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Centre name: 

 
Aisling House Nursing Home 

 
Centre ID: 

 
0003 

Centre address: 

 
Sea Bank 
 
Arklow, Co. Wicklow 

 
Telephone number:  

 
0402-33843 

 
Email address: 

 
hussein_ali_56@hotmail.com 

 
Type of centre: 

  
 Private    Voluntary    Public 

Registered provider: 
 
Hussein Ali and Jan Ali Partnership T/A Aisling 
House Nursing Home 

 
Person authorised to act on 
behalf of the provider: 

 
 
Jeanette Ali 

 
Person in charge: 

 
Jeanette Ali 

 
Date of inspection: 

 
27 and 28 August 2013  

 
Time inspection took place: 

 
Day-1 Start: 09:30 hrs  Completion: 18:30 hrs 
Day-2 Start: 07:30 hrs  Completion: 19:30 hrs 

 
Lead inspector: 

 
Deirdre Byrne 

 
Support inspector(s): 

 
Linda Moore 

 
Type of inspection  

  
 announced        unannounced      

 
Number of residents on the 
date of inspection: 

 
27 

 
Number of vacancies on the 
date of inspection: 

 
 
4 

  
Health Information and Quality Authority 
Regulation Directorate 
 
Compliance Monitoring Inspection Report
Designated Centres under Health Act 
2007, as amended 
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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 Regulation Directorate that a 
provider has appointed a new person in charge 

 arising from a number of events including information affecting the safety or 
wellbeing 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 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. 
 
This inspection report sets out the findings of a monitoring inspection, in which 18 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 announced monitoring inspection was carried out over two days and specifically 
to inform a decision to register the centre where an application for change of entity 
had been made. As part of the inspection, inspectors met with residents, and staff 
members. Inspectors observed practices and reviewed documentation such as care 
plans, accident logs, policies and procedures. 
  
The person acting on behalf of the current provider is Ms. Jeanette Ali, she is also 
the person in charge. Following an inspection of the centre in January 2013, she had 
applied to the Chief Inspector, to change from a partnership, to a limited company. 
At that inspection, inspectors had significant concerns with the overall governance 
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and management of the centre. As a result of the significant findings at that 
inspection the provider was requested to attend a meeting with the Health 
Information and Quality Authority’s (the Authority) Regulation Directorate in May 
2013 to discuss the significant non-compliances with the Health Act 2007 (Care and 
Welfare of Residents in Designated Centres for Older People) Regulations 2009 (as 
amended). At that meeting the provider was unable to demonstrate knowledge of 
the Regulations and her statutory obligations. She was required to submit an 
updated action plan to outline how she intended to address all of the deficits.  
 
Inspectors carried out a follow up inspection in June 2013 to assess if the actions 
from the January 2013 inspection had been addressed, and to monitor compliance 
with the Regulations. At that follow up inspection, improvements had been made. 
However, a significant number of actions were identified at this inspection.  
 
This inspection was a full 18 outcome inspection which looked at all aspects of the 
Regulations. It also followed up on the nine areas of non-compliance found at the 
previous follow up inspection in June 2013. As part of this inspection inspectors also 
interviewed the provider and her deputy. There was evidence of poor leadership and 
governance and inspectors were significantly concerned with the overall 
management of the centre. Inspectors found that there was an overall failure of the 
provider to adhere to the requirements of the Regulations. While she had addressed 
a number of non-compliances at the previous inspection, she had not sustained the 
improvements and there were significant non-compliances at this inspection. She 
was unaware of significant and immediate risks in the centre such as the 
requirement to provide fire training for staff, the management of risk, and the 
management of residents’ healthcare needs. She was required to address these 
matters immediately. However, at the time of writing this report only some of the 
risks had been addressed despite a number of requests to the provider to submit an 
adequate response with realistic timeframes to the immediate risks posed to 
residents. To date the response from the provider to date has been inadequate  
 
Inspectors also followed up on nine actions from the previous inspection. Five of the 
actions were completed, and related to: 

 medication management 
 provision of locks on toilet doors, and lockable storage space 
 residents finances 
 external service providers. 

 
Four actions were not addressed: 

 A four bedded multi occupancy room 
 space in a twin bedroom  
 education and training for staff 
 an Garda Síochána vetting for external service providers 
 care planning documentation. 

 
A significant number of non-compliances were indentified at this inspection across all 
outcomes, with the exception of one. These included the management of residents’ 
health care needs, fire safety, management of risk, medication management, the 
protection of vulnerable adults, staffing levels and staff documentation. In addition, 
inspections found the provider had failed to notify the Authority of grade two 
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pressure wounds. Other areas for improvement included aspects of the premises, 
storage for clothes, opportunities for residents to participate in activities, consultation 
with residents, and appropriate supervision of staff. 
 
