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Centre name: 

 
Drumderrig Nursing Home 

 
Centre ID: 

 
0336 

Centre address: 
 

 
Abbeytown  
 
Boyle 
 
Co. Roscommon 

 
Telephone number: 

 
071-9662561 

 
Fax number: 

 
071-966455 

 
Email address: 

 
drumderrignursinghome@eircom.net 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Paula and Michael Cull 

 
Person in charge: 

 
Cathy Weston 

 
Date of inspection: 

 
4 May 2012  

 
Time inspection took place: 

 
Start: 10:45 hrs          Completion: 18:00 hrs 

 
Lead inspector: 

 
Bríd McGoldrick 

 
Support inspector: 

 
Geraldine Jolley 

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 
Social Services Inspectorate 
 
 
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 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 on specific matters arising from a previous inspection to ensure 
that the action required of the provider has been taken 

 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 received in relation to a 
concern/complaint or notification to the SSI of a significant event affecting the 
safety or well-being 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 

 
Drumderrig Nursing Home is a purpose-built, single-storey facility. It has 
accommodation for 76 residents requiring long-term residential care, short-term 
convalescent and respite care, dementia and palliative care.  
 
It is brightly furnished with comfortable seating throughout. Communal areas include 
two large sitting rooms, each with an enclosed gas fire as the focal point. The rooms 
are joined by a conservatory. This large communal area can be divided into three 
separate rooms if necessary, each with a large flat-screen television for residents’ 
use. 
 
Accommodation consists of 26 single bedrooms and 25 twin bedrooms. All rooms 
have en suite toilet, hand-washing and shower facilities. There are also 11 toilets 
some of which are in close proximity to the sitting and dining areas and two are 
wheelchair accessible and have assisted shower facilities for residents’ use.  
 
There are four secure garden areas which are of varying sizes and designs. These 
are well cultivated to provide interesting outdoor spaces for residents. There is also a 
green enclosed area to the side of the building and adequate parking spaces are 
located to the front of the building. 
 
Location 

 
The centre is located on the outskirts of Boyle town in a residential setting. The local 
health centre and general practitioner (GP) surgery are located close by on the same 
road. The centre is situated within walking distance of shops and local amenities. 

 
 
Date centre was first established: 

 
1980 

Number of residents on the date of 
inspection 

 
73 

 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
5 

 
15 

 
15 

 
38 

 
Management structure 

 
The providers are Paula Cull and Michael Cull. Paula works full-time in the centre and 
takes an active part in the day-to-day organisation and management. The Person in 
Charge is Cathy Weston. She is supported by in her role by two assistant matrons. 
The team of staff nurses, carers, the activity coordinator, catering staff and cleaning 
and maintenance staff all report directly to her.  
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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 2 9 3 4 0 2* 

 
* This number included the provider and another family member who were 
undertaking varied duties to support the care team.  
 
Background 

 
This was an unannounced triggered inspection that was undertaken to monitor the 
arrangements in place during an outbreak of influenza to ensure that the care and 
welfare of residents was appropriate. The Authority had received an NF02 (Outbreak 
of any infectious disease) notification from the person in charge that conveyed that 
on 20 April there were 26 residents in the centre who had a respiratory illness and 
that infection control measures that included restricted visiting was in place. 
Subsequent to this the areas Public Health Team provided guidance on the 
management of the outbreak. In all 42 residents were treated with antibiotics and 
Oseltamivir (Tamiflu). The influenza vaccine was offered to any residents and staff 
who had not been immunised in combination with Tamiflu. The outbreak was 
regarded as over on 7 May 2012 and a deep clean of the centre commenced in 
accordance with infection control procedures.  
 
