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Centre name: 

 
Upton House Nursing Home 

 
Centre ID: 

 
0299 

 
Centre address: 
 

 
Upton 
 
Innishannon 
 
Co Cork 

 
Telephone number: 

 
021-4775424 

 
Fax number: 

 
021-4776766 

 
Email address: 

 
uptonhouse@eorcom.net 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Dilbert Ltd 

 
Person in charge: 

 
Noeleen MacAnallen 

 
Date of inspection: 

 
24 July 2012 

 
Time inspection took place: 

 
Start:   06:30hrs         Completion: 12:30hrs 

 
Lead inspector: 

 
Geraldine Ryan 

 
Type of inspection: 

 
 Announced                          Unannounced 

Purpose of this inspection 
visit: 

 
 Application to vary registration conditions 
 Notification of a significant incident or event 
 Notification of a change in circumstance  
 Information received in relation to a complaint 
or concern 
 Follow-up inspection 

 

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

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

 following a notification to the Health Information and Quality Authority’s 
Regulation Directorate of a change in circumstance for example, that a provider 
has appointed a new person in charge 

 arising from a number of events including information received in relation to a 
concern/complaint or notification to the Authority of a significant event affecting 
the safety or wellbeing of residents 

 to randomly “spot check” the service. 
 
All inspections can be announced or unannounced, depending on the reason for the 
inspection and may take place at any time of day or night.  
 
All inspection reports produced by the Health Information and Quality Authority will 
be published. However, in cases where legal or enforcement activity may arise from 
the findings of an inspection, the publication of a report will be delayed until that 
activity is resolved. The reason for this is that the publication of a report may 
prejudice any proceedings by putting evidence into the public domain. 
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About the centre 
 

Description of services and premises 

 
Upton House Nursing Home was established in 1981 and is a purpose-built single 
storey nursing home attached to an older two storey period house which is 
unoccupied. It provides long-stay care to older people, including those with 
dementia, and is registered for the care of 17 older people. 
 
A reception area opens into a corridor with a dining room and nurses’ station on the 
left and a lounge on the right. Bedrooms and an enclosed patio area lead off this 
corridor. 
 
The 15 single rooms and one twin-bedded room all have a shower, wash-hand basin 
and toilet en suite and in addition there are two assisted toilets and one assisted 
shower. Two additional bedrooms in the older part of the building were unoccupied 
at the time of inspection and one had been converted into a private area for 
residents to visit with their relatives. 
 
The grounds are well kept and there is ample car parking space. There is a pleasant 
enclosed outdoor area with patio furniture and flower boxes that can be accessed 
from a number of points in the building. 
 

Location 

 
The centre is located approximately seven kilometres from the village of 
Innishannon, Co Cork, in a rural location. 
 

 
Date centre was first established: 

 
1981 

 
Number of residents on the date of inspection: 

 
17 

 
Number of vacancies on the date of inspection:

 
0 

 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
4 

 
6 

 
4 

 
3 

 
Management structure 
 
Upton House Nursing Home is owned by a company with five directors. One of the 
directors, Edward Twohig, is the Registered Provider, and the Person in Charge, 
Noeleen MacAnallen, reports to him. Nursing and care staff report to the Person in 
Charge. An administrator in the company’s head office, which is off site, reports to 
the provider. 
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Staff 
designation 

Person 
in 
Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on 
duty on day 
of 
inspection 

1 0 4 1 1 0 0 

 
The person in charge was the nurse on duty on day of inspection. 
 

Background  
 
The inspection carried out on 24 July 2012 was an unannounced follow-up 
inspection. The purpose of the follow up inspection was to review the progress on 
the actions generated in the action plan issued by the Authority post inspection on 
10 August 2011. On that occasion, the provider had been issued with an action plan 
requiring that 11 actions be addressed. The provider responded on 25 August 2011 
outlining how he intended to address these requirements, with a completion date no 
later than 31 October 2011 for all the actions. This inspection followed up on his 
undertakings in that regard. 
 
Actions reviewed on inspection included: 
 

 risk management 
 safety of residents when using bedrails 
 quality review systems  
 activity programme suitable to the individual needs and preferences of 

residents 
 adequate communication methods for those with communication difficulties 
 training programme for staff 
 provision of adequate sluicing facilities and improve infection control and 

hygiene practices 
 review the statement of purpose 
 provision of all written operational policies and procedures as set out in 

Schedule 5 
 completion of a Residents’ Guide 
 provision of full and satisfactory information in relation to all staff matters as 

identified in Schedule 2 of the Health Act 2007 (Care and Welfare of Residents 
in Designated Centres for Older People) Regulations 2009 (as amended). 