These items are discussed in the body of the report and are included in the Action 
Plan at the end of this report.  
 
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: Leadership, Governance 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. 
 
Outcome 1  
There is a written statement of purpose that accurately describes the service 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 
 
Inspectors found that the statement of purpose still did not meet the requirements of 
the Regulations. This was an issue at all previous inspections and the registered 
provider has continued to fail to address this non-compliance despite continuous 
feedback. It did not reflect the service provided in the centre. For example, 
information outlined was not accurate and did not reflect practice in the following 
areas:  

 management of complaints  
 provision of an activities coordinator 
 comprehensive induction training for staff 
 visiting arrangements 
 access to allied health professionals 
 availability of specialists diets. 

 
These issues are further discussed under Outcomes 11, 13, 15, 16 and 18. 
There was also no copy of the statement of purpose available to residents. 
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Outcome 2 
Each resident has an agreed written contract which includes details of the services to 
be provided for that resident and the fees to be charged. 
 
References: 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The inspectors found that the written contract of care in place for each resident still 
did not meet the requirements of the Regulations. This had been an issue at a 
previous inspection, and was found to be an issue again at this inspection. A sample 
of residents’ contracts was reviewed. They included the services to be provided and 
the overall fee. However, the fees for additional services listed, were not outlined in 
the contract.  
 
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 
 
Overall the inspectors were concerned regarding the clinical governance in the 
centre. The person in charge was a registered nurse, with the required number of 
years experience in the care of the elderly. However, inspectors were concerned that 
over the course of this and previous inspection the person in charge did not 
demonstrate appropriate management of the residents’ healthcare needs. She had 
not provided clear and up-to-date information. For example, she informed inspectors 
a dietician service was not available, yet later stated a dietician was now available to 
see residents. Further, the information provided in the statement of purpose was not 
true, as outlined in Outcome 11. For example, there was no activities coordinator in 
the centre, and residents on diabetic diets did not have access to a suitable diet.  
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In addition, inspectors found her overall attitude toward the delivery of a health care 
service, and meeting the requirements of the Regulations and the Authority's 
Standards was dismissive. Inspectors found she did not provide clear and accurate 
information when requested, and was difficult to talk to at times. She also 
interrupted inspectors during the interview process with a staff member as outlined 
below.  
 
Inspectors were not satisfied that the person in charge demonstrated sufficient 
clinical knowledge to ensure safe and suitable care was provided to the residents. 
For example, there were significant deficits identified in the areas of continence care, 
nutritional care, wound management, management of restraint, provision of oral 
care, provision of access to allied health services, and ensuring staff were suitably 
competent and provided with education and training to enable them to provide care 
in accordance with contemporary evidence based practice. Healthcare issues were 
identified at all previous inspections and were again identified at this inspection.  
 
Inspectors were not satisfied that the person in charge was available on a full-time 
basis in the centre. Inspectors read the roster for the week of the inspection and 
previous week, and noted that the person in charge was rostered to work on a full-
time basis over both weeks. However, the person in charge was not present in the 
centre or available to speak to inspectors when they telephoned the centre on three 
occasions on the same day the person in charge was rostered to work. In addition, 
inspectors found the person in charge was rostered to work night duty to cover 
nursing shifts. The person in charge informed inspectors she had difficultly recruiting 
staff so covered shifts herself. This resulted in her not being in the post of person in 
charge during the day and as a result was not available to manage, supervise or deal 
with the day to day operation of the centre.  
 
During the fit person interview and throughout the inspection process the person in 
charge did not demonstrate sufficient knowledge of the Regulations, and the 
requirements placed on her therein. For example, she was not familiar with the 
requirement to notify the Chief Inspector of any grade two and above wounds. This 
had been an action at the inspection in January 2013, and while it was found to be 
addressed at a follow up inspection in June 2013, the improvements made had not 
been sustained.  
 
Inspectors were not satisfied that the person in charge was engaged in the 
governance and operational management of the centre on a regular basis. There was 
evidence that staff were not provided with adequate guidance and support, for 
example, the centre was notably dirty and while cleaning schedules were in place 
they were not were not regularly reviewed, monitored and signed off to ensure 
effectiveness. The person in charge had rostered a nurse on duty to manage the 
centre at night without adequate knowledge of evacuation procedures or provision of 
mandatory fire training.  
 
The person in charge had not completed any formal training or education as part of 
her continuous professional development since the previous number of inspections. 
She had attended in house information talks prior to the previous inspection on 
nutrition and dysphagia. However, the learning from these was not implemented in 
practice or used to guide the care delivered by staff as evidenced under Outcome 11.  



Page 8 of 56 
 

Inspectors found the person in charge was not able to describe the procedures to 
follow if an allegation of abuse was to occur. 
 