Seven residents died during the period 20 April to 10 May. Three of these deaths are 
currently classified as possibly consequent to influenza-related illness and took place 
in Sligo General Hospital. Four other residents were hospitalised, and at the time of 
the inspection three residents were in hospital. A post-mortem was undertaken on 
one resident who was being treated for cough and wheeze and who also sustained a 
fall. The timeline of deaths is outlined below: 

 First - 20 April 2012 
 Second - 25 April 2012 
 Third - 26 April 2012 
 Fourth - 30 April 2012 
 Fifth – 3 May 2012  
 Sixth – 8 May 2012 
 Seventh - 10 May 2012 

 
Eight residents were transferred to hospital on the following days - 16 April, 18 April, 
22 April, 24 April (2 transfers), 25 April, 27 April and 3 May 2012. 
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Previous regulatory activity 
 

The centre has had five previous inspections. The registration inspection took place 
on 11 and 12 of January 2010 and was subsequently registered by the Authority with 
13 conditions on 27 August 2010 having complied with the action plan from the 
registration report. Follow-up inspections took place on 12 February and 16 August 
2010. The centre had two inspections during 2011. On 5 January 2011, an 
unannounced inspection took place. This was triggered by concerns relayed to the 
Authority about supervision of residents, risk and restraint management. The 
provider responded by improving staffing levels and the arrangements in place for 
governance of the centre. During 2011 the provider submitted an application to vary 
the conditions of registration and a further inspection in relation to this took place on 
29 June 2011. The then person in charge Catherine Brennan retired from her post 
during the latter half of 2011 and her daughter Cathy Weston was appointed to this 
role and was interviewed by the Authority’s inspectors as part of the fit-person 
assessment for this role.  
 
During all inspections, there have been improvements required in areas of high risk 
such as restraint management, challenging behaviour and accident and incident 
management.  
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Summary of findings from this inspection 
 
The lead inspector outlined the role of the Authority and the inspectors were updated 
on the status of residents. The person in charge was able to access and provide 
information such as admission and discharge activity, contacts with the public health 
team and staff rotas in a timely manner. She had been on duty throughout the 
outbreak and said that the staff team had worked hard to control the outbreak and 
minimise the impact on residents who had to contend with being confined to their 
rooms or designated sitting areas. The inspectors were told that there had been 
problems contacting the public health office at the onset of the outbreak. The 
contact details including contact arrangements for out-of-normal working hours 
service were subsequently made available.  
 
The inspectors found that in general the healthcare arrangements for residents 
during the outbreak were satisfactory with regular interventions from local doctors 
recorded. Residents who exhibited symptoms of illness were seen expediently by 
their doctors or the out-of-hours service and these contacts were recorded. There 
were also good contacts with local hospital services when residents required 
admission. Staff were familiar with residents care needs and were seen to assist and 
supervise residents in the communal areas and in bedrooms.  
 
The inspectors spoke with several residents during the inspection. They were 
unanimous in their praise for staff and said they were well cared for and enjoyed life 
in the centre. They were pleased that the restrictions on their movements were 
coming to an end as they had missed talking to their friends and their regular 
activities. 
 
The inspectors found that while the centre was well organised, well furnished and 
decorated to a high standard, in some areas standards of hygiene needed 
improvement to ensure good infection control management. These included better 
cleaning of shower outlets and internal fans in en suite areas and better cleaning of 
equipment such as commodes to prevent cross infection. There was also 
inappropriate storage of household items in sluice areas and the use of fabric hand 
towels in communal toilets created a significant source of cross infection.  

 
The inspectors found that staffing levels had been increased since previous 
inspections, but were concerned that the night staffing level of two nurses and two 
carers after midnight during this critical event was insufficient to provide care and 
supervise additional treatment and adequate fluid intake for up to 76 residents, some 
of whom had high levels of acute need during this time.  
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Issues covered on inspection 
 
 
The Management of the Outbreak 
The person in charge said that nursing staff and local doctors had discussed their 
concerns about residents who were becoming ill with respiratory infections and 
judged they had an outbreak on 20 April 2012. The person in charge and one of the 
centres doctors tried to notify the public health office that day. The inspectors were 
told that they had considerable difficulty finding the contact details and had made a 
substantial number of attempts trying to establish this to report the outbreak. The 
person in charge found details of the public health office in Galway on the Health 
Surveillance website and sent a fax to this office outlining the situation late that 
evening. This was responded to the next day. Since then contact has been 
maintained with several teleconferences taking place to share information and 
update on progress. The person in charge said that after the initial problem the 
support from public health was very good and the contact details for public health 
staff on duty were subsequently made available. The inspectors concluded that the 
details for on-call services such as public health should be readily available in local 
hospitals, primary care centres and included in the centre’s emergency plan to avoid 
confusion and delay in accessing assistance when an infection control problem is 
identified.  
 
