and informal manner during the inspection.  
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While there was no formal advocacy service available to residents inspectors were 
informed by the provider and person in charge that they had sourced an independent 
advocate who had agreed to fulfil this role. The provider stated that this person 
would facilitate residents’ meeting in the future and would be formally appointed 
within the next four weeks. 
 
2. Safeguarding and Safety 
 

Outcome 4 
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 
 
 
Inspection findings 
Specific arrangements were in place to protect residents from being harmed or 
suffering abuse and the provider and person in charge monitored some safeguarding 
practices in the centre. They regularly spoke to residents and relatives, monitored 
the management of complaints, and ensured that the staff had received training on 
the prevention and detection of elder abuse.  
 
The provider and person in charge were qualified to deliver training on the 
prevention and detection of elder abuse. Training records viewed confirmed that staff 
had received training in this area. When questioned, staff on duty, including the 
provider and person in charge, demonstrated knowledge of the different types of 
elder abuse and clearly described the reporting procedures.   
 
The policy on the prevention of elder abuse included details on the different types of 
elder abuse and guidance to staff on what action they should take in the event of the 
occurrence of elder abuse. However, inspectors found that the policy only referred to 
reporting confirmed abuse and did not reference the reporting of suspected abuse. 
Inspectors also noted that there was no procedure on how to manage the allegation 
of abuse against a senior member of the management team. The provider had not 
considered this issue and therefore it was not contained in the policy.  
 
Most residents who completed questionnaires and spoke to inspectors confirmed that 
they felt safe in the centre. Residents spoken with associated this to quality of care 
provided by most staff and that they could speak freely to the provider or person in 
charge.  
 
At the time of inspection there were no recorded incidents or allegations of abuse. 
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Outcome 5 
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  
 
 
Inspection findings 
Systems were in place relating to the health and safety of residents but these 
systems did not sufficiently promote or ensure the safety of residents, staff and 
visitors.  
 
The following issues were identified during the inspection that posed a risk to 
residents, staff and visitors’ safety: 

 access to the clinical room which stored clinical waste and the laundry room 
which contained some cleaning chemicals was not controlled and posed a risk 
to vulnerable residents 

 parts of the centre were not fit for purpose and did not enable good staff 
practices. Sections of the corridors were narrow and not easily accessibility 
and did not promote safety for residents in wheelchairs or those with mobility 
aids. For example, a resident was observed being awkwardly transferred by a 
staff member in a large specialised chair along narrow sections of a corridor. 
This increased the risk of injury to the resident. Inspectors also noted that 
some residents who used assistive equipment could not easily pass each 
other in the confined space   

 some practices increased the risk of infection. The cleaner was not familiar 
with the colour coded cleaning equipment used in infected bedrooms. 

 
The provider had taken specific fire precautions to protect residents, staff and 
visitors’ safety. Fire safety equipment was adequately serviced and maintained and 
all staff had received mandatory fire safety training. Inspectors also noted that 
instructions to be followed in the event of a fire were sited in all residents’ bedrooms 
and in prominent locations throughout the centre. However, the provider had not 
met the legal requirement to submit written confirmation from a competent person 
confirming that the centre was in substantial compliance with all Fire and Building 
Control Regulations as part of the application for registration. 
  
A detailed emergency plan for the centre was in place. The plan outlined the contact 
telephone numbers of management and specific arrangements to follow in the event 
of the centre having to be evacuated. This included details of the premises to which 
residents could be evacuated to in the event of an emergency. Staff were familiar 
with the plan and were clear what action they would take during an emergency. The 
person in charge had also put in place adequate controls to monitor all visitors to the 
premises. A visitors’ book was maintained and completed daily.  
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Polices and procedures relating to health and safety were in place. The safety 
statement was signed by the provider and staff had also signed a separate sheet to 
confirm that they had read the safety statement. An organisational chart was in place 
and a safety representative had been appointed. Since the previous inspection the 
provider updated the risk management policy to include all specific risks identified in 
the Regulations including self-harm. Risks that were identified on the previous 
inspection were now formally assessed and safety measures had been put in place to 
address these risks. For example, the smoking room was risk assessed and controls 
were put in place to ensure cigarette smoke no longer drifted from the smoking room 
to communal day areas. Risk assessments had also been carried out on other areas 
including the sluice room and linen room. 
 
Some measures were implemented to prevent accidents and facilitate residents’ 
mobility. For example, all staff had received appropriate training in the moving and 
handling of residents which resulted in staff assisting residents to mobilise in a safe 
manner, where this was not hindered by the layout of the physical environment. 
Staff used appropriate moving and handling equipment including hoists which had 
been serviced in April 2011. They also implemented the physiotherapist programme 
and gave clear instructions and explained to the resident what they were doing at all 
times. As a result residents did not appear anxious or uncomfortable. Staff 
encouraged residents to independently walk while under their supervision and gave 
assistance where necessary. Some residents told inspectors that they enjoyed 
walking and one commented that she had made great progress. 
 

Outcome 6 
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 
 
 
Inspection findings 
While some good practices were noted in medication management, inspectors had 
concerns regarding aspects of the medication management processes. For example:  

 inspectors noted that PRN (administer as required) prescriptions did not 
contain any protocols such as the maximum dose that the resident can 
receive  

 some residents’ medications were not securely stored in a medication fridge  
 nursing staff transcribed residents’ prescription sheets but did not sign the 

transcribed medications. 
 
An inspector accompanied a nurse during the medication round and found that the 
nurse demonstrated a good knowledge of the medication policy and administered 
medications as prescribed by the GP. The processes in place for the handling and 
storage of controlled drugs, were safe, secure and in accordance with current 
guidelines and legislation. Medications which required strict controls were securely 
stored and managed appropriately. They were checked and signed by two nurses at 
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each change of shift. The register of controlled drugs was reviewed and found to be 
well maintained, fully completed and up-to-date. There were also appropriate 
procedures for the handling and disposal for unused and out of date medicines.  
 
3. Health and Social Care Needs 
 

Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied healthcare. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set out 
in an individual care plan, that reflect his/her needs, interests and capacities, are drawn 
up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging 
  
 
Inspection findings 
Inspectors were seriously concerned that managerial and clinical systems were not in 
place to ensure the safe delivery of quality care to one resident with specific medical 
needs. Significant improvements were also identified in some aspects of residents’ 
care planning and in particular in the management of falls. 
 
