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Centre name: 

 
Hillside Nursing Home 

 
Centre ID: 

 
0347                     

Centre address: 

 
Attidermot 
 
Aughrim 
 
Co Galway 

 
Telephone number:  

 
090-9643845 

 
Email address: 

 
Hillside_nursing@hotmail.com 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
Mary Nuala Cormican 

 
Person in charge: 

 
Mary Nuala Cormican

 
Date of inspection: 

 
31 October and 1 November 2012  

 
Time inspection took place: 

 
Day 1 Start: 10:00 hrs Completion: 16:30 hrs 
Day 2 Start: 08.45 hrs Completion: 14:25 hrs 

 
Lead inspector: 

 
Jackie Warren 

 
Support inspector(s): 

 
None 

 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 

  
26, two of who were in hospital       

 
Number of vacancies on the 
date of inspection: 

  
One

 
 

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

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

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

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

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

the Health Information and Quality Authority’s Social Services Inspectorate 
that a provider has appointed a new person in charge 

 arising from a number of events including information affecting the safety or 
well-being of residents 

 
The findings of all monitoring inspections are set out under a maximum of 18 
outcome statements. The outcomes inspected against are dependent on the purpose 
of the inspection. Where a monitoring inspection is to inform a decision to register or 
to renew the registration of a designated centre, all 18 outcomes are inspected.  
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Summary of compliance with Health Act 2007 (Care and Welfare of Residents 
in Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older People 
in Ireland. 
 
This inspection report sets out the findings of a monitoring inspection, in which 10 of 
the 18 outcomes were inspected against. The purpose of the inspection was: 

 to inform a registration decision 
 to inform a registration renewal decision 
 to monitor ongoing compliance with regulations and standards  
 following an application to vary registration conditions 
 following a notification of a significant incident or event  
 following a notification of a change in person in charge 
 following information received in relation to a concern/complaint  

 
The table below sets out the outcomes that were inspected against on this 
inspection.   
 
Outcome 1: Statement of Purpose   
Outcome 2: Contract for the Provision of Services 
Outcome 3: Suitable Person in Charge 
Outcome 4: Records and documentation to be kept at a designated centres  
Outcome 5: Absence of the person in charge  
Outcome 6: Safeguarding and Safety
Outcome 7: Health and Safety and Risk Management
Outcome 8: Medication Management 
Outcome 9: Notification of Incidents 
Outcome 10: Reviewing and improving the quality and safety of care 
Outcome 11: Health and Social Care Needs 
Outcome 12: Safe and Suitable Premises 
Outcome 13: Complaints procedures                 
Outcome 14: End of Life Care 
Outcome 15: Food and Nutrition 
Outcome 16: Residents’ Rights, Dignity and Consultation   
Outcome 17: Residents’ clothing and personal property and possessions 
Outcome 18: Suitable Staffing 
 
This monitoring inspection was unannounced and took place over two days. As part 
of the monitoring inspection the inspector met with residents and staff members. 
Inspectors observed practices and reviewed documentation such as care plans, 
medical records, accident logs, policies and procedures and staff files.  
 
At the time of inspection there were 26 residents who lived in the centre who were 
mainly of higher dependency. Sixteen of the residents were of maximum dependency 
and one was of high dependency, while there were five residents with medium and 
four with low dependency. 
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An extension to the building which was at an advanced stage of completion at the 
time of the last inspection had been completed, had been registered and was now 
occupied. This development included new staff sanitary accommodation and a 
changing room, as well as a refurbished laundry area and an office for the provider.  
 
Since the last inspection the provider, who was also the person in charge, had been 
working to address the issues identified during that inspection and demonstrated a 
commitment to meeting 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.  
 
The provider had systems in place to safeguard residents,  identify  and manage 
risks, address complaints and for reviewing and improving the quality and safety of 
care. Accidents and incidents were recorded and suitable notifications were being 
made to the Chief Inspector. 
 