The inspectors were informed that six residents had been admitted to the centre 
during the period from 1 April to 20 April 2012. Two residents had been admitted 
from local hospitals and four from home. The last resident was admitted on 20 April 
prior to the outbreak being declared. Eight residents were transferred to hospital 
during that period. When the possibility of an outbreak of influenza was identified 
swabs were taken from residents in hospital for analysis to determine if they had the 
influenza virus. This was confirmed as positive for Influenza AH3 for residents 
transferred on 20/24 and 26 April. This is a recognised category of human influenza 
as defined by the World Health Organisation. The inspectors were told that from 27 
April 2012, 42 residents in the centre who had influenza-like symptoms were treated 
with antibiotics and with prophylactic or treatment doses of Tamiflu as appropriate. 
No Tamiflu treatment was administered between 20 and 27 April. Four residents 
were not receiving treatment. In two cases this was due to the possibility of 
interactions with other treatments they were receiving and in the other cases they 
had treatment in hospital and the active phase of the illness was regarded as over. 
No residents were swabbed for infection in the centre. 

 
Seven residents died during the period of the outbreak. Four deaths took place in 
hospital and three of these deaths were classified as consequent to influenza related 
illness. A fourth resident who died in hospital was assessed as “mildly positive for 
influenza”.  
 
In all there were eight discharge episodes to hospital with two residents returning to 
the centre during the outbreak. Three residents were in hospital at the time of this 
inspection.  
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The inspectors were told that infection control measures in accordance with good 
practice guidance were in place. Notices indicating that visiting was restricted were 
on display and all staff had been instructed by the person in charge to follow the 
standard infection control procedures and to use gloves and aprons for each 
individual contact. The situation had been explained to residents and to their 
families. 
 
There were media updates from the public health team and the centre had also 
issued a media statement outlining the situation. The statement confirmed the centre 
was not accepting admissions at present and that visiting restrictions were in place to 
protect residents. 
  
Residents had received the influenza vaccine and there was a record of the dates 
that this had been administered, who had received this and the batch number of 
vaccine used. One member of staff was known to have had the vaccine. However, 
there was no record maintained of staff vaccinations. All staff were provided with 
information on the influenza vaccine and on Tamiflu so that they had the relevant 
details to enable them to obtain treatment from their doctors.  
 
The inspectors concluded that a review of the outbreak should be undertaken by the 
provider, person in charge and staff team to enable learning from the event to 
determine successes as well as lessons learnt and to assess if changes needed to be 
made to inform staff during future critical events. The emergency plan should be 
revised to include the information on how to report to statutory services as soon as 
an outbreak is suspected to enable prompt notification of individuals and agencies 
that have a role in effecting a response.  
 
Cleaning and Hygiene 
During the course of the day, the inspectors reviewed the premises, staff activity and 
care practice. They also interviewed four residents and several members of staff. The 
inspectors found staff had adequate supplies of personal protective equipment such 
as gloves and aprons and were using these diligently. Face masks were not in use. 
The person in charge told inspectors that residents had remained in their rooms or 
had used a sitting area designated for their use during this outbreak. 
 
The inspectors were told by care and nursing staff that infection control precautions 
operated in the following way: 

 aprons and gloves were in use at all times 
 these were changed after each contact with a resident   

Staff had worked in designated areas of the centre and did not move around from 
one area to another. The inspectors noted that hand gels were in constant use. The 
inspectors were concerned to find that no facial masks were in use as outlined in the 
good practice guidance to minimise transfer of infection through coughing and 
sneezing.  
 