Inspectors viewed a sample of residents’ files and found that comprehensive and 
additional assessments had been carried out which informed aspects of residents’ 
care plans. Validated tools were used to carry out additional risk assessments for 
residents on issues such as dependency, mental health, pressure areas and falls risk. 
However, interventions were not clearly recorded in some care plans and care 
interventions did not always inform staff practice. For example, there was no 
comprehensive medical and nursing assessment for one resident with specific needs. 
An inspector also noted that there was no plan of care to guide staff in relation to 
the management of this resident’s medical condition which put this resident at 
potential risk. Inspectors also found that staff did not demonstrate adequate 
knowledge regarding the management of this resident’s specific medical condition.  
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Practices observed in relation to the management of falls were not adequate. While 
three-monthly reviews took place inspectors noted that the falls risk assessment was 
not reviewed in the event of a resident having a fall. Hence the corresponding care 
plans were not updated to reflect the changing needs of the resident. Input had 
been sought from the physiotherapist who provided guidance to staff on the 
management of falls including those residents who had a recent fall. However, some 
specific interventions for a resident at high risk of falls had not been implemented by 
staff. An inspector noted that the continual supervision of this resident was required 
but yet in practice this was not happening and that the resident had two subsequent 
falls. Some staff did not follow the falls prevention policy. For instance, an inspector 
observed a resident falling during the inspection and staff did not respond to this 
accident in accordance with the procedures outlined in the policy. An inspector also 
reviewed accidents and incident records and found that neurological observations 
were not carried out for some residents who had fallen and had gone unconscious.  
 
The policy on managing residents with behaviour that challenged was reviewed by 
inspectors. This policy outlined procedures and techniques on how to prevent 
escalation of certain behaviours and staff were able to describe techniques outlined 
in the policy. However, an inspector viewed the care plan for a resident with 
behaviour that challenged and found that he had not been adequately assessed to 
identify any underlying cause or triggers for this behaviour which could inform his 
plan of care.  
 
Since the previous inspection the provider had developed the activities programme 
available to residents but there were insufficient stimulating events and activities for 
residents with greater dependency and cognitive impairment. Detailed profiles had 
been documented which outlined residents’ life histories and interests but this 
information did not clearly inform social care plans for each resident. Daily activities 
were available to the more independent residents which created interest and variety 
in their daily routine. These activities were clearly displayed on a large notice board 
in the main day-room and were referred to by residents. Residents described their 
favourite activities which included exercises, chatting with staff, music and walking. 
Two volunteers also visited the centre and spent time engaging with some residents. 
Inspectors observed some residents participating in music provided by a local 
musician. This activity had taken place in the morning and while some residents said 
they had liked music others informed inspectors that they had not enjoyed this 
activity. Live music sessions were normally held in the afternoon but the provider had 
changed this session to the morning to facilitate the physiotherapist in the afternoon. 
However, she did not consult with residents and confirm that they wanted to 
participate in this activity. While residents received visitors to the centre there was 
no evidence that the provider had forged links with the local community. Inspectors 
were informed by residents and staff that there had been no organised trips. The 
provider stated that the centre had recently purchased a mini-bus which they 
intended to use for planned outings in the future.  
 
Since the previous action plan inspectors noted that significant improvements had 
been made in the management of the use of restraint. Residents who had previously 
been restrained with the use of lap belts and tilted chairs were not longer restrained. 
Inspectors also observed that bed rails had been removed for the majority of 
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residents and replaced with alternatives to the use of restraint such as low-low beds 
and crash mats.  
 
Residents had access to GP services and there was an out-of-hours service available. 
Residents were encouraged to retain their own GP, but where this was not possible 
the person in charge assisted them to transfer to a local GP. Review of residents’ 
medical notes showed that GPs visited the centre regularly.  
 
Residents also had access to a range of allied health services including occupational 
therapy, dietetic, chiropody, ophthalmology, speech and language therapy, dental 
services and physiotherapy. Inspectors noted that referral letters were maintained on 
residents’ files confirming appointments attended. However, inspectors were 
informed that there were no arrangements in place with palliative care services 
(outlined in the next outcome).  
 
Admissions procedures were in place to identify residents’ needs and determine the 
suitability of the service to meet the needs of the resident. The person in charge 
informed inspectors had she had formalised the pre-admission procedure. Pre-
admission assessments were recently introduced and inspectors viewed an 
assessment which had been comprehensively completed by the person in charge.  
 
Residents’ nutritional status was closely monitored. All residents were nutritionally 
assessed using a validated tool and were weighed monthly. Advice was sought from 
both the GP and dietician for any resident who was identified as being at risk from 
weight changes. Malnutrition Universal Screening Tool (MUST) assessments were 
carried out for residents who experienced weight loss and three day food dairies 
were completed. Speech and language therapy was also available to residents and 
some residents were also prescribed nutritional drink supplements.  
 
Staff promoted the residents’ health by encouraging them to stay active. The 
provider had employed the services of a physiotherapist who regularly attended 
residents. Residents had free access to group physiotherapy and individual sessions. 
Inspectors spoke with the physiotherapist who described some of the individual 
exercise programmes that were completed with residents. Records viewed confirmed 
that the physiotherapist tailored sessions to the residents’ mobility and cognitive 
impairment in order to meet their individual needs. Residents informed inspectors 
that they found the exercises very helpful.  
 

Outcome 8 
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 
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Inspection findings 
Inspectors were not satisfied that residents had access to end-of-life care which 
would meet their physical, emotional, social and spiritual needs and respects their 
dignity and autonomy.  
 
Palliative care services were not available to residents and staff did not have the 
required knowledge or skills to support a resident who had palliative care needs such 
as pain management. Staff had not received training in end-of-life or palliative care. 
Inspectors also noted that there were no palliative care support systems in place 
such as pain management or access to hospice or home care support teams. 
Inspectors reviewed the end-of-life policy and found that it was generic and did not 
contain clear guidance to support staff in the provision of palliative care.  
 
Although residents’ end-of-life preferences were assessed there was insufficient 
evidence to confirm that residents had a choice to the place of death. Inspectors 
were informed by the provider that most residents were transferred to the hospital 
near end of life and subsequently died in hospital.  
 
While there were no specific overnight facilities for family and friends inspectors were 
told by staff that relatives and friends could use spare bedrooms, if required.  
 