The provider ensured that suitable recreational opportunities were available to 
residents and that residents health care needs were well met. Residents had access 
to general practitioner (GP) services and to a range of other health services. There 
was a good standard of care planning although some further development was 
required in the areas of restraint and wound management. There were safe 
medication practices in place. 
 
Although the provider had taken measures to protect the safety of residents, during 
this inspection the inspector found that improvements were required to staff 
understanding of fire safety evacuation. There was a practice in place which 
presented a fire safety risk. This was brought to the attendion of the provider during 
the inspection and she immediately commenced measures to address this risk.  
 
The inspector observed adequate staffing levels during the inspection and staff rotas 
confirmed these staffing levels to be the norm. The required staff recruitment 
information was available on staff files and staff had attended a range of training.  
 
Some improvement was required in the recording of residents’ property and the 
statement of purpose. 
 
Section 41(1)(c) of the Health Act 2007  
Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older People 
in Ireland.   
 
Theme: Governance, Leadership and Management 
Effective governance, leadership and management, in keeping with the size and 
complexity of the service, are fundamental prerequisites for the sustainable delivery of 
safe, effective person-centred care and support. 
 
 



 

Page 5 of 20 

 

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 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
There was a statement of purpose which set out the services and facilities provided 
and the intended aims, objectives and ethos of the centre.  
 
The statement of purpose had been drafted in line with the requirements of the 
Regulations. It contained most of the required information as laid out in Schedule 1 
of the Regulations but required some further development, such as inclusion of the 
conditions attached to the registration of the centre, the age range of the residents 
for whom it is intended to provide accommodation, type of nursing care provided 
and the total staffing complement expressed in whole time equivalents. 
 
The provider had included a review of the statement of purpose in an auditing 
schedule and had identified 10 November 2012 as a completion date for this audit. 
 
Outcome 3 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management  
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The post of person in charge was full-time and was filled by a registered nurse with 
the required experience in the area of nursing of older people. The provider was 
committed to the management of the centre. In her capacity as person in charge, 
she worked in the centre every day, including weekends.  
 
The person in charge had taken measures to keep her skills and knowledge up to 
date. Since the last inspection she had attended training in demrntia care, 
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medication management, challenging behaviour in dementia care, responding to 
elder abuse in residential settings and fire training.  
 
The provider had nominated a nurse to deputise in her absence. However, she 
confirmed that, as she was in the centre every day and on-call out-of-hours, that the 
need for the deputising arrangement had not yet occurred. The provider was aware 
of her responsibilities to notify the Authority of the absence of the person in charge, 
although to date this had not occured. 
 
Theme: Safe care and support  
Safe care and support recognises that the safety of service users is paramount. A 
service focused on safe care and support is continually looking for ways to be more 
reliable and to improve the quality and safety of the service it delivers.  
In a safe service, a focus on quality and safety improvement becomes part of a 
service-wide culture and is embedded in the service’s daily practices and processes 
rather than being viewed or undertaken as a separate activity. 
To achieve a culture of quality and safety everyone in the service has a responsibility 
to identify and manage risk and use evidence-based decision-making to maximise the 
safety outcomes for service users. 
 
Outcome 6 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The provider had taken measures to safeguard residents from abuse. Since the last 
inspection all staff had received training in detecting and reporting abuse. Staff who 
spoke with the inspector were clear about what constituted abuse and on their 
responsibilities to report abuse.  
 
The inspector examined the arrangements for the safekeeping of residents’ valuables 
and found that residents’ money and valuables which had been surrendered for 
safekeeping were managed in a secure and transparent manner. All money was 
safely stored and recorded, transactions were documented and signed by both the 
resident and a witness and receipts were retained. There was a policy relating to 
residents’ personal property and possessions. 
 
A record of each resident’s personal property was retained in each resident’s file, but 
these records were not signed by the resident as required by the regulations. 
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Each resident had adequate space to store their personal belongings, including a 
locked unit for the storage of valuables. Some residents chose to manage their own 
finances and valuables. 
 