A senior nurse was available to deputise for the person in charge, and was present 
on the day of the inspection. However, inspectors were not satisfied with the 
deputising arrangement in place. During the fit person interview and the inspection 
process inspectors found this person did not demonstrate she had appropriate skills 
in clinical care and the management of staff. For example, she was not 
knowledgeable around certain basic healthcare needs such as catheter care and 
weight loss and she was not aware of how to grade a pressure ulcer. She did not 
demonstrate a clear understanding of the Regulations, for example, she was not 
aware of the requirement to notify the Chief Inspector of specific events. This had 
been an issue at an inspection in January 2013, and while she was knowledgeable of 
the requirements in June 2013, it was an issue again at this inspection.  
 
Inspectors saw records that confirmed the senior nurse had completed a senior 
nursing management course since the previous inspection. However, despite this the 
inspectors found it difficult to discuss residents’ healthcare needs with her. She could 
not answer questions on basic healthcare and told inspectors she found it difficult to 
understand their questions at times. During the fit person interview, she was asked 
how continence care was promoted in the centre. Inspectors found she did not 
provide clear responses, and later walked out of the interview apparently upset. She 
returned a short time later to complete it. The person in charge then interrupted the 
interview with the senior nurse, stating the inspectors were unprofessional towards 
the senior nurse. The inspectors took the decision to terminated the interview to give 
all parties involved a break. Inspectors advised the senior nurse they would finish the 
interview another time if she wished to continue it. The interview was not continued 
during the inspection.  
 
Outcome 4 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained 
in a manner so as to ensure completeness, accuracy and ease of retrieval. The 
designated centre is adequately insured against accidents or injury to residents, staff 
and visitors. The designated centre has all of the written operational policies as 
required by Schedule 5 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). 
 
References:  
Regulations 21-25: The records to be kept in a designated centre 
Regulation 26: Insurance Cover  
Regulation 27: Operating Policies and Procedures  
Standard 1: Information 
Standard 29: Management Systems 
Standard 32: Register and Residents’ Records 
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Inspection findings: 
*Where “Improvements required” is indicated, full details of actions required are in the 
Action Plan at the end of the report.  
 
Residents’ Guide  
 
Substantial compliance                 Improvements required*     
 
The Residents’ Guide did not clearly outline the complaints procedures. This had been 
an issue at previous inspections, and was an issue again at this inspection. 
 
Records in relation to residents (Schedule 3)  
 
Substantial compliance                Improvements required*            
 
The resident files were not stored securely. They were located in an unsecured press in 
an open office. 
 
General Records (Schedule 4) 
 
Substantial compliance                  Improvements required*            
 
Statement of purpose 
 
The services to be provided to residents were not accurately outlined in the statement 
of purpose. This had also been an issue at previous inspections, and found to be an 
issue again at this inspection. These are outlined in more detail under Outcome 1.  
 
Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                 Improvements required*  
 
There were policies in place, however, many were not implemented in practice, and 
others did not guide the care. This had been an issue at previous inspections, and was 
an issue again at this inspection. 
        
Directory of Residents 
 
Substantial compliance                  Improvements required*    
     
Staffing Records 
 
Substantial compliance                  Improvements required*             
 
There were deficits found in staff documentation. This is discussed in more detail 
under Outcome 18. This had been an issue at previous inspections. While it was found 
to have been addressed at the follow up inspection in June 2013, it was an issue again 
at this inspection. 
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Medical Records 
 
Substantial compliance                 Improvements required*            
 
The maximum dose of an “as required” (PRN) medication was not prescribed. This is 
outlined in more detail under Outcome 8. 
 
Insurance Cover 
 
Substantial compliance                  Improvements required*             
 
There was up-to-date insurance cover in place, however, it did not meet the 
requirements of the Regulations. For example, it did not outline if liability of up to 
€1,000 against loss or damage to any item was provided to each resident. 
 
 
Outcome 5 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designated centre and the arrangements in place for the management of the 
designated centre during his/her absence.  
 
References:  
Regulation 37: Notification of periods when the Person in Charge is absent from a 
Designated Centre 
Regulation 38: Notification of the procedures and arrangements for periods when the 
person in charge is absent from a Designated Centre 
Standard 27: Operational Management 
 
Action(s) required from previous inspection:  
  
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Inspectors found the person in charge had not taken leave of absence that required 
notification to the Chief Inspection. However, the arrangements in place to deputise 
for the person in charge in their absence were not satisfactory. This was an issue 
identified at previous inspections and still was not addressed. These are outlined in 
more detail under Outcome 3. 
 
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. 
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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 
 
Inspectors were not satisfied that there were systems in place to protect residents 
from harm, or from suffering abuse. This had been an issue at previous inspections. 
At the follow up inspection in June 2013, it had been addressed. However, it was not 
addressed at this inspection.  
 