Outcome 9 
Each resident is provided with food and drink at times and in quantities adequate for 
his/her needs. Food is properly prepared, cooked and served, and is wholesome and 
nutritious. Assistance is offered to residents in a discrete and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes   
 
 
Inspection findings 
Inspectors noted that a policy on nutrition and fluid intake was in place and informed 
practice. Inspectors found that there was a plentiful and varied supply of fluids 
during the inspection.  

 
The dining experience in the main dining room was very relaxed and unhurried and 
this afforded opportunities for residents to interact with each other and staff. 
Inspectors observed the midday meals and found that residents were offered a 
healthy and varied diet. Some residents required special or modified diets and these 
needs were met. The quality and presentation of the meals were of a good standard. 
Some residents described the quality of the food as good and inspectors who 
sampled the food found that it was suitably heated and flavoursome. The chef had 
introduced a two-week menu cycle and there was a choice of meals with two main 
courses available.  
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Residents’ independence was maintained and encouraged during meal times. One 
resident was observed using a specific bowl which enabled the resident to eat 
independently. The table settings in the main dining room were nicely presented and 
a variety of condiments were available. Residents were offered various choices 
during mealtimes including the option to wear napkins and have their meals at 
preferred times.  
 
Inspectors noted that residents who required assistance were supported in a 
sensitive and unhurried manner. Inspectors observed that a number of residents had 
their meals in the day rooms - some residents who had their meals in the day rooms 
told inspectors that they preferred to have their meals in these rooms.  
 
4. Respecting and involving residents 
 

Outcome 10 
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 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
 
 
Inspection findings 
Contracts were available for all residents but did not meet the requirements outlined 
in the Regulations.  
 
Inspectors noted that the contracts had been dated and signed by the resident or 
their representative and the provider. They set out the general care and services 
provided to the residents but some required information was absent such as the fees 
charged, including any additional fees. Inspectors also noted that parts of the 
contract did not reflect the practices currently in place. For example, the contracts 
referred to visiting times displayed at the door but this sign had been removed and 
an open door policy had been introduced.  
 

Outcome 11 
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 and Religious Rights 
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Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts 
    
 
Inspection findings 
Residents were consulted with and participated in the organisation of the centre. 
Staff practices protected resident’s privacy but inspectors found that there were 
insufficient arrangements in place for residents to meet visitors in private. This issue 
was highlighted in the previous action plan. Inspectors also noted that some 
practices did not promote the dignity of residents. Commode chairs were used in 
some shared bedrooms which compromised the dignity of these residents.  
 
Inspectors observed specific practices which enabled residents to exercise choice and 
control over their life and to maximise their independence. Examples of this are 
detailed below. 
 
Inspectors observed how staff respected residents’ privacy. Staff were seen knocking 
on residents’ bedroom doors and seeking permission before entering. Since the 
previous inspection the provider had fitted adequate screening that fully extended 
around each resident’s bed in the shared bedrooms. One resident who shared her 
bedroom told an inspector that she was very happy with the new curtains that 
extended around her bed.  
 
Inspectors found that residents had flexibility in their daily routines and residents 
said they could decide when to get up and go to bed in the evening and whether to 
participate in activities available to them. Residents’ individual requests were also 
taken on board. For instance, one resident had requested that s/he did not want new 
screening fitted in her room. Although this bedroom was a twin bedroom it was 
occupied by one resident and the provider accommodated this request. 
 
Residents’ religious and political rights were up held and supported. The person in 
charge informed inspectors that all residents were Roman Catholic and that 
arrangements were now in place for any future resident with different religious 
beliefs. Mass took place monthly and rosary occurred everyday at 5.00 pm. However, 
residents did not have access to an oratory or private room for reflection or quiet 
time. Residents and staff confirmed that residents were facilitated to vote in the last 
election. Those who were not able to travel to the polling station had the option to 
vote in-house.  
 
Residents’ meetings took place monthly which gave some residents an opportunity to 
bring forward suggestions. Minutes reviewed by inspectors confirmed that 
discussions were held on topics such as activities and food. The provider and person 
in charge also mentioned that they met residents daily and encouraged them to 
voice any issues. Inspectors observed this to be the case. The provider and person in 
charge spoke to residents throughout the inspection and some residents referred to 
both on first name terms. Inspectors also noted that in advance of the registration 
inspection the provider wrote to residents’ next of kin and relatives inviting them to 
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complete a relative questionnaire which had been distributed to the centre by the 
Authority.  
 
Adequate arrangements were not in place for residents to receive visitors in private. 
Residents did not have access to a suitable area where they could meet visitors in 
private, if required. Inspectors spoke to residents who stated that they met their 
relatives in either the resident’s bedroom or communal areas.  
 

Outcome 12 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
 
 
Inspection findings 
Residents confirmed that they were encouraged to personalise their rooms and 
inspectors visited rooms with photographs and other personal belongings displayed. 
Residents had adequate storage space for clothes and personal possessions. Each 
bedroom had a private lockable space and spare keys were stored securely in the 
administration office. One resident commented that s/he was very pleased that to 
have somewhere secure to put personal belongings.  
 
Adequate laundry practices were in place. The laundry room was well organised and 
equipped but inspectors noted that there was limited space. Laundry procedures 
were displayed in the laundry to remind staff of laundry practices. Care assistants 
were responsible for the laundry and inspectors found that those spoken to were 
knowledgeable about infection control and the different processes for different 
categories of laundry.  
 
The provider had installed a tag system which was used to discreetly label residents’ 
clothing on admission. Residents and relatives who completed questionnaires and 
were spoken with during the inspection expressed satisfaction with the service 
provided. An inspector noted from the complaints register that one resident had 
complained about clothes going missing and the provider had put in place additional 
measures to address this complaint.  
 
Residents were well dressed and cared for in appearance. Inspectors found that staff 
members were attentive to residents’ clothes which were clean and well coordinated. 
One relative was very pleased that her family member’s clothes were “always clean”. 
Staff and residents told inspectors that a care assistant was a qualified hairdresser 
and provided this service to residents at no additional cost.  
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5. Suitable staffing 
 

Outcome 13 
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  
 
         
Inspection findings 
Since the previous inspection the provider had put in place a person in charge who 
worked in a full-time capacity. She normally worked from 8.00 am to 2.00 pm or 
2.00 pm to 9.00 pm Monday to Friday. However, the current person in charge did not 
have a minimum of three years experience in the area of geriatric nursing within the 
previous six years, as required in the Regulations. She had worked for a year and 
seven months in geriatric nursing in the last six years. During the fit person interview 
and inspection the person in charge demonstrated knowledge of the Regulations and 
the Standards. She had been appointed person in charge on 24 January 2011 and 
had made a number of improvements to the service since her appointment. For 
example, she had developed staff practices in relation to nutritional management and 
had improved some methods of communication with residents in the centre. Despite 
this, she had limited management experience and had no plans in place to address 
this area at the time of interview. 
 