The inspectors found deficits in the overall standard of cleanliness that impacted on 
good infection control management. Shower tray outlets were noted to need more 
effective cleaning to remove debris and some shower heads in the en suite areas 
needed to be descaled. The rooms D7, D5 and B14 were examples of areas where 
shower trays and shower heads needed descaling. Shower seats and the tubular 
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frames of some commodes needed more effective cleaning. Some toilets had fabric 
towels as well as paper towels which were an infection control hazard due to multiple 
usages. The paper towel dispensers were noted to be located high up on the wall 
making it more likely that the fabric towel would be used and increase the infection 
transfer risk. The inspectors were assured that toilets were flushed regularly and taps 
activated in vacant rooms but this is not normally a problem as usually all rooms are 
occupied and all facilities were in regular use.  
 
The laundry area was inspected. One of the regular laundry staff was on duty and 
she was providing orientation to a recently recruited member of staff. The laundry 
area was tidy, well organised and well equipped with industrial type washing 
machines, dryers and irons. The laundry assistant described the way laundry was 
managed. There was a segregation system for soiled laundry, personal clothing and 
bed linen which was conveyed from the residents’ areas to the laundry. Soiled 
laundry was placed directly into machines for washing at 60 degrees. The inspectors 
have requested confirmation that the programme in use for washing soiled laundry is 
adequate for effective infection control. Clean laundry such as sheets were ironed 
with the rotary press and all items were noted to be well finished, folded and 
returned to the linen storage cupboards and to residents’ rooms.  
 
The inspector noted that the door to the exterior had to be opened with a fob which 
the laundry staff did not have. This exit door was linked to the alarm and did open if 
the fire alarm was activated. However, the inspector formed the view that laundry 
staff should have ready access to the exterior if needed. The area behind the dryers 
had some accumulation of dust and fluff and needed more effective cleaning due to 
the fire hazard this material created. 
 
The Person in charge was in the process of organising additional cleaning when the 
outbreak was determined as over. She was also sourcing specialist equipment to 
assist with this process. 
    
Sluice and toilet areas 
The centre had three sluice areas two of which were in regular use. These were 
appropriately equipped with bed pan washers, racking and wash-hand basins. The 
inspectors noted that there was inappropriate storage of household cleaning 
equipment in one sluice near rooms D1 and D2. This included mop buckets with dirty 
water, mops and dust pans and brushes. Although there were supplies of disposable 
aprons and gloves at regular intervals along corridors there were no gloves or aprons 
in one sluice inspected. 

 
The toilets were clean and communal toilets were located near the sitting and dining 
rooms. The inspectors noted that fabric towels were in use which created an 
infection control hazard as they were likely to be used by several people. There were 
paper towels available but the dispensers were located high on the wall where they 
were not likely to be noted and used. In shared rooms toiletries could not be 
identified as belonging to a particular resident which was also an infection control 
hazard.    
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Water Management 
There were drinking water dispensers units in situ and these were observed to be 
used throughout the day. The inspectors saw that there was a collection of stagnant 
water in one of the dispensing units. Residents had beakers of water by their 
bedsides and in communal areas. In view of the infection present and the need for 
regular fluids due to antibiotic treatment the inspectors discussed with the person in 
charge having jugs of water readily accessible for residents in their rooms to ensure 
adequate access to fluids. The inspectors also found that there were no methods in 
place for the prevention of legionella bacteria. The person in charge said that all 
rooms are usually occupied so all water outlets are in regular use. However, due to 
the circumstances that prevailed there were three vacancies and a system to ensure 
that all water outlets were routinely activated and recorded was needed.  
 