 
On checking with the person in charge on 24 July 2012, the inspector noted that  
two actions were completed and nine actions remain unaddressed. The timeframes 
for the conclusion of these actions, as submitted by the provider/person in charge, 
had been exceeded. 
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These actions are re-issued in the Action Plan at the end of this report. 
 
Additional regulatory requirements were addressed by the inspector and these 
findings are outlined in the section of the report entitled issues covered on 
inspection. 
 
 
Summary of findings from this inspection  
 
 
The inspector visited the centre on 24 July 2012 at 06:30hrs. The inspector found 
that the standard of hygiene was good and the centre was comfortably warm.  
 
The inspector attended the morning report. This constituted of a general statement 
of how the night went rather than an informative report of the current status of each 
resident. The content of the morning report was inadequate. 
 
Key issues, identified by the inspector, necessitated the issuing of an immediate 
action plan by the Authority on 25 July 2012 and related to the following issues: 
 

 medication management in the centre 
 residents’ routines and expectations.  

 
These issues are discussed in detail under issues covered on inspection. 
 
The inspector reviewed the progress on the actions generated in the action plan 
issued by the Authority post inspection on 10 August 2011. The inspectors’ findings 
on these actions are detailed under actions reviewed on inspection. 
 
Two action plans were issued by the Authority arising from the inspection of 24 July 
2012. The first action plan, at the end of this report, was an immediate action plan 
issued by the Authority on 25 July 2012, relating to issues that posed an immediate 
risk to residents. It contained actions that were to be addressed immediately.  
 
The second action plan at the end of this report identified areas where improvements 
were required to address deficits in the service and to comply with the Health Act 
2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended) and the National Quality Standards for Residential 
Care Settings for Older People in Ireland. 
 
Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Develop a risk management policy to effectively manage clinical and non-clinical 
residents’ risks, and to include the arrangements for recording, investigation and 
learning from serious incidents. 
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Action not completed. 
 
While the centre had a risk management policy which included documentation on risk 
assessments, the signature sheet where staff signed when they had read and 
understood the policy was blank. The person in charge stated that staff had not seen 
the risk management policy and confirmed that staff were not involved in policy 
making. 
 
It was confirmed to the inspector by the person in charge that while there was 
documentation available to record accidents/incidents, it was not used to document 
accidents/incidents. The inspector noted that accidents/incidents were recorded in a 
hardback copybook. 
 
The inspector also noted: 
  

 no arrangements in place to enable staff to learn from serious incidents 
 the risk management policy did not include measures in place to control 

risk of self harm. 
 
2. Action required from previous inspection:  
 
Ensure that alternatives to bedrails are explored and that bedrail use is based on an 
appropriate assessment of risk, with a specific care plan in place regarding resident 
safety when using bedrails. 
 
 
Action not completed. 
 
The centre had a policy on restraint and the inspector viewed risk assessments for 
residents with bedrails. However, there was no evidence of a check sheet to indicate 
that residents with a restraint were regularly checked. The person in charge 
confirmed that no routine checks were performed and documented on residents on 
whom restraint was used.  
 
3. Action required from previous inspection:  
 
Develop and implement a system that reviews and improves, at appropriate 
intervals, the quality of care and the quality of life of residents. 
 
 
Action not completed. 
 
There was evidence of some audits carried out in 2011. For example, an audit on 
food and nutrition was carried out in November 2011 which identified the need for a 
policy on oral care and dysphagia. The person in charge confirmed she had prepared 
a policy on oral care, but it had not been introduced yet and confirmed that the 
centre did not have a policy on dysphagia.  
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An audit on privacy and dignity was carried out in June 2011. The requirement for 
staff training on privacy and dignity was identified. The person in charge confirmed 
that this had not been attended to.  
 
An audit on bladder and bowel continence was carried out in November 2011. It had 
not been progressed. 
 
An audit on medication was carried out in June 2011. The person in charge agreed 
that this audit was not robust and satisfactory in that it did not comprehensively 
review medication administration practices in the centre. 
 
The provider stated, in his response to this action post inspection 10 August 2011, 
that a steering group had been established and that this group would meet monthly 
to audit, organise a plan of action and to review and improve. The inspector noted 
that the steering group last met in November 2011 
 
The inspector noted that two staff meetings were held in 2011. These were 
convened in April 2011 and November 2011. The person in charge confirmed that no 
regular staff meetings were held since November 2011. 
 
The person in charge stated that questionnaires were sent to residents/relatives in 
April/May 2012 and that no feedback had been received to date. 
 