Outcome 7 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems  
Actions required from previous inspection:  
 
The actions required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
There was a health and safety statement, a comprehensive and informative risk 
management policy and a detailed risk register which identified a range of risks 
throughout the building. There was an additional risk register in which the provider 
had identified additional risks and their control measures, such as risks associated 
with residents smoking, water temperatures, and positioning of call bells. Additional 
risks identified for individual residents, such as risks of absconding, aggression and 
smoking were recorded with their control measures in resident’s care plans.  
 
Since the last inspection the risk management policy had been revised to include the 
specified risks identified in the regulations. 
 
Although the provider had taken measures to ensure the safety of residents in the 
event of a fire, there were some fire safety risks identified.  
 
Up-to-date servicing of equipement had been carried. Fire extinguishers were 
serviced in January 2012 and fire alarms and emergency lighting in October 2012. 
Fire evacuation drills including simulated evacuations, were carried out every six 
months. The provider also carried out daily checks in the building, including fire exits, 
exit signs, the smoking room and fire safety equipment. In June 2012, the provider 
had installed internal fire doors in corridors throughout the building at the request of 
the statutory fire authority.  
 
Since the last inspection the provider had organised fire safety training for staff with 
an external consultant. Training records and staff who spoke with the inspector 
confirmed this to be the case. However, some staff who spoke with the inspector 
were not clear on the procedure for evacuating residents from immediate danger in 
the event of an emergency.  
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During the inspection the inspector identified a practice of holding many bedroom 
doors open, both during the night and day either to supervise residents or at 
residents’ request. This presented a risk to the prompt implementation of fire safety 
measures in the event of a fire. This was brought to the attention of the provider, 
who immediately commenced action to address this risk. The day following the 
inspection, the provider confirmed that she had carried out a risk assessment of this 
practice and she had commenced appropriate actions to address the issue. She 
confirmed that she had ordered automatic door closing devices linked to the fire 
alarm system for the doors where a risk was identified. Installaton of same was 
expected within the week. 
 
All staff had up to date manual handling training delivered by an external trainer and 
the provider was trained as a manual handling instructor. She had updated this 
qualification in 2012 and used this skill to supervise staff. There were no unsafe 
manual handling practices noted during the inspection. 
 
Outcome 8 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management
Actions required from previous inspection:  
 
The actions required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
The processes for the management of medication were generally safe, secure and in 
accordance with current guidelines and legislation. 
 
There was a medication policy which was centre-specific and reflected practice. 
 
Medications requiring strict controls were stored safely in a double-locked cupboard 
and stock levels were checked and recorded by two nurses at each change of shift. 
The balance was also checked and recorded by the nurse and a witnessing nurse or 
care assistant at the time of administration. An inspector checked the balances of the 
medication and found that the balance recorded was consistent with the remaining 
stock. 
 
The inspector observed the nurse on a medication round and reviewed the 
administration of medication. The nurse demonstrated her competence and 
knowledge when outlining the procedures and practices on medication management 
and administration. The nurse recorded and signed to confirm each medication 
administered. Each resident’s medications were stored in the medication trolley in 
individual boxes which were labelled with the resident’s name. There were also 
colour photographs of residents on the administration charts, which the nurse could 
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check to verify identification if required. Dosages and routes of administration of 
medication and maximum dosages of PRN (as required) medication were recorded. 
 
At the time of inspection none of the residents self administered their medications.  
 
The inspector read some of the medication administration charts and found that they 
were clear and legible and there was adequate space to record comments about the 
non-administration of medication. Residents’ names, addresses, dates of birth and 
GP were recorded on the medication charts. The nurses transcribed medications from 
the original prescriptions and entries were checked and individually signed by the GP. 
Discontinued medications and medication intended to be administered crushed were 
signed as such by the GP.  
 
There was an up-to-date nurses' signature sheet available in the medication store. 
 
Outcome 9 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
Practice in relation to notifications was well managed.  