On foot of the previous action plan the provider increased the hours of the person in 
charge and stated that 16 hours were allocated for the person in charge to complete 
her governance and operational management functions. However, inspectors noted 
that the amount of time available to the person in charge to spend on governance 
and operational management functions had been reduced. As a result, the person in 
charge did not have sufficient time to carry out specific functions such as auditing 
systems and staff practices, adequately supervising staff and developing their skills.  
 
Staff rotas reviewed confirmed that the person in charge was normally the only nurse 
in the centre when she was on-duty and had to carry out all nursing duties. The 
person in charge and provider informed inspectors that the person in charge still 
worked additional hours which were not recorded on the staff rota. This was again 
not deemed sufficient to comply with all regulatory requirements regarding both the 
person in charge and rostering. These issues were identified in the previous action 
plan.  
 

Outcome 14 
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.  
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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  
 
     
Inspection findings 
Inspectors found that staffing levels were not adequate to meet the needs of 
residents. As stated in the previous outcome, the person in charge did not have 
sufficient time to carry out managerial functions.  
 
One nurse and three care assistants were on duty from 8.00 am to 4.00 pm to meet 
the needs of 16 residents. From 4.00 pm to 9.00 pm there was one nurse and two 
care assistants on duty. Night duty staff consisted of one nurse and two care 
assistants from 9.00 pm to 8.00 am. Residents and relatives spoken to and who 
completed questionnaires were satisfied with the staffing levels.  
 
Inspectors viewed the recruitment, selection and vetting of staff policy and found 
that there were no procedures on the recruitment and selection of staff. As 
referenced in outcome seven and sixteen, volunteers and a contracted member of 
staff had not been Garda Síochána vetted. 
 
Staff informed inspectors that copies of the Regulations were available but some 
stated that they had not access to the standards and were not knowledgeable of 
their content. Staff were clear about their roles and demonstrated that they 
understood the management structure and reporting relationships. Some induction 
processes were in place such as a system whereby new staff shadowed a more 
experienced member of staff. However, induction records were not maintained to 
confirm that new staff had reached an acceptable level of competency at the end of 
their induction. The person in charge showed inspectors an induction programme 
which she had recently introduced with a new member of staff. This system was in 
the initial stages and had not yet been fully implemented.  
 
The provider had completed various courses to develop her own knowledge and 
skills. Training records viewed confirmed that she had successfully completed a 
Further Education and Training Awards Council (FETAC) Level 6 qualification in 
gerontology. The provider also had a diploma in safety, health and welfare at work 
and was a qualified moving and handling instructor. Staff training records reviewed 
indicated that she completed a refresher course in February 2011 and had provided 
training to staff. 
 
Staff confirmed that they attended regular staff meetings which were chaired by the 
person in charge and attended by the provider. Inspectors viewed minutes and noted 
that a range of topics were discussed included the importance of ensuring fluids 
were accessible to residents and the provision of activities. 
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6. Safe and suitable premises 
 

Outcome 15 
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  
 
  
Inspection findings 
Some aspects of the physical design, layout and size of rooms were not adequate for 
residents’ individual and collective needs and did not comply with Regulations and 
the Standards.  
 
Although inspectors were informed that the centre was purpose-built, parts of the 
centre did not comply with Regulations and the Standards. As described in outcome 
five, aspects of the design, layout and size did not promote good practices and posed 
a risk to residents’ safety. Sections of corridors were narrow and dimly lit while some 
residents’ bedrooms were not of adequate size to meet their needs. Inspectors noted 
that visitors, catering and non catering staff all used the same toilet which did not 
comply with the Regulations and best practice in infection control. 
 
The number of assisted showers/baths available to residents was insufficient and did 
not comply with the Standards. While there were a sufficient number of shower/bath 
facilities to meet the needs of the current residents they were insufficient to facilitate 
the full compliment of 30 places. Five toilets were available to residents but two were 
not readily accessible as they were located in the bathroom/shower room. This 
meant that residents only had access to three stand alone toilets. An inspector noted 
that a residents’ shower was not designed to enable safe access and egress from the 
shower. The provider stated that this shower was not in use which meant that 
residents had access to only one shower and one bathroom. 
 
Adequate facilities were not provided to wash and disinfect cleaning equipment. 
Inspectors found that cleaning equipment including mop buckets were stored in the 
sluice room.  
 
Some residents and relatives positively commented that the centre was homely and 
were pleased with the improvements made in the day rooms. Since the previous 
inspection the provider had replaced some of the furnishings in the day-rooms and 
added extra lamps and tables to create a more comfortable environment. The person 
in charge had erected signage to help orientate residents but due to the layout of the 
centre some of this signage was not clearly visible. 
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The centre had a small secure patio area which overlooked the landscaped garden. 
Inspectors were informed by some residents and relatives that when the weather 
was nice, residents and relatives sat outside on the chairs provided. Residents told 
inspectors that they enjoyed spending time in the garden during fine weather. 
Inspectors noted that a section of kerbing had become loose which posed a trip 
hazard to all. The provider responded to this issue promptly and had addressed this 
prior to the completion of the inspection.  
 
The kitchen was found to be well-organised and equipped with sufficient storage 
facilities. However, inspectors observed that there was a limited supply of fruit 
available for residents. At the time of inspection there were only bananas in stock. 
 
On foot of the previous action plan the provider allocated additional storage space by 
converting a single bedroom into an equipment store. Despite this, there was still 
insufficient storage space which resulted in staff also using the three-bedded 
unoccupied room for equipment storage.  
 
Inadequate facilities were provided for staff changing and storage. Inspectors were 
informed by staff that they changed into their uniforms in the equipment store. Both 
outdoor clothing and personal protective clothing worn by kitchen staff and care 
assistants were stored on the same brackets in this room. 
 
There was appropriate assistive equipment provided to meet the needs of residents, 
including seated weighing scales, profiling beds, hoists and specialised mattresses. 
Inspectors viewed the maintenance and servicing contracts and found the records 
were up-to-date and confirmed that equipment was in good working order.  
 