The person in charge confirmed that there was an ad hoc approach to systems used 
for reviewing and improving, at appropriate intervals, the quality of care and the 
quality of life of residents and that there was no robust review system in place to 
regularly evaluate the quality of care. There was no plan of audit for 2012. 
 
4. Action required from previous inspection:  
 
Provide sufficient opportunities for residents to participate and engage in meaningful 
activities that suit individual needs and preferences as outlined in their care plans. 
 
 
Action not completed. 
 
The inspector noted that an activity sheet was drawn up for each resident. Activities 
such as gardening and knitting were suggested by the residents. It was evident that 
information regarding residents’ likes and dislikes was not captured in the activity 
programme. There was evidence of an activity programme. The activity programme 
consisted of: 
 

 three times per week: bingo  
 once per week: DVD’s, quiz, hand and nail therapy, chair exercise, ball    

games, mass and prayers  
 once every two weeks: physiotherapy, music, mobile library.  

 
A hairdresser attended once per week. 
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The person in charge stated that two staff had participated in one day training on 
reminiscence and life stories. However, the activity programme did not reflect the 
learning gained from the one day training on reminiscence and life stories or 
influence the type of activity offered to residents. 
 
The weekly activity programme did not sufficiently provide opportunities for highly 
dependant residents and those with cognitive impairment to participate in 
meaningful and purposeful activity appropriate to the resident.  
 
5. Action required from previous inspection:  
 
Provide adequate communication methods for those with communication difficulties 
in order to facilitate and encourage all residents to communicate. 
 
 
Action not completed. 
 
The person in charge stated that some staff did attend training on communication. 
This training was provided by external trainers at an external venue. However, the 
person in charge was unable to produce on the day of inspection, evidence of 
attendance or a training plan for all staff which included training in communication, 
in particular with residents with communication difficulties and cognitive behaviour. 
The person in charge confirmed that she did not have a robust training plan for all 
staff. 
 
6. Action required from previous inspection:  
 
Put in place a training programme to maintain the skills of staff and ensure they can 
meet the needs of residents. 
 
 
Action not completed. 
 
The inspector viewed documentation from external providers which indicated that 
staff had received training in fire prevention, fire drills and procedures to be followed 
in the case of fire. The person in charge stated that all staff had attended the fire 
training. However, the inspector noted that only eight staff had signed as attending 
the fire training sessions. 
 
Manual handling training was carried out in December 2011. 
 
No staff had received training in dementia or in person-centred care. The person in 
charge stated that training in HACCP was due but she had not organised this 
training. 
 
The inspector noted: 
 

 four staff had completed FETAC level five 
 one staff member had completed one module of the FETAC level five  
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 one staff member was currently in the second year of the FETAC level five. 
 
On the day of inspection, the person in charge confirmed that she did not have a 
robust training plan for all staff and stated that she would need to go through each 
staff file in order to ascertain what training the staff had attended or needed to 
attend. 
 
7. Action required from previous inspection:  
 
Provide suitable sluicing facilities and improve infection control and hygiene 
practices 
 
 
Action not completed. 
 
The inspector noted that a bedpan washer had been installed in the sluice room. 
However, the inspector noted inadequate arrangements made for the proper disposal 
of clinical waste in that the clinical bin, which was stored in an unsecure area 
externally, was overflowing and unlocked. The inspector noted five clinical waste 
bags on the ground beside the clinical bin. One of the clinical waste bags on the 
ground was torn. 
 
Cleaning mops were colour coded but were stored wet, in cleaning buckets. This 
practice did not comply with the centre’s own policy on infection control where it was 
stated that cleaning mops were to be hung dry.  
 
The person in charge stated that all staff would have completed training in infection 
control in the next four weeks. However, the person in charge was unable to produce 
evidence to support this. She stated that she would need to go through each staff 
file in order to ascertain what staff had attended infection control training or staff 
who needed to attend infection control training. 
 
8. Action required from previous inspection:  
 
Review the statement of purpose so that it complies with the Health Act 2007 (Care 
and Welfare of Residents in Designated Centres for Older People) Regulations 2009 
(as amended) as listed in Schedule 1 and accurately describes the service provided 
 
 
Action completed. 
 
The statement of purpose had been forwarded to the Authority post inspection 10 
August 2011 and conformed to Schedule 1 requirements. 
 
9. Action required from previous inspection:  
 
Provide all written operational policies and procedures, in accordance with best 
practice and current regulations, as set out in Schedule 5. 
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Action not completed.  
 