 
The person in charge maintained comprehensive records of accidents, incidents and 
near misses. Staff recorded comprehensive details of the incident, including 
immediate actions taken, any treatment administered and control measures 
identified.  
 
The person in charge was aware of the legal requirement to notify the Chief 
Inspector regarding incidents and accidents had been diligent in in doing so. 
Quarterly returns were suitably submitted to the Chief Inspector. 
 
Theme: Effective care and support 
The fundamental principle of effective care and support is that it consistently delivers 
the best achievable outcomes for people using a service within the context of that 
service and resources available to it. This is achieved by using best available national 
and international evidence and ongoing evaluation of service-user outcomes to 
determine the effectiveness of the design and delivery of care and support. How this 
care and support is designed and delivered should meet service users’ assessed needs 
in a timely manner, while balancing the needs of other service users. 
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Outcome 10 
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  
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
There were systems in place to review the quality and safety of care and quality of 
life of residents through auditing of adverse events. The provider was undertaking 
documented three-monthly reviews of the accident and incident book, to identify 
trends and improve levels of quality and safety for residents. The measures 
introduced to reduce the level of falls included the providion of bed rail protectors, 
medical reviews were arranged, supervision was increased and extra low beds were 
provided for residents. The entries in the accident book indicated that there was a 
low level of falls.  
 
The provider had recently commenced an auditing system for care and regulatory 
issues based on the requirements of the regulations and Standards. The provider 
was approaching the auditing system in a planned manner and commencement and 
completion dates had been identified for each section. The issues identified for 
auditing included the statement of purpose, protection of residents, end of life care 
and complaints. The provider had completed some of the audits, such as medication 
management and no adverse issues were identified. A pharmacist also carried out 
three monthly reviews of mediacation practices in the centre. 
 
The provider had devised a ‘Continuous Care Assessment’ survey form which she 
offered to visitors. One of the residents told the inspector that was responsible for 
distribting this form to the residents. She also spoke with residents regularly to 
eatablish their views and suggestions for improvements. She said that there was a 
high level of satisfaction with the service among residents. However, one resident 
had stated that she would like to have ice cream more often and the provider had 
arranged for her to be offered some daily. 
 
The provider had also commenced on an audit of care plans which is further 
discussed in outcome 11 of this report.  
 
Outcome 11 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied health care. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set out 
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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 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Overall, the inspector was satisfied that the health needs of residents were well met. 
Residents had good access to GP and healthcare professionals and there were levels 
of recreational opportunities and social inclusion provided to all residents, including 
residents with dementia and cognitive impairment.  
 
All residents had access to GP services. Residents could choose to keep their own GP 
if they wished and there was an out-of-hours service available. A review of residents’ 
medical notes showed that GPs visited the centre regularly. The GPs reviewed each 
resident’s prescriptions every three months or more frequently if required.  The notes 
also included records of appointments with a variety of health professionals such as 
chiropody, dietician and speech and language therapy services. The provider had 
organised for a physiotherapist to visit the centre every week. She delivered two 
group exercise classes for all residents who wished to participate and this did not 
incur an additional cost to residents. She also provided private physiotherapy 
sessions to individual residents as required. A care assistant worked alongside the 
physiotherapist and helped the residents to carry out their exercise plans during the 
week. A chiropodist was available once a month or as required. Occupational 
therapy, speech and language therapy and dietetic services were available as 
required. The centre had strong links with the psychiatry of later life team and a 
psychiatric consultant and the community psychiatric nurse called to see residents in 
the centre as required.   
 
The nursing notes were recorded in the communication sheets every day and night. 
Those which the inspector read were informative about residents’ conditions and 
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progress. The GPs notes and admission notes were also recorded in the residents’ 
files. 
 