7. Records and documentation to be kept at a designated centre 
 

Outcome 16 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained in 
a manner so as to ensure completeness, accuracy and ease of retrieval. The designated 
centre is adequately insured against accidents or injury to residents, staff and visitors. 
The designated centre has all of the written operational policies as required by 
Schedule 5 of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). 

 
References:   
Part 6: 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 
 
 
 
 
 

Page 21 of 42 



Inspection findings: 
 
*Where “Improvements required” is indicated, full details of actions required are in 
the Action Plan at the end of the report.  
 
Resident’s Guide  
 
Substantial compliance                          Improvements required*       
 
The Residents’ Guide did not comply with all the requirements of the Regulations. 
For example, a standard form of contract for the provision of services and facilities 
by the provider to residents was not outlined.  
 
Records in relation to residents (Schedule 3)  
 
Substantial compliance                          Improvements required*                      
 
While the majority of records relating to residents were maintained in the centre, 
some records were not available. For example, as outlined in outcome seven there 
was no nursing assessment and plan of care of the specialist health needs for one 
resident. 
 
General Records (Schedule 4) 
 
Substantial compliance                          Improvements required*                      
 
Inspectors viewed a sample of general records that are required by law to be 
maintained in the centre and found that these records were available. 
 
Financial arrangements were in place for managing residents’ monies but these 
arrangements were not fully transparent. Balance sheets were maintained for small 
amounts of money or valuables kept for safe keeping on behalf of the residents. An 
inspector viewed a sample of residents’ monies and found that the balances tallied 
with the records maintained. Although individual transactions had been signed by 
two staff members inspectors noted that there was no written acknowledgement 
from the resident/representative to confirm the return of the money or valuables.  
 
Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                          Improvements required*         
 
The provider had ensured that the policies required in Schedule 5 of the Regulations 
were in place. Inspectors viewed a sample of polices and found that some were well 
written and informed practices such as the policy on the monitoring and 
documentation of nutritional intake and the admission policy. However, as stated in 
outcomes three, four, seven and eight some policies did not sufficiently inform 
practice.  
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Directory of Residents 
 
Substantial compliance                           Improvements required*                      
 
The directory of residents was maintained up-to-date and included all the required 
information listed in schedule 3 of the Regulations. However, the inspector noted 
that there was very limited space to record information in some entries such as 
transfer details. This meant that some information was crammed into small spaces 
and there was no space left to record any further information about those residents. 
As a result, different entries were used to record information pertaining to the one 
resident. The provider agreed that it was very difficult to retrieve information from 
the directory of residents and indicated that she would source a new register. 
 
Staffing Records 
 
Substantial compliance                           Improvements required*                      
 
A sample of personnel files were reviewed and found to contain all the required 
information as outlined in the Regulations such as three written references and 
evidence of Garda Síochána vetting. Despite this, the provider did not use the same 
robust measures when selecting contract cleaning staff. The provider informed 
inspectors that she had not sought confirmation from the contract company to 
confirm that a cleaner working in the centre had Garda clearance.  
 
Medical Records 
 
Substantial compliance                           Improvements required*                      
 
As stated in outcome six there were some issues identified in medication 
management in relation to the recording of medications and on the use of PRN 
medications. Transcribed medications were not signed by the transcribing nurses. 
 
Insurance Cover 
 
Substantial compliance                         Improvements required*     
                  

Outcome 17 
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 
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Inspection findings 
 

Inspectors found that notifications of incidents were not submitted to the Authority in 
accordance with the requirements set down in the Regulations.  
 
Inspectors reviewed a record of all incidents that had occurred in the designated 
centre since the previous inspection. While all relevant incidents were notified to the 
Chief Inspector as required some incidents had not been notified within the required 
timeframe. For example, inspectors noted that a serious injury had occurred on 8 
February 2011 but had not been notified to the Authority until 5 May 2011. 

 
Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designed centre and the arrangements in place for the management of the 
designated centre during his/her absence.  

 
References:   
Regulation 37: Notification of periods when the Person in Charge is absent from a 
Designated Centre 
Regulation 38: Notification of the procedures and arrangements for periods when the 
person in charge is absent from a Designated Centre 
Standard 27: Operational Management 
 
 
Inspection findings 
Inspectors found that the arrangements in place for the absence of the person in 
charge were not appropriate. The Authority had been notified on 24 February 2011 
that the person in charge was on long-term absence. The provider had not notified 
the Authority within the required timeframe of this unplanned absence. The current 
person in charge had been appointed on 21 January 2011.  
 
A senior member of staff did not have an acceptable standard of English to 
communicate effectively. Inspectors had discussions with the senior nurse who 
deputised for the person in charge and found that she did not have an acceptable 
standard of English to communicate effectively within this setting. Inspectors noted 
that English was not her main language. The person in charge acknowledged that 
her communication skills were poor and stated that some residents had commented 
that they had difficulty understanding this staff member when they conversed with 
her.  
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Closing the visit  
 

At the close of the inspection visit a feedback meeting was held with the provider 
and the person in charge to report on the inspectors’ findings, which highlighted both 
good practice and where improvements were needed.  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 

 
 
Provider’s response to inspection report 
 

 
Centre: 

 
Lough Corrib Nursing Home 

 
Centre ID:  

 
0356 

 
Date of inspection: 

 
18 and 19 May 2011 

 
Date of response: 

 
28 June 2011 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care settings for Older People in Ireland. 
 
Outcome 1: Statement of Purpose and Quality Management 

1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The statement of purpose did not fully reflect the service provided in the centre and did 
not meet all of the requirements in Schedule 1 of the Regulations. For example, the 
number and size of rooms were not documented and the details recorded for the 
person in charge did not reflect the current person in charge arrangements.  
 
Action required:  
 
Compile a Statement of purpose that consists of all matters listed in Schedule 1 of the 
Regulations. 
 
Reference:    
                   Health Act, 2007 
                   Regulation 5: Statement of Purpose 
                   Standard 28: Purpose and Function 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The statement of purpose and function has been amended so that it 
fully reflects the service provided and meets the requirements in 
Schedule 1 of the Regulations. A copy of the amended statement of 
purpose has been forwarded to the Authority. 
 

 
 
Completed 

 
Outcome 2: Reviewing and improving the quality and safety of care  
2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There were no systems in place to review the quality and safety of care and quality of 
life of residents. There were no audits carried out in areas such as complaints 
management, falls, incidents and accidents and medication management to identify 
improvements and inform learning.  
 