Some progress had been made in compiling all written operational policies and 
procedures. However, the inspector noted: 
 

 the policy on end-of-life care was not in accordance with best practice and did 
not include access to specialist palliative care services, if required 

 the person in charge stated that some policies required review and updating in 
accordance with best practice, such as the complaints policy and the incident 
management policy. 

 
Eight staff had signed that they had read the health and safety policy. However, no 
other policy had been read by staff and this was confirmed by the person in charge. 
The person in charge confirmed that no meetings were held with staff to discuss the 
policies and procedures and that staff were not involved in their development. 
 
10. Action required from previous inspection:  
 
Complete a Residents’ Guide. 
 
 
Action not completed. 
 
In discussion with the person in charge, she agreed that the Residents’ Guide 
required updating. 
 
11. Action required from previous inspection: 
  
Provide full and satisfactory information in relation to all staff matters, as identified in
Schedule 2 of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). 
 
 
Action completed. 
 
The inspector reviewed three staff files and all contained full and satisfactory 
information in relation to all staff matters, as identified in Schedule 2 of the Health 
Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended). 
 
 
Issues covered on inspection 
 
 
Medication 
 

 the registered provider did not have in place appropriate and suitable 
practices regarding the administration of medicines to residents 



 

Page 11 of 30 

 medications were being administered to residents without a medication 
prescription chart signed by the general practitioner (GP) 

 medication, as prescribed for residents by the GP on the residents’ medication 
prescription chart, was not contained in the medication administration pouch 
for that resident 

 medication contained in the medication administration pouches, was not as 
prescribed by the GP 

 medication was not administered at the times prescribed by the GP  
 medication, as prescribed by the GP, was not administered to residents as per 

An Bord Altranais Guidance to Nurses and Midwives on Medication 
Management (2007) 

 the person in charge did not ensure that the appropriate staff were familiar 
with the designated centre’s procedures and policies on medication 
administration and An Bord Altranais Guidance to Nurses and Midwives on 
Medication Management (2007) 

 medications as prescribed by the GP were identified on the medication 
prescription chart as A, B, C, D, E, F. However the medications on the 
medication administration sheet from the pharmacy supplier were identified 
differently and did not concur with the medication prescription chart as A, B, 
C, D, E, F on the medication administration chart. 

 information from the pharmacy supplier, relating to each resident’s 
medication, was incorrect, in that the photographic identity of medications for 
a particular resident did not correlate to the actual medications as prescribed 
for that resident. 

 the residents’ medication administration records did not have a photograph of 
the resident to whom it belonged. The following details were omitted from 
some residents’ records:  

a) the date of birth of resident 
b) resident’s GP 
c) if the resident had any allergy or not to a particular medicine 
 the maximum dose of pro re nata (PRN) medication was not documented in 

the medication prescription sheet 
 transcription of prescription/medication order was not in compliance with An 

Bord Altranais Guidance to Nurses and Midwives on Medication Management 
(2007) 

 some residents’ medication prescription charts were not reviewed on a 3 
monthly basis 

 there was no evidence documented that the systems of medication practices 
were regularly reviewed by pharmacy supplier 

 while Schedule 2 medications were not currently been administered at the 
designated centre, an inspector noted that the schedule of checks on 
Schedule 2 medications was not as per the centre’s medication policy or as 
per An Bord Altranais Guidance to Nurses and Midwives on Medication 
Management (2007) 

 a room off the office contained the medication fridge, dressings, and 
microwave for staff use. It was also used as a general store room for bulbs 
and Christmas decorations. The person in charge confirmed that food, milk 
and chocolate, stored in the medication fridge, belonged to staff. The 
medication fridge did not have a locking mechanism installed. 
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Routines and Expectations 
 
The inspector observed staff giving breakfast and administering medications to 
residents at the 06:50hrs. Medications administered at this time were documented as 
administered at 08.00hrs. The staff nurse confirmed that, in doing so, she was acting 
under instruction from the person in charge.  
  
Communal Clothing 
 
The inspector noted a container of socks and a container of sponges in the linen 
room. The person in charge stated that the socks were ‘house socks’ and used 
communally for all residents. She also stated that the centre had ‘house pyjamas’ 
used communally for all residents. The person in charge did not respond when asked 
by the inspector if the sponges were used communally.  
 
The inspector informed the person in charge that this practice was not acceptable 
and it did not ensure that the resident’s privacy was respected at all times, with 
particular regard to wearing his/her own clothing. The person in charge was also 
informed by the inspector, that the potential for cross infection of such a practice, 
posed a risk for residents. The person in charge was asked to remove all unlabelled 
clothing and sponges and to immediately cease the practice of using communal 
clothing/sponges. 
 