The inspector reviewed a sample of residents’ care plans and found them to be 
generally comprehensive, well organised, person-centred and up-to-date. The files 
which the inspector reviewed had comprehensive assessments undertaken at 
admission and a range of additional assessments were carried out for risk areas such 
as falls risk, tissue viability, dependency and nutritional risk. Pain scale assessments 
were carried out as required. Care plans had been developed for all identified needs. 
Assessments and care plans were being reviewed every three months or more 
frequently if required. There was evidence that the residents or their representatives 
had been involved in the care planning process. The provider continued to review 
care plans to identify areas for improvement. She had recently identified that there 
was not enough space allocated for reviewing care interventions and she had 
commenced addressing this in all the files. 
 
Although the inspector found that the residents’ health care needs were being well 
met some further development was necessary particularly in the areas of 
documenting restraint management and wound care. 
 
In a sample of files that the inspector viewed, nutritional assessments had been 
carried out for all residents and three monthly monitoring of weights was being 
undertaken. Where a resident was identified as being at risk of malnutrition or 
obesity further interventions had been introduced including assessment by a dietician 
and/or speech and language therapist. The inspector read the file of a resident who 
required a modified diet. The provider had arranged for the resident to be assessed 
by a speech and language therapist, whose recommendations were recorded in the 
resident’s file. A care plan had been developed to guide staff on the nutritional care 
of the resident.  
 
At the time of inspection none of the residents had pressure ulcers, one had a small 
wound and some were identified as being at risk of developing pressure ulcers. Care 
interventions for reducing the risk of pressure ulcers were outlined in residents’ care 
plans and several residents had pressure relieving mattresses on their beds. The 
inspector reviewed the management of wounds and found that wound care was 
generally well managed and that the wounds had healed. Wound care management 
plans, which detailed the required care of the wounds had been developed for these 
wounds. Staff had completed wound care continuation sheets which recorded the 
dressing of the wounds and wound progress, although the grades of the wounds 
were not recorded and the sizes of wounds were not being consistently tracked as 
the wounds healed. Referrals to appropriate specialists had been made as required. 
For example, there was a record of a referral to a vascular clinic and the 
recommendations from the referral were recorded.  
 
There had been improvements in the management of restraint, but further 
improvements were required in the documentation of restraint managment. There 
was a restraint policy, but some aspects of restraint management were not being 
implemented in line with the guidance in the policy. 
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Several residents used bed rails while in bed although no residents used lap belts 
while seated in their chairs. The inspector reviewed the use and management of bed 
rails. The provider had carried out risk assessments investigating the risks associated 
with the use of bed rails for individual residents and she was very clear as to the 
reasons for the use of bed rails and the risk balance of using bed rails as opposed to 
not using them. Reviews of bed rail risk assessments were undertaken regularly and 
a re-evaluation of the risk assessment had been documented after a recent incident 
involving bed rails. Additional safeguards had been introduced to reduce the risk to 
the resident including the provision of an extra low bed and increased supervision. 
However, some of the assessments were not clearly recorded in residents’ files. For 
example, in some of the files viewed the inspector found that a risk balance 
assessment had not been recorded for the use of bed rails and consultation between 
nursing staff and residents or relatives prior to the use of bedrails was not clearly 
documented on some files. While the provider discussed other options that had been 
explored before implementing this practice, this information was not clearly recorded 
in some residents files. 
 
Manual handling assessments had not been carried out for individual residents to 
identify their mobilising needs. Staff said that they were familiar with the residents 
needs and the provider, who was a manual handling instructor, supervised the 
moving of residents. 
 
The provider’s husband who worked in the centre every day, including weekends, 
organised an activity programme and assisted residents to become involved in 
meaningful occupation. He had organised a flexible activity programme based on the 
interests of residents. Every morning he joined residents in the day room and read 
the papers and discussed the news with them. He told the inspector of his plan to 
develop increased usage of the garden and to indroduce gardening and growing of 
vegetables in 2013. Other activities included music sessions, board games, 
reminiscence, bingo and card playing. The activity coordinator also spent time each 
day chatting to residents who chose not to become involved in group activities. The 
provider had also arranged for residents, including residents with cognitive 
impairment, to access treatments such as hand care, hairdressing and aromatherapy 
in the centre. The activity coordinator encouraged residents to maintain 
independence and some residents were involved in worthwhile tasks in the centre. 
One resident was responsible for carrying out satisfaction surveys and chatting to 
other residents to seek their views, while another resident assisted the provider by 
ensuring that adequate supplies of toiletries were being maintained.  
 