Staff Arrangements 
Staff were observed to be busily engaged with residents’ care when the inspectors 
arrived. The staff allocation was supplemented by the provider who was supporting 
the staff team with their duties. The person in charge, two nurses and nine carers 
were on duty. In addition, there were four cleaners and another member of staff 
undertaking a variety of care and maintenance duties as required. The kitchen was 
staffed by the chef and two catering assistants and two staff including a new 
member of staff were working in the laundry. Another member of staff came in 
during the afternoon to undertake an activity session. 
 
The inspectors were told that nursing and care staff hours altered during the day and 
evening to address busy periods and in accordance with the dependency needs of 
residents. The inspectors noted that while this arrangement appeared to be working 
well during the day, they had concerns particularly in relation to the number of staff 
available during the night particularly after midnight when the number of staff was 
reduced to two nurses and two carers. The person in charge had been extremely 
busy over this period and in addition to supervising and guiding the staff team had a 
considerable extra workload due to additional reporting and document preparation. 
The inspectors also noted that there was no administrative staff available during the 
day to assist with telephone queries and answer the door and formed the view that a 
regular review of staffing levels was needed until this outbreak was clear as there 
was increased workload consequent to: 

 the need to provide information to relatives and others who were unable to 
visit   

 the increased clinical vigilance required as a result of antibiotic treatment and 
residents’ changing conditions  

 enhanced supervision requirements where residents were confined to their 
rooms. 

 
Premises 
The centre provided a high standard of accommodation for residents. It was well 
furnished, spacious and has several safe garden spaces that are secure and well 
cultivated. The inspectors observed that residents were able to move around the 
centre freely and had a choice of where they spent their time as there were several 
sitting rooms available. There were newspapers and magazines in varied locations 
and residents said that they enjoyed reading local papers. Some residents had been 
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listening to the news on television and told inspectors that they had heard the recent 
news item about influenza in the home. 
 
The inspectors noted that while call bells were available in the communal areas, 
some were not accessible as they were wall mounted and could not be used by 
residents sitting in arm chairs or to call for assistance if they had a fall.  
 
A smoking room was provided for residents who smoked. The inspector saw that the 
doors leading to this area were left open which allowed smoke to migrate into the 
corridor. There were a small number of residents who smoked at the time of the 
inspection. However, a number of relatives also used this room and so cigarette 
fumes were clearly detectable despite the extract ventilation provided which 
impacted negatively on the other residents particular those with underlying chest 
complaints. 
 
Care Practice 
Almost 50% of the resident group were assessed as having low dependency care 
needs. However, the inspectors noted from the information provided that most 
residents had significant health care problems with many having a number of 
complex conditions. There were 18 residents of the 73 residents accommodated with 
dementia type illness. Three residents presented a risk if they left the building 
unaccompanied. A significant number of residents had mental health problems such 
as depression or anxiety and two residents had behaviour that was assessed as 
challenging. The remaining residents had physical health problems including end-of-
life care needs that required intensive nursing care. The inspectors noted that while 
13 residents were under 80 years old, the majority were in advanced old age with 38 
aged between 80 and 90, 16 between 90 and 95 and six residents were over 95 
years old.  
 
The inspectors noted that staff were using the computerised care planning system 
well and that a range of reports and records could be generated to inform practice. 
The daily progress notes provided a good overview of residents’ health care status 
during this outbreak and the actions staff were taking to address their identified 
needs.  
 
Medication management arrangements were not examined in detail however the 
inspectors noted the following areas that required attention: 

 medication had been left by a resident’s bed in a shared room - the resident 
was asleep   

 the fridge used to store medication and injections was operating at a 
temperature in excess of that recommended in good practice guidance and 
also needed to be defrosted. 
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Report compiled by:  
 
Bríd McGoldrick and Geraldine Jolley 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
11 May 2012 
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Provider’s response to inspection report ∗ 
 
 
Centre: 

 
Drumderrig Nursing Home 

 
Centre ID: 

 
0336 

 
Date of inspection: 

 
4 May 2012 

 
Date of response: 

 
1 June 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 is failing to comply with a regulatory requirement in the 
following respect:  
 
The following premises matters needed attention for good infection control 
management: 

 water outlets in showers and extractor fans needed cleaning and descaling to 
remove lime scale and dust 

 sluice areas were used for the storage of cleaning equipment such as mops 
and buckets 

 the paper towel holder was located too high on the wall to be accessible to 
people who are frail  

 procedures for legionella prevention required review. 
 