Inspectors found a policy was in place on the prevention, detection and response to 
abuse. However, both the person in charge and the senior nurse were not fully 
knowledgeable of the procedures to be followed into an allegation of abuse. For 
example, the person in charge was not clear on how to carry out an investigation 
into an allegation of abuse as outlined in the policy.  
 
Inspectors found that not all staff had received training in the prevention and 
detection of elder abuse. Records reviewed, confirmed two staff had not completed 
training. Staff questioned told inspectors they would report any allegation of abuse to 
the person in charge, however, as already outlined the person in charge was not 
aware of what to do in the event of an allegation being made. The person in charge 
had completed a train the trainer course in elder abuse and had provided some 
training to staff. However, training was also delivered at times by nurses who had 
not been trained to do so. The person in charge outlined to inspectors the informal 
arrangement in place whereby when training was scheduled it was allocated to the 
nurse on duty on the day to deliver the training irrespective of whether she was 
trained to do so or not. It was not clear who supervised the delivery of care while the 
nurse facilitated this training. 
  
The arrangements in place to safeguard resident’s finances were satisfactory. A small 
number of resident monies were held in safekeeping, and were securely stored. 
Inspectors followed up on an action from the previous inspection, and all 
transactions were now signed by two staff, or a staff member and the resident. 
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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  
 
Action(s) required from previous inspection:  
  
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Inspectors were not satisfied that the provider ensured the health and safety of 
residents, visitors and staff was promoted and protected. This had been an issue at 
previous inspections. At the follow up inspection in June 2013, it had been 
addressed. However it was not addressed at this inspection.  
 
There was a risk management policy dated May 2013. Inspectors found that while 
there was a risk register in the process of being developed, it did not guide practice 
to ensure risk was managed effectively in the centre. For example, it was not up to 
date, and did not reflect the risks identified. The provider outlined in the action plan 
to the inspection of January 2013 that a monthly review of the risk management 
policy and risk register would take place. In addition, the provider stated that all 
incidents, risks and control measures would be communicated to staff. Inspectors 
found no evidence that this was happening in practice. There was no evidence of any 
reviews or meetings were taking place.  
 
A number of immediate risks to residents were identified and the provider was 
required to address the risks immediately. For example: 

 The hot water supply at some of the wash-hand basins were very hot, and 
posed a risk of burns or scalds to residents.  

 The kitchen doors were open which allowed residents easy access to the hot 
water boiler, cooking and cleaning equipment and which could be a particular 
risk to residents who were cognitively impaired. 
 

These matters were brought to the provider’s attention before the end of the 
inspection, who was required to address them immediately. An immediate action 
plan was issued on 29 August 2013. Information submitted by the provider 
confirmed the risks had been addressed. 
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Inspectors also identified a number other areas that posed a risk to residents. The 
provider was not aware of these risks until the inspectors brought them to her 
attention:  

 A razor blade was stored unsecured in a communal bathroom.  
 An unlocked door led from the centre, into an internal courtyard. The ground 

had an uneven surface which could pose a risk of slips, trips and falls. 
 A sluice room, laundry room, and external shed which stored clinical waste, 

were unsecured at times. 
 Two radiators in the hallway were found to be very hot to touch. This had 

been an area of risk identified at the inspection in January 2013, after which 
the provider had assured the Authority that this issue was addressed. 
However, at this inspection this was again noted as a risk. Random audits of 
the radiators were to have commenced by the end of June as stated in the 
action plan, however, as yet these had not commenced. The person charge 
informed inspectors she checked the radiators using her hand, she did not use 
a thermometer. There was no record of these checks.  

 
Inspectors brought all the above risks to the attention of the provider who undertook 
to address them immediately. They were later checked and found to be addressed. 
 
The management of infection control required improvement. Inspectors read the 
policy on infection control which would guide practice, however, it was not being 
implemented in practice. For example, commodes were stored in the residents’ 
communal toilets. Poor cleaning practices were observed, the same two clothes were 
used to clean the entire centre each day. They were washed at the end of the day 
and then re-used again on a daily basis. Inspectors found the hot water supply at a 
number of residents wash-hand basins in parts of the building was cold, and as a 
result residents could not carry out hygienic hand washing. This was discussed with 
the person in charge, who confirmed there was no hot water supply available at 
certain times of the day in the centre. There was a lack of awareness and 
understanding amongst staff regarding infection control and the risks involved in 
these practices.  
  