The provider and the activity coordinator maintained links with the local community. 
They explained that they organised outings to places of interest in the community 
and had picnics outdoors when the weather was fine. They had also organised for 
members of the local community, such as dancers and drama groups to entertain the 
residents in the centre. Residents told the inspector that  they enjoyed the social 
activities in the centre and a resident who preferred not to come to the day room 
confirmed that that she was never lonely and had  plenty of interaction with staff 
and the management team. 
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Theme: Person-centred care and support 
Person-centred care and support has service users at the centre of all that the service 
does. It does this by advocating for the needs of service users, protecting their rights, 
respecting their values, preferences and diversity and actively involving them in the 
provision of care. Person-centred care and support promotes kindness, consideration 
and respect for service users’ dignity, privacy and autonomy.  
 
Outcome 13 
The complaints of each resident, his/her family, advocate or representative, and 
visitors are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
Actions required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The provider had devised a complaints policy and procedure. The complaints 
procedure was displayed in the main hallway. The procedure was in a diagram 
format and outlined how to make a complaint and named the people that complaints 
should be addressed to. It also outlined an independent appeals process. Details of 
how to make complaints were also included in the statement of purpose, copies of 
which were available at the reception area.  

 
The inspector read the complaints register in which details of complainants, nature of 
the complaint, response, action and final outcome were comprehensively recorded, 
although no complaints had been entered since the last inspection. The provider 
explained that she was vigilant about recording complaints, and that the register was 
up-to-date as there had been no complaints made for a long time. 
 
The provider told  the inspector that she and her husband were present in the centre 
every day and knew the residents and their needs very well, and that this, coupled 
with close interaction with and supervision of staff, was the reason why there had 
not been any complaints for a long time. They explained that they were closely 
involved the provision and monitoring of the service. Staff and residents confirmed 
that this was the case.  
 
Outcome 18 
There are appropriate staff numbers and skill mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
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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  
 
Actions required from previous inspection:  
 
The actions required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
During the last inspection the inspector found that a sample of the staff files viewed 
were not up-to-date and did not contain all the required recruitment information. 
During this inspection the inspector reviewed the recruitment files of some staff who 
had recently been recruited and found that all of the required documentation had 
been obtained to indicate that they were fit to work in the centre.  
 
The inspector reviewed the staffing levels and found that there were sufficient staff 
on duty to deliver care and meet the needs of residents. The person in charge told 
the inspector that staffing levels were based on the assessed health, social and 
personal needs of residents using a validated tool and her own clinical judgment. 
There was one nurse and four care assistants on duty during the inspection, as well 
as the person in charge, one cleaning and laundry worker, an activity coordinator 
and a cook. The activity coordinator, who was the provider’s husband, was also a 
registered nurse and assisted the provider with the management of the centre. There 
was one nurse and one care assistant on duty at night. The provider and her 
husband worked in the centre every day and were on call out-of-hours. Staff told 
inspectors that they found this staffing level satisfactory and residents stated that 
there were enough staff on duty. The inspector observed staff being attentive to 
residents and performing their duties in a timely manner.  
 
The provider was focussed on provided ongoing training to staff and since the last 
inspection, in addition to mandatory training, the staff had received a range of 
training including training in continence care, medication management, pain 
management and challenging behaviour and dementia awareness.  
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Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider 
and her husband to report on the inspectors’ findings, which highlighted both good 
practice and where improvements were needed.  
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Provider’s response to inspection report ∗ 
 

 
Centre Name: 

 
Hillside Nursing Home 

 
Centre ID:  

 
347 

 
Date of inspection: 

 
31 October and 1 November 2012  

 
Date of response: 

 
03 December 2012 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care Settings for Older People in Ireland. 
 
Theme: Governance, Leadership and Management 
 
Outcome 1: Statement of purpose and quality management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The statement of purpose did not meet all of the requirements in Schedule 1 of the 
Regulations.  
 