Action required:  
 
Have in place a regular maintenance and cleaning schedule for showers and fans. 
 
 
 

                                                 
∗ 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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Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the identification 
and assessment of risks throughout the designated centre and the precautions in 
place to control the risks identified including the prevention of legionella. 
 
Action required:  
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward 
incidents or adverse events involving residents including the management of an 
outbreak of infectious illness. 
  
Action required: 
 
Have in place a system for ensuring that critical areas such as sluices and toilets are 
appropriately supplied with personal protective equipment. 
 
Reference:   

Health Act, 2007  
                   Regulation 31: Risk Management Procedures 
                   Standard 26: Health and Safety  
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A cleaning schedule is in place for showers and fans. 
 
Our risk management policy is currently been updated on the 
prevention of legionella and the outbreak of infectious diseases. 
 
We are currently drawing up a new policy on the management of 
a out break of infectious diseases 
 
All sluice areas and toilets will be appropriately supplied with 
personal protective equipment.  
 

 
 
Immediate   
 
 
 
 
01/07/2012 
 
 
01/07/2012 
 

 
2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Aspects of infection prevention and control required improvement as a result of the 
confirmed outbreak of influenza A (H3N2).  
 
There were deficits in aspects of infection prevention and practice and areas where 
supervision was required. There was no supply of gloves and aprons in one sluice 
and there were fabric hand towels in use. Some equipment such as commodes and 
shower seats were not in a satisfactorily clean condition.  
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No facial masks were in use as outlined in the good practice guidance to minimise 
transfer through coughing and sneezing.  
 
Soiled laundry was placed directly into machines for washing at 60 degrees. 
 
Action required:  
 
Implement in full the guidelines and practices as outlined in relation to influenza and 
infection control in: 6: Hd Safety 

 Interim Guidelines on the Prevention and Management of Influenza Outbreaks 
in Residential Care Facilities in Ireland 2011/2012 

 Heath Information and Quality Authority’s National Standards for the 
Prevention and Control of Healthcare Associated Infections (2009)  

 
Action required:  
 
Ensure equipment is clean and maintained in a hygienic condition to minimise the 
spread of infection and that supplies of equipment and products for good infection 
control management are readily available. 
 
Action required:  
 
Provide confirmation to the Authority that the procedure for washing infected laundry 
is in accordance with infection control guidance for the management of infected 
linen. 
 
Reference:  

Health Act, 2007  
                   Regulation 31: Risk Management Procedures 
                   Standard 26: Health and Safety  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
During the outbreak, we implemented the interim guidelines on 
the Prevention and Management of Influenza Outbreaks in 
Residential Care Facilities in Ireland 2011/2012, and the National 
Standards for the Prevention of Healthcare Infections (2009). 
 
In discussion with the public health and infection control team it 
was decided that if the residents were not able to tolerate the 
face masks that it was ok not to enforce them to wear them.  
 
All equipment is cleaned and maintained to a high standard. 
 
All fabric towels were removed from communal bathrooms. 
 

 
 
In place             
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We follow the guidelines for infected linen as per the health 
protection surveillance centre policy on surveillance, diagnosis and 
management of clostrium difficile- associated diseases in Ireland. 
 
Our washing machines have pre programmes for infected linen, 
65ºC /150ºF for synthetics and 71ºC/150ºF for cottons. 
 
The guidelines are 
“The washing process should have a disinfection cycle in which 
the temperature in the load is maintained at 65ºC(150°F) for 
not less than 10 minutes or preferably at 71°C (160°F) for not 
less than 3 minutes.” 
 