Inspectors found that personal protective equipment (PPE) was not available at all 
times for staff to carry out their duties appropriately. Care staff who worked night 
duty, carried out caring duties, cleaning duties, and prepared breakfasts in the 
mornings did not have PPE available to ensure the risk of cross infection was 
minimised. Staff told inspectors they had no sterile gloves available to carry out 
clinical care and reduce the risk of cross contamination. This was discussed with the 
senior nurse, who told inspectors she had ordered a new supply of gloves. However, 
inspectors found that unsterile gloves were ordered and delivered during the 
inspection and not sterile gloves required for clinical procedures. No staff had 
received infection control training. The person in charge had completed training in 
2009 but there was no evidence of learning or improvements as a result of the 
training. 
 
Inspectors observed two incidents of poor manual handling practices on the first day 
of the inspection. For example, one resident was moved from sitting to standing 
position by a member of staff using the resident’s arm to lift them up, which could 
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have resulted in an injury to the resident. This was brought to the attention of the 
person in charge. Records seen by inspectors confirmed staff had up to date training.  
 
Inspectors found the arrangements in place to identify, investigate and learn from 
serious incidents were not adequate. For example, inspectors read the incident 
reports since the previous inspection and found that the records were incomplete 
and some incidences were not recorded at all. For example, inspectors found that 
none of the incidents of behaviours that challenged had been recorded. Nurses and 
care assistants told inspectors about a number of incidents regarding one resident - 
they told the inspectors that they would not go into this resident’s room 
unaccompanied as the resident hit out. As these incidents had not been recorded, it 
could be ascertained how many had occurred or how what plan had been put in 
place to manage this behaviour. 
  
The person in charge stated that she had no system in place to monitor or review 
incidents and there was no evidence to indicate that she had even reviewed them.  
 
An emergency plan was viewed, and it outlined the transport arrangements and 
alternative accommodation if an evacuation occurred. However, staff were not 
familiar with the alternative arrangements in place in the event of an evacuation. 
 
The person in charge had not ensured all staff were adequately knowledgeable and 
trained in the procedures to be taken against the risk of fire. As stated previously, 
inspectors had concerns that a nurse who was the only nurse on duty and in charge 
of the centre at night time, was not familiar with fire evacuation procedures, and had 
not received any formal fire training. The person in charge was required to take 
immediate action to address this on 29 August 2013. It was still not clear if this issue 
was addressed at the time of writing this report. Inspectors found where formal fire 
training was provided, it was limited to the use to extinguishers only, and did not 
include a simulated drill. There were records of drills having taken place. However, 
not all staff had completed a drill, and records were not fully completed to include an 
analysis, the time taken, and what improvements were required. 
 
The arrangements for containing fire were not adequate. Fire doors in the original 
house did not close fully, the intumescent strip on one door was partly removed, and 
the door architrave was broken. This may lead to an increased risk of the spread of 
fire. The person in charge was not aware of the conditions of the doors and had no 
system in place to check these.  
 
There were arrangements in place for regular servicing of fire fighting equipment. 
The inspector viewed service history reports for the fire extinguishers, alarm panel 
and emergency lighting.  
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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 
 
Action(s) required from previous inspection:  
 
The action(s) required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
Inspectors found that overall medication management practices could place residents 
at risk. This had been issue at all previous inspections, and found to be an issue 
again at this inspection. 
 
Inspectors noted and were concerned that a nurse withheld a resident’s prescribed 
insulin when there was no clinical reason recorded to indicate the need to withhold 
the medication. Inspectors were also very concerned that there was no evidence that 
this resident’s blood sugar was not monitored for 15 hours after the medication was 
withheld. The resident was later seen that day by their general practitioner (GP), 
who was visiting to carry out a review of their medications.  
 
Inspectors found that there had been a medication error on 25 August 2013. This 
error related to medication requiring strict controls (MDA’s). One resident did not 
have their medication administered as prescribed instead the medication was 
administered one day later than prescribed. There was no medication error report 
completed and the person in charge was not aware of this error. The person in 
charge was not aware of the incident, as it had not been reported to her. The report 
was subsequently completed during by the person in charge after it was brought to 
her attention during the inspection by inspectors. This contravened the policy on 
medication errors. Following the inspection, the person in charge was requested to 
submit a report of the investigation. This was to be submitted as requested.  
 
In addition to the medication error inspectors found that medications that required 
special control measures (MDAs) were not stored as per the professional guidelines. 
For example, these medications were stored in a locked box along with normal 
medications in the drugs trolley. The practice with regards to checking these 
medications also required improvement. Nurses maintained a register of MDA 
medication. However, practices for checking MDAs could pose a risk. For example, 
one of the nurses had signed the register before the checking process had taken 
place. This practice was in contravention of professional guidelines and the centres 
policy. There had been an issue with the management of MDAs at the inspection in 
January 2013, which was addressed at the inspection in June 2013. However, the 
improvement was not sustained and it was now an issue again at this inspection.  
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Inspectors found there was a medication management policy in place which provided 
some guidance to staff. However, this policy was not being adhered to in practice. 
This policy was also not specific to the centre in that it stated that nurses transcribed 
medications and prescriptions were computer generated when these were not the 
practice in place. The policy did not include the procedure for the use of “as 
required” (PRN) medications. This had been an issue at the January 2013 inspection, 
and while inspectors found procedures were in place in June 2013, they were not 
available to inspectors at this inspection. Inspectors found that the maximum dosage 
of PRN medication had not been prescribed for many of the residents.  
 