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 

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

   
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 
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Please state the actions you have taken or are planning 
to take with timescales: 

Timescale: 
 

Provider’s response: 
 
At the time of inspection, statement of purpose was being 
reviewed, review is now complete. Copy of statement of purpose 
has already been sent to inspector as discussed during 
inspection. 
 

 
 
Complete 

 
Theme: Safe care and support  
 
Outcome 6: Safeguarding and safety 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The record of each resident’s personal property were not signed by the residents as 
required by the Regulations. 
 
Action required:  
 
Maintain an up to date record of each resident’s personal property that is signed by 
the resident. 
 
Reference:    

Health Act, 2007 
                 Regulation 7: Residents’ Personal Property and Possessions 
                 Standard 9: The Resident’s Finances  
 
Please state the actions you have taken or are planning 
to take with timescales: 

Timescale: 
 

Provider’s response: 
 
An up-to-date record of all residents personal property has been 
compiled, signed by resident/representative and staff member. 
  

 
 
Complete 

 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Some staff  were not clear on procedure for evacuating residents from immediate 
danger in the event of an emergency. 
 
Action required:  
 
Make adequate arrangements for the evacuation, in the event of fire, of all people in 
the designated centre and the safe placement of residents. 
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Action required:  
 
Ensure, by means of fire drills and fire practices at suitable intervals, that the staff 
and, as far as is reasonably practicable, residents, are aware of the procedure to be 
followed in the case of fire, including the procedure for saving life. 
 
Action required:  
 
Take adequate precautions against the risk of fire. 
 
Reference: 

Health Act, 2007 
Regulation 31: Risk Management Procedures 

                   Regulation 32: Fire Precautions and Records 
                   Standard 26: Health and Safety  
                   Standard 29: Management Systems  
                   Standard 26: Health and Safety  
 
Please state the actions you have taken or are planning 
to take with timescales: 

Timescale: 
 

Provider’s response: 
 
Since inspection all staff have been fully educated to deal with 
any emergency to include fire and evacuation.  
 
Magnet firedoor retainers have been installed on bedroom doors. 
 

 
 
Complete 

 
Theme: Effective care and support 
 
Outcome 11: Health and social care needs 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The centre’s policy on restraint management was not being implemented consistenly. 
For example, some bed rail assessments were not clearly recorded in residents’ files, 
a risk balance tool had not been completed for the use of bed rails and consultation 
between nursing staff and residents or relatives prior to the use of bedrails was not 
clearly documented on some files. Alternatives to the use of restraint had been 
explored before introducing bed rails but these were not clearly recorded in some 
residents’ files. 
 
The grades of wounds were not recorded in residents wound care charts and the 
sizes of wounds were not being consistently tracked as the wounds healed.  
 
Manual handling assessments had not been carried out for individual residents to 
identify their mobilising needs. 
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Action required:  
 
Provide a high standard of evidence-based nursing practice. 
 
Reference:   

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

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

Timescale: 
 

Provider’s response: 
 
All residents have had restraint assessment reviewed. 
 
Wond care has been reviewed to include grades of wonds. 
 
Manual handling assessment has been carried out on all 
residents.  
 

 
 
Completed 
 
Completed 
 
Completed 

 
 
 
Any comments the provider may wish to make: 
 
 
 
Provider’s response: 
 
As provider of care I wish to thank inspector for manner in which inspection was 
carried out. I am happy that evidence of good practice was identified and 
acknowledged during inspection. I am confident that issues addressed in action plan 
will further enhance care at Hillside. 
 
 
Provider’s name: Mary Nuala Cormican 
Date: 3 December 2012 
 