 
3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The staff numbers including skill-mix needed review to ensure that staffing levels 
were adequate to meet the assessed needs of residents taking into account this 
critical event, the declared dependency levels, clinical monitoring requirements, 
changing needs, the number of residents accommodated and the size and layout of 
the centre. Administrative staff were not available to assist the care team during the 
outbreak. 
 
Action required: 
  
Ensure that the numbers and skill-mix of staff are appropriate to the assessed needs 
of residents, and the size and layout of the designated centre. 
 
Action required:  
 
Have ancillary staff available throughout the day in accordance with the assessed 
needs of residents and the support needs of the care team. 
 
Reference:   
                   Health Act, 2007 
                   Regulation 16: Staffing 
                   Standard 23: Staffing Levels and Qualifications  
                    
Please state the actions you have taken or are planning to 
take following the inspection with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Staffing levels/skill-mix is regularly reviewed taking in to account 
the needs of the residents and size and layout of the building.  
 

 
 
01/06/2012 
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4. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The inspectors noted the following aspects of medication management that required 
attention: 

 medication had been left by a residents bed in a shared room   
 the fridge used to store medication and injections was operating at a 

temperature in excess of that recommended in good practice guidance and 
also needed to be defrosted. 

 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
Reference:   

Health Act, 2007  
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Standard: 14: Medication Management  
Standard 15: Medication Monitoring and Review 

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

Timescale: 
 

Provider’s response: 
 
Nurses are to complete a medication management day course as 
part of their professional development. 
 
All nurses have completed the HSE medication module. 
 
We have in place a centre-specific medication management policy 
which is available to all nursing staff. 
 

 
 
30/11/2012 
 
 
Complete  
 
Complete  
 
 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
Call bells were available in the communal areas to enable residents to request 
assistance. However, they were not accessible as they were wall mounted and could 
not be used by residents sitting in arm chairs or to call for assistance if they had a 
fall.  
 
The risk from passive smoking to residents had not been included in the risk 
assessments completed. 
 
The door of the smoking room was kept open allowing smoke to pose a risk to 
residents. 
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Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the identification 
and assessment of risks throughout the designated centre and the precautions in 
place to control the risks identified.  
 
Action required:  
 
Have in place a call bell system that is accessible to residents. 
 
Action required:  
 
Review the ventilation in the designated room where residents’ smoke. 
 
Reference:   

Health Act, 2007  
                   Regulation 31: Risk Management Procedures 
                   Standard 26: Health and Safety  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The residents know where the call bells are situated in each sitting 
areas. it is not reasonable to have call bells for each resident while 
they are sitting in the sitting rooms. 
 
The sitting rooms are constantly monitored through out the day, if 
residents require assistance they call on the person observing the 
areas.  
 
Passive smoking will be included in our risk management policy. 
 
In our smoking area there is two extractor fans installed which 
takes away the smoke. There is good ventilation as the smoking 
room is adjacent to two gardens and there are a good number of 
windows that can be opened.  
 
The door to the smoking area is kept closed, notice attached to 
door to remind residents/visitors to keep it closed.  
 

 
 
In place  
 
 
 
 
 
 
 
01/07/2012 
 
In place 
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6. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The emergency plan needed revision to include the information on how to report to 
statutory services as soon as an outbreak of infectious illness is suspected to enable  
prompt notification of individuals and agencies that have a role in effecting a 
response. A review of the outbreak was required to enable learning from the event to 
inform future practice and ensure appropriate risk management of critical events. 
 
Action required:  
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward 
incidents or adverse events involving residents. 
 
Action required:  
 
Revise the emergency plan to include the reporting procedures to the statutory 
services during critical events. 
  
Reference:   

Health Act, 2007  
                   Regulation 31: Risk Management Procedures 
                   Standard 26: Health and Safety  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We are in the process of developing a policy on management of 
infectious outbreaks policy.  
 

 
 
01/07/2012 

 
 
 
Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
We would like to thank the inspectors for their assistance during our outbreak. 
 
 
Provider’s name: Paula Cull 
Date: 1 June 2012 
 
 