Inspectors identified issues in relation to the safe administration of medication. The 
senior nurse signed the administration sheets prior to administering the medications 
which was unsafe and not in compliance with An Bord Altranais agus Cnáimhseachais 
na hÉireann (Nursing and Midwifery Board of Ireland) professional guidelines. 
Infection control practices in the administering of medication needed to be improved. 
This nurse did not maintain appropriate hand hygiene between the administration of 
medications, which could lead to cross contamination. The nurse also did not support 
the resident to safety consume the medication as the resident was not offered a 
glass of water as per the policy.  
 
There was a medication audit completed by the senior nurse in July 2013. However, 
there was no evidence of any improvements from this audit. There were no issues 
found, including any of the issues identified by inspectors above. 
 
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 
 
Inspectors found a record of all incidents occurring in the centre was not maintained. 
For example, a number of incidents of behaviours that challenged had not been 
recorded, as outlined in more detail in Outcome 7.  
 
Inspectors also found a number of incidents had not been notified to the Chief 
Inspector as required. For example, a number of grade two wounds had not been 
notified to the Chief Inspector as required. This is outlined in more detail under 
Outcome 3. This had also been an issue at the inspection in January 2013. At the 
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follow up inspection in June the person in charge was clear of the notification 
procedures. However, at this inspection the improvement was not sustained and she 
was not familiar with the requirements. 
 
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. 
 
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 
 
Inspectors found that the person in charge had commenced gathering information 
with the intention of reviewing the quality and safety of care provided to residents. 
However, inspectors found that the information collected was not used in any 
meaningful way to improve the quality of life and the care provided to residents in 
the centre. This had been an issue at previous inspections, and found to be an issue 
again at this inspection. 
 
A series of audits were carried out by the person in charge and senior nurse, in a 
number of areas such as the physical environment, health and safety, restraint, 
medication management, and care planning. Inspectors reviewed a number of 
audits. They gathered information on a range of areas. However, the information 
gathered was not detailed or being used to improve practice. For example, most 
audits reviewed did not show any area that required improvement. The health and 
safety audit found the temperature of hot radiators surfaces were not an issue, 
although inspectors were concerned with the temperature of some radiators during 
the inspection. In addition, where improvements were identified, such as the 
restraint audit, there was no evidence of what actions had been taken and what 
improvements were made. 
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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 
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:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
 
Inspection findings 
 
Inspectors were not satisfied that residents’ health and social care needs were 
adequately met by a high standard of nursing care. This was an issue at all previous 
inspections, and found to be an issue again at this inspection. There were poor 
practices found in the management of a range of resident’s healthcare needs. Access 
to allied health professionals was not provided for some resident’s specific clinical 
needs. Improvements were required in the documentation of care plans, 
assessments and daily nursing notes.  
 
Nutrition 
Inspectors found the management of residents’ nutritional needs required 
improvements. This had been an issue at the inspection in January 2013, and while it 
was addressed at the follow up inspection of June 2013, it was an issue again at this 
inspection. There were policies on nutrition and hydration in place, however, they 
were not guiding practice and were not based on current good practice. For example, 
inspectors noted that seven residents had lost a significant amount of weight from 
the period of January to August 2013. In particular, they had concerns as to the 
management of one resident who had lost a significant amount of weight. The 
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malnutrition universal screening tool (MUST) to assess resident’s risk was not 
completed correctly and did not reflect the resident’s up to date nutritional needs.  
There was inconsistent monitoring of this resident and other resident’s food intake. 
All these residents continued to lose weight. No action had been taken in response to 
weight loss such as referral to the dietician. The person in charge said she would 
phone the dietician for advice but did not have access to a service. The person in 
charge had not made any attempt to source a dietetic service for residents at risk 
prior to this inspection.  
 
During this inspection following feedback from the inspectors she informed 
inspectors she had accessed a service which would visit and review residents. While 
care plans for nutrition were in place, they did not guide the care to be delivered. For 
example, they did not include the specific intervention required to address the 
residents’ needs. Staff and the chef were not familiar with the practice of fortification 
of resident’s meals. The person in charge was required to submit an immediate 
action plan for the resident referred to above, on 29 August 2013 to outline what 
suitable interventions were put in place. This matter was addressed, but not within 
the timeframe specified in the action plan. 
 