Premises 
 
The inspector, accompanied by the person in charge, walked the building and 
observed that some window openings were not secured in a safe manner. The 
person in charge agreed that this posed a risk for vulnerable residents.   
 
Infection Control 
 
The inspector, based on the following observations, had a number of concerns about 
the management of:  
 

 slings – staff confirmed that slings were used communally. However, the 
centre’s own policy stated that residents were to have their own set of slings. 

 cleaning mops stored wet in cleaning buckets 
 suction bottle on the suction machine contained water. There was no 

documentation on the machine to indicate when the water was changed, or 
by whom it was changed 

 clinical bin located outside in an unsecure area, was overflowing and 
unlocked. There were five clinical waste bags on the ground beside the clinical 
bin. One of the clinical waste bags on the ground was torn. 

 
Complaints procedure 
 
The complaints procedure did not include the time frames for internal arrangements 
for handling complaints.  
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The inspector viewed the complaints book. The last entry noted was dated March 
2010. The person in charge stated that complaints were dealt with as they arise but 
confirmed that they are not documented, investigated, followed up and the outcome 
communicated to the complainant. 
 
Staffing 
 
A staff nurse and a care assistant were on duty from 20:00hrs to 08:00hrs. The 
inspector was informed that the care assistant attended to laundry duties at night. In 
order to go to the laundry, the care assistant had to leave the main building, walk a 
short distance to access the laundry, leaving the staff nurse, on her own, in the main 
building for periods of time throughout the night.  The inspector was of the view that 
this practice posed a risk to both residents and staff.  
 
At the close of the inspection visit a feedback meeting was held with the person in 
charge, to report on the inspectors’ findings, which highlighted both good practice 
and where improvements were needed.  
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Chronology of previous HIQA inspections 
Date of previous inspection: Type of inspection: 

 
 
6 May 2010 and 7 May 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
30 March 2011 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
10 August 2011 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Provider’s response to immediate Action Plan∗ 
 
Centre:  

Upton House Nursing Home 
Centre ID:  

0299 
Date of inspection:  

24 July 2012 
Date of response:  

Immediate 
 
Requirements 
 
These requirements set out what the registered provider must do as a matter of 
urgency to meet the Health Act, 2007 (as amended), the Health Act 2007 (Care and 
Welfare of Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings for Older 
People in Ireland.   
The timeframes are set by the Chief Inspector due to the immediacy of the actions 
required. 
 

1. The provider and the person in charge has failed to comply with a 
regulatory requirement in the following respect: 

 
The registered provider did not have in place appropriate and suitable practices 
regarding the administration of medicines to residents. 
 
Medications were being administered to residents without a medication prescription 
chart signed by the general practitioner (GP). 
 
Medication, as prescribed for residents by the GP on the residents medication 
prescription chart, was not contained in the medication administration pouch for that 
resident.  
 

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

 
Health Information and Quality Authority 
Regulation Directorate 
 
 
Immediate Action Plan 
Designated centres for older people 
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Medication contained in the medication administration pouches, was not prescribed 
by the GP. 
 
Medication was not administered at the times prescribed by the GP. 
 
Medication, as prescribed by the GP, was not administered to residents by the nurse. 
 
The person in charge did not ensure that the appropriate staff were familiar with the 
designated centre’s procedures and policies on medication administration and An Bord 
Altranais Guidance to Nurses and Midwives on Medication Management (2007). 
 
The person in charge had no records of medication errors.   
 
Action required: 
 
1.1 Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, storing and administration of medicines to residents.  
 
Action required: 
 
1.2 As a matter of urgency, ensure all residents have a medication prescription chart 
signed by the residents’ GPs. 
 
Action required:  
 
1.3 As a matter of urgency, ensure that the correct medication, as prescribed by the 
GP, is administered to residents. 
 
Action required:  
 
1.4 Ensure that the correct dose of medication, as prescribed by the GP, is 
administered to residents. 
 
Action required:  
 
1.5 Ensure the prescribed medication is administered at the times prescribed by the 
medical practitioner. 
 
Action required: 
  
1.6 Ensure that a photograph of all residents is on their medication administration 
chart. 
 
Action required:  
 
1.7 The provider must arrange, as a matter of urgency, an immediate review with 
the external pharmacy, of all medications that are currently dispensed by the external 
pharmacy to the centre and submit the review document to the Chief Inspector. 
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Action required:  
 
1.8 The provider must arrange, as a matter of urgency, an immediate review with 
the external pharmacy of current operating systems, in order to ensure that 
medications dispensed by the external pharmacy in pre-packed medication pouches, 
are the actual medications as prescribed by the GP in the residents’ medication 
prescription chart.    
 