Action required:  
 
Establish and maintain a system for reviewing and improving the quality and safety of 
care provided to, and the quality of life of, residents in the designated centre at 
appropriate intervals. 
 
Reference:    
                   Health Act, 2007 
                   Regulation 35: Review of Quality and Safety of Care and Quality of Life 
                   Standard 30: Quality Assurance and Continuous Improvement 

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

Timescale: 
 

Provider’s response: 
 
The provider recognises the importance of auditing our systems 
providing for the safety, health and well being of our residents so as 
to identify any areas where improvement is needed. We have 
carried out audits in the areas identified during the inspection i.e. 
complaints, falls, incidents and accidents and medication 
management and any improvements needed have been identified, 
communicated to staff members and introduced in the nursing 
home. 
 
A full review of all our systems is being carried out and audits 
introduced accordingly. We will have finished the review by end of 
July 2011. 

 
 
Completed 
 
 
 
 
 
 
 
31/07/2011 
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Outcome 3: Complaints Procedures 
3. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The complaints policy and complaints procedure did not comply with all the 
requirements of the Regulations. For example: 

 the complaints procedure did not include an independent appeals process 
 details of the complaints procedure described in the statement of purpose, the 

Residents’ Guide and complaints policy did not fully correspond with each other 
 The complaints policy did not clearly identify the nominated contacted persons 

responsible for investigating and managing complaints.  
 
Action required:  
 
Ensure the complaints procedure contains an independent appeals process, the 
operation of which is included in the designated centre’s policies and procedures.  
 
Action required:  
 
Make available a nominated person in the designated centre to deal with all 
complaints. 
 
Action required:  
 
Make a person available, independent to the person nominated in Regulation 39(5), to 
ensure that all complaints are appropriately responded to and that the person 
nominated under Regulation 39(5) maintains the records specified under Regulation 
39(7).  
 
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 statement of purpose, Residents’ Guide, complaints policy and 
complaints procedure have all be updated to fully correspond with 
each other. 
 
The complaints policy and procedure has been updated to include 
an independent appeals process and the names of nominated 
persons to deal with all complaints and keep records, and 
nominated independent person to ensure that all complaints are 
responded to appropriately and that all records are maintained. 

 
 
Completed 
 
 
 
Completed 
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Outcome 4: Safeguarding and Safety 
4. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The policy on the prevention of elder abuse did not include a procedure on how to 
manage the allegation of abuse against a senior member of the management team.  
 
Action required:  
 
Put in place a policy on and procedures for the prevention, detection and response to 
abuse. 
 
Reference:    
                   Health Act, 2007 
                  Regulation 6: General Welfare and Protection 
                  Standard 8: Protection 

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

Timescale: 
 

Provider’s response: 
 
The policy on the prevention of elder abuse has been reviewed and 
communicated to staff members to cover suspected and confirmed 
cases of abuse and includes procedures on how to manage the 
allegation of abuse against a senior member of the management 
team. 
 

 
 
Completed 

 
Outcome 5: Health and safety and risk management  
5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The provider had not submitted written confirmation from a competent person 
confirming that the centre was in substantial compliance with all fire and building 
control Regulations. 
 
Some issues were identified during the inspection that posed a risk to the safety of 
residents, staff and visitors. For example: 

 access to the clinical room and the laundry room was not controlled 
 parts of the centre were not fit for purpose and did not promote good staff 

practices. Sections of the corridors were narrow and did not promote good 
accessibility for residents in wheelchairs or those with mobility aids  

 some practices increased the risk of infection. For example, the external cleaner 
was not familiar with the colour coded cleaning equipment used in bedrooms 
occupied by a resident with an infection  

 visitors, catering and non-catering staff all used the same toilet. 
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Action required:  
 
Provide to the Chief Inspector, together with the application for registration or renewal 
of registration, written confirmation from a competent person that all the requirements 
of the statutory fire authority have been complied with. 
 
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 
                   Regulation 32: Fire Precautions and Records                    
                   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: 
 
Consultant fire engineer appealed to Galway County Council on 27 
April 2011 for a Regularisation Certificate for an extension 
completed at the Nursing Home in 2005. He has met with the Fire 
Officer, who confirms that she does not have to hand the Previous 
FSC file to allow her to access documentation included in the 
current file. He is hoping that the matter will be finalised before 28 
July 2011. He confirms that once the Regularisation Certificate is 
Granted, the works required will be completed within a short period. 
 
The clinical room and Laundry room have had key pad locks with 
security codes installed on both doors. 
 
The contract cleaner had her training on infection control and the 
colour coded equipment reviewed the day after the inspection 
 
The risk management policy was reviewed and risk assessments 
carried out on areas identified during the inspection (i.e. corridors) 
in an effort to minimise the risks and put appropriate controls in 
place to safe guard resident’s health and well-being and 
communicated to all staff members. 
 
We are investigating options to provide extra toilet facilities for staff 
and visitors and will have addresses the issue before the end of the 
year. 

 
 
31/08/2011 
 
 
 
 
 
 
 
 
Completed 
 
 
Completed 
 
 
Completed 
 
 
 
 
 
31/12/2011 
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Outcome 6: Medication management 
6. The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Some aspects of the medication management policy and practices were not in line with 
Regulations, the Standards and An Bord Altranais guidelines. For example: 

 there was no procedure in place for the recording of medications and on the use 
of PRN medications. Inspectors also noted that there were no protocols in place 
on the use of PRN medication 

 some residents’ medications were not securely stored in medication fridge  
 nursing staff transcribed residents’ prescription sheets but did not sign the 

transcribed medications. 
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies relating 
to the ordering, prescribing, storing and administration of medicines to residents and 
ensure that staff are familiar with such policies and procedures. 
 
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: 
 
The policy on ordering, prescribing, storing and administration of 
medicines was reviewed and amended to include procedure on 
recording of medications and on use of PRN medication, protocols 
put in place on the use of PRN medication and communicated to all 
Nursing staff members. 
 
Residents’ prescription sheets were all amended to include the 
signature of the transcribing nurse. 
 
Combination lock installed on medicine fridge. 
 