Inspectors found the management of specialised diets for some residents were not 
satisfactory. One resident on a specialised diabetic diet was offered a sugared snack 
in the afternoon. When inspectors discussed this with staff, they were told that 
because there were no sugar free snacks available the person in charge permitted 
the resident to eat sugared snacks despite the evident risk to the resident. Staff were 
not aware of the risk if sugared snacks were given to the resident. 
 
Inspectors also found that improvements were required in the management of the 
nutrition and hydration needs for one resident with a percutaneous endoscopic 
gastronomy (PEG). A “feeding regime” was documented and had been reviewed on 
two occasions. However, there was no date recorded for one review. While the GP 
prescribed the feeding regime. The fluid intake of this resident was not documented 
and there was conflicting evidence from the nursing staff as to how the 
recommended fluids in a 24 hour period would be administered to this resident. The 
residents care plan did not guide the care for this resident.  
 
Inspectors found other issues with regards to food and nutrition which are discussed 
under Outcome 15.  
 
Falls Prevention and Management 
Inspectors found improvements were required in the management of falls. This had 
been an issue at the inspection in January 2013, and while it was addressed at the 
follow up inspection of June 2013, it was an issue again at this inspection. They read 
the policy on falls prevention and management, however, the policy did not 
adequately guide staff practice. For example, the policy did not refer to or include 
the actual practice to guide staff when a resident fell. This had been noted by 
inspectors at the previous inspection, however, it had not been addressed at this 
inspection. Falls risk assessments were in place, but were not completed correctly to 
reflect the resident current needs. For example, one resident who required 
assistance of two to mobilise was scored at a medium risk. This resident did not have 
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a care plan. Another resident assessed at medium risk and who required assistance 
with mobilising, did not have a care plan in place.  
 
Care plans that were in place for some residents identified at high risk of falling were 
not sufficient to guide care provision. Post falls assessment had not been completed. 
While falls diaries were in place residents’ care plans were not updated with 
interventions to reduce the likelihood of reoccurrence. Residents were not 
encouraged to mobilise during the day, and were observed sitting for long periods 
during the day. Resident’s records showed that neurological observations had been 
carried out only when a resident sustained a head injury, but were not routinely 
completed for un-witnessed falls. Nurses interviewed did not demonstrate a 
consistent approach to the management of resident’s who fall. For example, the 
neurological observations carried out for one resident were incomplete as not all of 
the nursing staff had the required equipment available to carry out these 
observations.  
 
Behaviours that Challenged 
Inspectors found the management of behaviours that challenged required 
improvement. The person in charge and the senior nurse informed inspectors that 
there were no residents with behaviours that challenged, however, inspectors noted 
that there was one resident presenting with these behaviours. Staff described the 
incidents involving the resident and some of the interventions they had tried. 
However, there was no up-to-date assessment completed or care plan in place to 
guide the care delivered. The residents’ records did not include the identification of 
triggers that prompted behaviours or the interventions they used to manage the 
residents behaviour. The only system the person in charge had in place to manage 
this behaviour was to keep the resident in the bedroom alone for long periods of 
time. The resident was described by staff as being vocal and upsetting to other 
residents. The person in charge stated that this resident had an “awful quality of 
life”.  
 
Wound Care 
Inspectors found the management of wound care required improvement. This had 
been an issue at the inspection in January 2013, and while it was addressed at the 
follow up inspection of June 2013, it was an issue again at this inspection.There were 
no pressure ulcers in the centre at the time of the inspection. While there was a 
policy on wound care, this was not guiding staff practice in the management of 
wound prevention. For example, residents at risk of developing pressure ulcers did 
not have a care plan developed to guide the practice. Also while residents at risk of 
developing pressure ulcers had pressure relieving mattresses in place not all staff 
were knowledgeable on the use of this equipment. Inspectors noted that the 
pressure relieving mattress had been incorrectly set for a number of residents. 
Inspectors read the care plan of a resident who had recently had a wound and found 
that it did not guide practice. This had been an issue at the inspection in January 
2013, and while it had been addressed in June 2013, it was now an issue again at 
this inspection. The person in charge stated there was no access to a tissue viability 
nurse (TVN) if required. 
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Restraint  
Improvements were required in the management of restraint. This was an issue at 
the inspection in January 2013, it had been addressed at the follow up inspection in 
June 2013. However, inspectors found it was an issue again at this inspection. 
Inspectors found that while a low number of residents were using restraint, 
appropriate measures were not in place to monitor the use of the bedrails and those 
who required lap belts.There was no policy on restraint, the National Policy, Towards 
a Restraint Free Environment in Nursing Care, was provided to inspectors as the 
policy for the centre however it had not been adapted for use and was not 
implemented in practice. For example, while residents were assessed for the use of 
restraint, there was no evidence that alternatives were tried prior to the use of 
restraint. All risks associated with the use of restraint were not considered and 
documented. Staff had not received training on the management of restraint and 
were not familiar with restraint management.  
 