Action required:  
 
1.9 Ensure that appropriate staff are familiar with the designated centre’s procedures 
and policies on medication administration and An Bord Altranais Guidance to Nurses 
and Midwives on Medication Management (2007). 
 
Reference:  

Health Act, 2007  
                   Regulation 33: Ordering, Prescribing, Storing and Administration 
                                        of Medicines 
                   Standard 14: Medication Management 

Standard 15: Medication Monitoring and Review 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Action 
1.1  A meeting will be held 27 July 2012 with Noeleen Mac 
Anallen (PIC) and the registered nurses employed at Upton House 
to review the medication policy and to ensure that the written 
policy is appropriate to suitable practices and operational policies 
relating to the ordering, storing and administration of medicines 
to residents. Medication policy will be revised appropriately. 
 
1.2 As a matter of urgency, all GP’s have been contacted 
regarding prescriptions for their patients' residing at Upton House.
 
1.3 All measures have been taken to ensure that the correct 
medication, as prescribed by the GP is being administered to 
residents. 
 
1.4 All measures are being undertaken to ensure that the correct 
dosages as prescribed by the residents GP are being administered
 
1.5 Administration times of medications are being reviewed and 
all medications will be administered as per the GP’s instruction. 
 
1.6 A photograph of each resident will be attached to the new in-
house prescription sheets by 6 August 2012. 

 
 
 
Immediate 
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1.7 A meeting was held this morning with Noeleen Mac Anallen 
(PIC) and the pharmacy supplier. A review document is being 
sought from the pharmacy supplier. As a result of this meeting, 
alternative in-house prescriptions and medication administration 
sheets are being reviewed. It has been agreed with Noeleen Mac 
Anallen (PIC) and the pharmacy supplier, that there will be a 
more rigorous review of in-house prescriptions, checking of 
deliveries,returns and changes of medicines in the middle of a 
cycle. During the week beginning 13 August 2012, the pharmacist 
will hold an in-house training session for the registered nurses at 
Upton House on medicine administration, ordering, supplies and 
prescriptions. 
 
1.8 As 1.7 A review document is being sought from the pharmacy 
supplier. 
 
1.9 A meeting will be held with the registered nurses at Upton 
House tomorrow 27 July 2012 to discuss the medication 
administration and An Bord Altranais guidance to Nurses and 
Midwives on Medication Management (2007) and the findings of 
the HIQA inspection. 
 
 

2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The person in charge did not ensure that, for example breakfast, was available at 
such times as may reasonably be required by residents.  
 
Action required:  
 
The person in charge shall ensure that the practice of giving breakfast at an 
unreasonably hour is ceased immediately. 
 
Reference: Health Act, 2007  

Regulation 35: Review of Quality and Safety of Care and Quality of      
Life 
Standard 18: Routines and Expectations 
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 practice of giving breakfast prior to 07:00hrs has been 
ceased with immediate effect, all residents, on admission, will be 
asked for their preferences for meal-times, in particular breakfast.  

 
 
Immediate            



 

Page 19 of 30 

 

 
 

Provider’s response to inspection report ∗ 
 
 
Centre: 

 
Upton House  Nursing Home 

 
Centre ID: 

 
0299 

 
Date of inspection: 

 
24 July 2012 

 
Date of response: 

 
9 October 2012  

 
Requirements 
 
These requirements set out what the registered provider must do to meet the Health 
Act, 2007, the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 (as amended) and the National Quality Standards 
for Residential Care Settings for Older People in Ireland. 
 
1. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Not ensuring that the risk management policy to covers the precautions in place to 
control the following specified risks: 
 

 self-harm 
 arrangements for identification, recording, investigation and learning from 

serious or untoward incidents or adverse events involving residents. 
 

Not ensuring staff sign they have read and understood the risk management policy. 

Action required:  
 
Develop a risk management policy to include: 
 

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

 
Health Information and Quality Authority 
Regulation Directorate 
 
 
Action Plan 
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 precautions in place to control the specified risk of self-harm 
 arrangements for recording, investigation and learning from serious incidents 

policy. 
 
Action required: 
 
Ensure staff have signed they have read and understood the risk management 
policy. 
 
Reference:  

Health Act 2007 
Regulation 17: Training and Development 
Regulation 31: Risk Management Procedures 
Standard 24: Training and Supervision 
Standard 26: Health and Safety  

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

Timescale: 
 

Provider’s response: 
 
Risk management policy to be given to staff to read and 
understand. All staff to have read policy within one month. Risk 
management to control specified risk of self-harm to be 
completed within one month.  
 