 
 
Completed 
 
 
 
 
 
Completed 
 
 
Completed 
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Outcome 7: Health and social care needs 
7. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Some deficits were identified in the care planning process which meant that all 
residents’ needs were not met. For example: 

 there was no comprehensive medical and nursing assessment for one resident 
with specific needs. There was no plan of care to guide staff in relation to the 
management of this resident’s medical condition and staff did not demonstrate 
adequate knowledge on the management of this condition  

 interventions were not clearly recorded in some care plans and some 
interventions did not inform staff practice 

 practices observed in relation to the management of falls were not adequate  
 an adequate assessment to identify any underlying cause or triggers for 

behaviour that challenges were not recorded in some residents’ care plans  
 insufficient stimulating events and activities were available for residents with 

greater dependency and cognitive impairment. Social participation care plans 
based on residents assessed needs and interests were not in place for all 
residents.  

 
Action required:  
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
 
Action required:  
 
Provide opportunities for each resident to participate in activities appropriate to 
his/her interests and capacities. 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Reference:    
                   Health Act, 2007 
                   Regulation 6: General Welfare and Protection  
                   Regulation 8: Assessment and Care Plan 
                   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: 
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Provider’s response: 
 
Review of the care plan of our resident with specific needs was 
started immediately on 20 May 2011 and the update completed 
within 72 hours. The residents GP visited and reviewed their medical 
file. By 27 May 2011 all staff members had attended training to 
meet the specific needs of our resident and had completed 
evaluation and feedback surveys. 
 
Staff members had their knowledge of falls prevention management 
policies and procedures audited on 20 May 2011 and re-training 
given where identified as needed. 
 
All resident care plans are under review, to include, where 
appropriate, assessments to identify and record any underlying 
cause or triggers for behaviour that challenges so as to inform staff 
practices. The review also includes the introduction of social 
participation care plans specific for each Resident. 
 

 
 
Completed 
 
 
 
 
 
 
Completed 
 
 
 
31/07/2011 

 
Outcome 8: End of life care 
8. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Residents did not have sufficient access to end of life care which would meet their 
physical, emotional, social and spiritual needs and respects their dignity and 
autonomy.  
 
Palliative care services were not available to residents and staff had not received 
training in end of life or palliative care, including pain management.  
 
The end of life policy was very general and did not inform some staff practices. 
 
Action required:  
 
Provide appropriate care and comfort to each resident approaching end of life to 
address his/her physical, emotional, psychological and spiritual needs. 
 
Action required:  
 
Identify and facilitate each resident’s choice as to the place of death, including the 
option of a single room or returning home. 
 
Action required:  
 
Facilitate each resident’s family and friends to be with them when they are dying and 
provide overnight facilities for their use. 
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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: 
 
The end-of-life care policy and procedures has been reviewed and 
amended to inform staff practices. 
 
Galway Hospice Foundation Palliative Home Care Team has been 
contacted and arrangements made for a nursing home visit. The 
specialist palliative care nurse visited on 24 June 2011 and reviewed 
specific resident care plans. 
 
Staff training on palliative care/end-of-life care including pain 
management has been organised and will be completed by end of 
July 2011. 
 
A separate day room for relatives has been identified and a roll-
away bed is being purchased for relatives who wish to stay at the 
nursing home. 
 

 
 
Completed 
 
 
Completed 
 
 
 
 
31/07/2011 
 
 
 
31/07/2011 
 

 
Outcome 10: Contract for the Provision of Services 
9. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Contracts of care did not meet the requirements outlined in the Regulations and 
some areas did not reflect practices currently in place. Some required information 
was absent the fees charged, including any additional fees 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 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All resident contracts of care have been updated to reflect current 
practices and to include fees charged, services available and any fee 
that may or may not be charged for those services. 

 
 
Completed 
 
 
 

 
Outcome 11: Residents’ rights, dignity and consultation 
10. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Adequate arrangements were not in place for residents to receive visitors in private.  
 
Action required:  
 
Provide suitable facilities for each resident to meet visitors in communal 
accommodation and, a suitable private area which is separate from the residents’ 
own private rooms.  
 
Action required:  
 
Put in place adequate arrangements to ensure the operations of the designated 
centre are conducted with due regard to the sex, religious persuasion, racial origin, 
cultural and linguistic background, and any disability of residents. 
 
Reference:    
                   Health Act, 2007 
                   Regulation 12: Visits   
                   Regulation 10: Residents’ Rights, Dignity and Consultation 
                   Standard 18: Routines and Expectations 
                   Standard 20: Social Contacts 

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

Timescale: 
 

Provider’s response: 
 
A separate room with a conservatory looking out on to the gardens 
has been identified as a suitable private area in which residents can 
meet their relatives and visitors. 
 

 
 
31/07/2011 
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Outcome 13: Suitable person in charge  
11. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The person in charge did not have a minimum of three years experience in the area 
of geriatric nursing within the previous six years, as required in the Regulations.  
 
Action required:  
 
Ensure that the post of person in charge of the designated centre is full time and 
that the person in charge is a nurse with a minimum of three years experience in the 
area of geriatric nursing within the previous six years. 
 
Reference:    
                   Health Act, 2007 
                  Regulation 15: Person in Charge 
                  Standard 27: Operational Management  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The present person in charge took over the role when the previous 
person in charge went on long-term leave. While we accept that 
Ann Comer RGN will not have three years experience in Geriatric 
nursing until November 2012, we wish to point out that we did 
advertise for the role of person in charge under the 2007 Health 
Act. We have recruited a Consultant Director of Nursing RGN, Dip 
Nursing, BSC Nursing science, Dip Health Law who is qualified under 
the 2007 Health Act. She has agreed to act as Mentor to Anne 
Comer RGN, to provide guidance and assistance in her role as 
person in charge. 
 
The person in charge has changed her rota to reflect her position as 
full-time, 38 hour week. The person in charge has a staff nurse on 
duty with her at all times in order to allow her to fulfil her duties. 
 
Anne Comer RGN is thought of very highly by residents’ and 
relatives, she has completed a Gerontology course FETAC Level 6 
and a place has been secured on a Management, Development and 
Leadership course (FETAC Level 6) due to start on 1 September 
2011. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
Completed 
 
 
 
29/09/2011 
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Outcome 14: Suitable staffing 
12. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The provider had not put in place robust procedures for the recruitment, selection 
and vetting of staff. For example:  

 the recruitment, selection and vetting of staff policy did not contain procedures 
on the recruitment and selection of staff  

 there was no evidence to confirm that a contracted member of staff had been 
Garda Síochána vetted. 

 a senior member of staff did not have an acceptable standard of English to 
communicate effectively  

 some staff stated that they had not access to the standards and were not 
knowledgeable of their content.  