 
 
5 November 
2012 
 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no record of checks carried out on residents on whom bedrails were used 
on residents’ beds. 
 
Action required:  
 
Ensure that where bedrails are used by residents that a check sheet is in place to 
indicate that residents with a bedrail restraint are regularly checked. 
 
Reference:  

Health Act 2007 
Regulation 31: Risk Management Procedures 
Regulation 25: Medical Records 
Standard 21: Responding to Behaviour that is Challenging 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All residents using bedrails have current assessments and are 
checked every 30 minutes (as a minimum). All checks are 
documented. 
 

 
 
30 October 2012 
 

 
3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
A system to review and improve, at appropriate intervals, the quality of care and, the 
quality of life of residents was not established. 
 
Action required:  
 
Develop and implement a robust and regular system that reviews and improves, at 
appropriate intervals, the quality of care and the quality of life of residents. 
 
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: 
 
Steering group to reconvene, to complete current audits, to 
review and improve quality of life for our residents. 
 

 
 
31 October 2012 
 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There were not sufficient opportunities for residents to participate in activities 
appropriate to their interests and capacities. 
 
Action required:  
 
Provide sufficient opportunities for residents to participate in activities appropriate to 
their interests and capacities.   
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Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
Residents committee, steering group to review activities and 
incorporate appropriate activities for all residents. Staff trained in 
life stories and reminiscing to put their training into use.  
 

 
 
30 November 
2012 
 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There were inadequate communication methods for those with communication 
difficulties in order to facilitate and encourage all residents to communicate. 
 
Action required:  
 
Provide adequate communication methods for those with communication difficulties 
in order to facilitate and encourage all residents to communicate. 
 
Reference:  

Health Act 2007 
Regulation 11: Communication 
Standard 1: Information 
Standard 2: Consultation and Participation  

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

Timescale: 
 

Provider’s response: 
 
All residents with communication problems have an individualized 
care plan formulated for their individual needs. 
 

 
 
31 October 2012 
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6. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
There was no training programme in place to maintain the skills of staff and ensure 
they can meet the needs of residents. 
 
Not ensuring all staff have training in infection control. 

Action required:  
 
Put in place a training programme to maintain the skills of staff and ensure they can 
meet the needs of residents. 
 
Action required:  
 
Ensure all staff have training on infection control. 
 
Action required: 
  
Remove and dispose of box of communal sponges.  
 
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: 
 

Provider’s response: 
 
Seventy per cent of all staff have infection control training.  
Training for remaining staff to be completed within three months.  
 
PIC Noeleen Mac Anallen has successfully completed Fetac Level 
six train the trainer and is prepared to offer in-house training.  
 
HACCP training booked for 20 November 2012 and 27 November 
2012 (all staff to attend one session).  
 
End of Life care – 9 November 2012 
Continence care - 23 November 2012 - two members of staff 
attending above courses to be held at St Lukes Nursing Home. 
 
Communal sponges have been replaced with disposable wipes. 
 

 
 
31 January 2013 
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7. The provider/person in charge has failed to comply with a regulatory 
requirement in the following respect: 
 
Not ensuring equipment provided at the designated centre for use by residents or 
persons who work at the designated centre is maintained in good working order. 
 
Not ensuring adequate arrangements are made for the proper disposal of clinical 
waste. 
 
Action required: 
  
Ensure that cleaning mops are stored in a correct manner and in compliance with 
infection control guidelines and the centre’s policy on the storage of cleaning mops. 
 
Ensure the suction machine is stored in compliance with infection control guidelines. 
 
Ensure that the clinical waste container is locked in a secure manner. 
 
Ensure that clinical waste is collected at regular intervals and more often if required. 
 
Reference:  

Health Act 2007  
Regulation 19: Premises 
Standard 25: Physical Environment 
Standard 26: Health and Safety 

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

Timescale: 
 

Provider’s response: 
 
Cleaning mops are now stored correctly. Suction machine is 
stored dry - all equipment is cleaned and checked weekly. Clinical 
waste bin has been moved to a more appropriate area. Clinical 
waste bin is locked and bins are collected every four weeks. 
 

 
 
31 October 2012 
 

 
8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Policies required to meet the criteria as set out in Schedule 5 of the Health 
Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended) were not inadequate. 
 
Not ensuring staff have signed they have read and understood all of the centre’s 
written policies and procedures. 
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Action required: 
  
Ensure all written operational policies and procedures, as set out in Schedule 5 are in 
accordance with best practice.  
 
Action required: 
 
Ensure the policy on end of life care is in accordance with best practice and includes 
access to specialist palliative care services if required. 
 
Action required: 
 
Ensure all staff sign they have read and understood all written operational policies 
and procedures.  
 
Reference:  

Health Act 2007 
Regulation 27: Operating Policies and Procedures 
Standard 13: Healthcare 
Standard 29: Management Systems 
 

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

Timescale: 
 

Provider’s response: 
 
All operational policies and procedures to be reviewed as set out 
in schedule 5 in accordance with best practice. End of Life policy 
to be reviewed and access to specialist services and palliative 
care to be included. All staff to be given one policy per week 
(minimum). Staff to sign that they have read and understood 
each policy. 
 

 
 
1 April 2013 
 

 
9. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The Residents’ Guide did not meet regulatory requirements as set out in Schedule 3 
of the Health Act 2007 (Care and Welfare of Residents in Designated Centres for 
Older People) Regulations 2009 (as amended). 
 
Action required:  
 
Update the Residents’ Guide. 
 
Reference:  

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

Timescale: 
 

Provider’s response: 
 
Residents’ Guide to be reviewed and amended appropriately. 
 

 
 
31 December 
2012 
 

 
10. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Ensure the physical design and layout of the premises to be used as the designated 
centre meets the needs of each resident. 
 
Action required:  
 
Risk assessments of all window openings to ensure the safety of residents. 
 
Exposed wiring in laundry should be addressed by a suitably qualified person. 
 
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: 
 
All windows to be fitted with restricted openings of 100mls.  
 
Exposed wiring in laundry room has been sorted. 
 

 
 
30 November 
2012 
 

 
11. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The complaints procedures were not fully compliant with the Health Act 2007 (Care 
and Welfare of Residents in Designated Centres for Older People) Regulations 2009 
(as amended). 
 
Action required: 
 
Revise the procedures so that they detail the name of the independent person 
nominated to act as the independent appeals person. 
 



 

Page 27 of 30 

Action required: 
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
Action required: 
 
Inform complainants promptly of the outcome of their complaints and details of the 
appeals process. 
 
Action required: 
 
Record all complaints and the results of any investigations into the matters 
complained about. Ensure these records are in addition to and distinct from a 
resident’s individual care plan. 
 
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 
Standard 6: Complaints 

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

Timescale: 
 

Provider’s response: 
 
New complaint forms have been introduced detailing 
investigation and outcome of complaints.  
 
Complaints review process displayed in a prominent position in 
the nursing home outlining three stages of complaints review and 
time scales.  
 
All complaints recorded separately to care plans. 
 
Complaints policy to be reviewed and amended as appropriate. 
 

 
 
15 December 
2012 
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12. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Not ensuring that the designated centre provides adequate facilities for residents to 
use their own clothes.  
 
Action required:  
 
Ensure all residents’ clothing is adequately labelled. 
 
Reference: 

Health Act, 2007 
Regulation 7: Residents’ Personal Property and Possessions 
Standard 4: Privacy and Dignity 

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

Timescale: 
 

Provider’s response: 
 
Residents, staff and visitors reminded regarding importance of 
labelling clothes and personal items. 
 

 
 
31 October 
2012 
 

 
13. The person in charge/provider is failing to comply with a regulatory 
requirement in the following respect:  
 
Not ensuring that at all times the numbers of staff and skill mix of staff are 
appropriate to the assessed needs of residents, and the size and layout of the 
designated. 
 
 
Not taking all reasonable measures to prevent accidents to any person in the 
designated centre and in the grounds of the designated centre. 
 
Action required:  
 
Risk assessment of the distribution of staff at night. 
 
Action required:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 
Reference: 

Health Act, 2007 
Regulation 16: Staffing 
Regulation 31: Risk Management Procedures 
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Standard 23: Staffing Levels and Qualifications 
Standard 26: Health and Safety 

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

Timescale: 
 

Provider’s response: 
 
Risk assessment of the distribution of staff at night will be 
undertaken and submitted to the Authority. 
 

 
 
16 October 
2012 
 

 
 
Recommendations 
 
 
These recommendations are taken from the best practice described in the 
National Quality Standards for Residential Care Settings for Older People 
in Ireland and the registered provider should consider them as a way of 
improving the service. 
 
Standard Best practice recommendations 
Standard 4: 
Privacy and 
Dignity 
 

Cease the use of communal socks and pyjamas in the designated 
centre 

Standard 16: 
End of Life 
Care 
 

In accordance with the resident’s assessed needs, referrals are made 
to specialist palliative care services so that an integrated 
multidisciplinary approach to end of life care is provided. 
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
None given. 
 
Provider’s name: Edward Twohig 
 
Date: 9 October 2012 
 
 
 