 
Action required:  
 
Put in place written policies and procedures relating to the recruitment, selection and 
vetting of staff. 
 
Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory 
information and documents specified in Schedule 2 of the Regulations have been 
obtained in respect of each person. 
 
Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory 
information and documents specified in Schedule 2 have been obtained in respect of 
each person. 
 
Action required:  
 
Make a copy of the Health Act, 2007 and the Regulations to all staff in the 
designated centre. 
 
Reference:    
                   Health Act, 2007 
                   Regulation 17: Training and Staff 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: 
 
The policy on recruitment, selection and vetting of staff was 
reviewed and amended to contain procedures on the recruitment 
and selection of staff. 
 
The senior member of staff has been requested and agreed to 
undertake a refresher course on communication in the English 
language 
 
The contracted member of staff had garda vetting completed for the 
company whom she works for and a copy was forwarded to the 
nursing home. 
 
All staff members were reminded that a copy of the Health Act and 
the Regulations are available to all staff members in the nurses’ 
station. An individual copy has been made available for all staff 
members’ attention and a signing off sheet completed. 
 

 
 
Completed 
 
 
 
30/09/2011 
 
 
 
Completed 
 
 
 
Completed 
 

 
Outcome 15: Safe and suitable premises 
13. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The physical design, layout and size of parts of the building were not suitable to 
comfortably meet the residents’ individual and collective needs. For example: 

 sections of corridors were narrow and dimly lit  
 some residents’ bedrooms were not of adequate size to meet the needs of 

residents 
 a three-bedded room was available and would not provide adequate personal 

space to residents sharing these bedrooms  
 insufficient shower/bath facilities were provided 
 adequate facilities were not provided to wash and disinfect cleaning equipment 
 storage space was limited and resulted in the unoccupied three bedded room 

being used for additional equipment storage  
 inadequate facilities were not provided for staff changing and storage 
 visitors, catering and non-catering staff all used the same toilet. 

 
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.  
 
Action required:  
 
Ensure the size and layout of rooms occupied or used by residents are suitable for 
their needs. 
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Action required:  
 
Provide suitable changing and storage facilities for staff. 
 
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: 
 
New lighting is being installed in the corridors to make 
improvements in present lighting conditions. 
 
Room 5, which was a double bedroom with a conservatory, is being 
converted into a room where residents can meet visitors in private. 
 
The three-bedded room is being divided into a cleaning room, 
storage room and separate staff facilities.  
 
We are investigating options to provide extra toilet facilities for staff 
and visitors and will have addresses the issue before the end of the 
year. 
 

 
 
08/07/2011 
 
 
31/07/2011 
 
 
30/09/2011 
 
 
31/12/2011 
 

 
Outcome 16: Records and documentation to be kept at a designated centre 
14. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Some records and documents did not comply with all the requirements set down in 
the Regulations. For example: 

 the Residents’ Guide did not comply with all the requirements of the 
Regulations. For example, a standard form of contract for the provision of 
services and facilities by the provider to residents was not outlined  

 some policies did not sufficiently inform practice, such as the policy on 
managing behaviour that challenging while other policies were not centre 
specific such as the policy on end-of-life care  

 there was very limited space in the directory of residents to record information 
in some entries such as transfer details.  
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Action required:  
 
Produce a resident’s guide which includes a summary of the statement of purpose; 
the terms and conditions in respect of accommodation to be provided for residents; a 
standard form of contract for the provision of services and facilities to residents; the 
most recent inspection report; a summary of the complaints procedure provided for 
in Regulation 39; and the address and telephone number of the Chief Inspector. 
 
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.  
 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5 of the 
Regulations. 
 
Reference:    
                   Health Act, 2007 
                  Regulation 21: Provision of Information to Residents 
                  Regulation 22: Maintenance of Records 
                  Regulation 27: Operating Policies and Procedures 
                  Standard 1: Information  
                  Standard 29: Management Systems 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The Residents’ Guide as been updated to include a summary of the 
purpose, details of accommodation provided for residents, contract 
of care, the most recent inspection report, the complaints procedure 
and details of the Chief Inspector. 
 
An updated version of the directory of residents has been 
introduced to allow for better recording procedures. 
 
All policies and procedures listed in Schedule 5 of the Regulations 
have been put in place and changes communicated to staff 
members. 

 
 
Completed 
 
 
 
 
Completed 
 
 
Completed 
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All residents’ care plans are in the process of being reviewed and 
updated. Resident and general records are being reviewed for 
accuracy, good order and for safe storage arrangements. 
 

 
31/07/2011 

 
Outcome 17: Notification of Incidents 
15. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
A notification of a serious injury was not submitted to the Authority in accordance 
with the requirements set down in the Regulations.  
 
Action required:  
 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of any serious injury to a resident. 
 
Reference:    
                   Health Act, 2007 
                  Regulation 36: Notification of Incidents 
                  Standard 29: Management Systems 
                  Standard 30: Quality Assurance and Continuous Improvement  
                  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 policy and procedure for all notifications has been introduced 
which involves a system of double checking between the registered 
provider and the person in charge has been put in place so that all 
future notifications are made to the Authority within the required 
timeframe. 
 

 
 
Completed 

 
Outcome 18: Absence of the person in charge 
16. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The provider had not notified the Authority within the required timeframe of the 
unplanned absence of the person in charge.  
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Action required:  
 
Provide notice in writing to the Chief Inspector where the person in charge is absent 
as a result of an emergency, within three working days of its occurrence, specifying 
the length or expected length of the absence and the date of leaving and date of 
expected return.  
 
Reference:    

Health Act, 2007 
Regulation 37: Notification of Periods when the Person in Charge is 
absent from a Designated Centre 
Standard 27: Operational Management  
 

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

Timescale: 
 

Provider’s response: 
 
A policy and procedure for all notifications has been introduced 
which involves a system of double checking between the registered 
provider and the person in charge has been put in place so that all 
future notifications are made to the Authority within the required 
timeframe. 
 

 
 
Completed 

 
 
 
Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
We would like to take this opportunity to thank both inspectors for the sensitivity 
that they showed towards our residents during the inspection. We acknowledge 
comments made by the inspectors during the feedback meeting which highlighted 
both good practice and improvements that were needed. We are endeavouring to 
address all the issues that were raised in order to continue protecting the safety, 
health and well-being of our residents. 
 
Provider’s name: Niamh Keane 
Date: 28 June 2011 
 
 
 
 
 
 
 