Inspectors also noted that there were care plans in place for residents using bedrails 
and the one resident with a lap belt but they did not include the specific 
interventions for these residents. For example, one residents care plan was not 
current as it was dated 2011 and the only additional information recorded on the 
care plan since 2011 was “the restraint observation chart up-to-date and no 
changes”. This had been an issue at the follow up inspection in June, and was not 
completed at this inspection. While there appeared to be a system in place to 
monitor residents in restraint this system was not effective. For example, the bumper 
to protect against the bedrail for one resident did not fit the bedrail and could pose a 
risk of injury to this resident. Inspectors noted that consultation between the general 
practitioner (GP) and residents or their relatives before the use of the restraint 
measure was recorded on residents’ files.  
 
Continence Care 
Inspectors found the management of continence care and promotion required 
improvements. This had not been reviewed at previous inspections, but was found to 
be an issue at this inspection.  
 
Staff were not knowledgeable or up-to-date in the management of continence 
promotion. Staff had not been provided with training in the area of continence care 
and guidelines or protocols were not available for staff to guide them on the care 
required.  
 
Inspectors found poor practices in continence care. In particular, the management of 
catheter care for one resident was of significant concern. This resident had an 
indwelling urinary catheter which had been changed 39 times in 2013. The person in 
charge was not aware that the catheter had been changed so many times or the 
reasons for the changes. As outlined above there was no guidance for staff on the 
correct and appropriate management of this resident’s catheter. The catheter 
appeared to have been changed without any recorded valid clinical reason. There 
was no continence assessment for the resident. There was no fluid monitoring chart 
in place for this resident to monitor the resident’s hydration status. The care plan for 
this resident did not guide the care, for example, the frequency of changing and the 
day-to-day care of the resident were not included. In addition, a medication had 
been prescribed to flush through the catheter. However, the care plan did not outline 
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how frequently, and the maximum doss to be administered. There was no referral to 
specific guidance based on best practice. Staff were no aware how frequently if 
should be administered. The person in charge was required to address this issue 
immediately and submit an action plan to the Authority on 30 August 2013 to 
demonstrate that suitable and sufficient care was being delivered to this resident. It 
was not clear at the time of report writing if this matter was fully addressed.  
 
Care Plans 
Inspectors reviewed a number of care plans and found that many care plans were 
not based on the assessed needs of residents and did not guide practice or clearly 
outline the care to be provided. In addition to the issues outlined above inspectors 
found that not all care plans had been developed and agreed with residents. The 
care plans were recorded as being up-to-date, however, most had no changes made. 
This had been issue at all previous inspections including the recent inspection in 
June, and continued to be an issue at this inspection.  
 
Daily nursing notes were inadequate and did not include the time of the entry as per 
professional guidelines. On review of the daily notes it was found that staff generally 
stated “care as per care plan”, however, due to the lack of up to date and 
personalised care plans as outlined above, this statement did not provide sufficient 
detail or information on each resident’s health, condition and treatment given as 
required by the Regulations.  
 
Inspectors found that while there was access to medical practitioners and chiropody 
services residents did not have access to occupational therapist (OT), physiotherapist 
and dietician. 
 
Seating 
Inspectors observed residents to be seated without appropriate support. For 
example, many residents leaned to the side in their chairs without support and told 
inspectors they were uncomfortable. Only one resident had a seating assessment 
undertaken by the OT. This was not reviewed at previous inspections, however, was 
found to be an issue at this inspection. 
 
Activation 
Inspectors were not satisfied all residents had opportunities to participate in 
meaningful activities, appropriate to their interests and preferences. This had been 
an issue at previous inspections in the past. As outlined under Outcome 1, the 
statement of purpose did not accurately reflect the services in the centre. For 
example, it identified that an activities coordinator carried out activities daily, this 
was found not to be as this post was vacant. Health care assistants facilitated 
activities in the afternoon and said that this was only if they had the time. Inspectors 
observed residents sitting for very long periods with no interaction or meaningful 
recreation. During the inspection apart from a Sonas session and bingo for a small 
number of residents, no other activities took place. There were limited activities for 
those with a cognitive impairment or those who preferred to stay in their room. 
Residents said they “sit for hours and don’t get involved”. One resident was noted to 
spend most of the time in bed, the staff did not have any time to provide any specific 
one to one intervention to this resident. Apart from these limited activities residents, 
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spent most of their day watching television. No outings had been organised for 
residents from the centre. 
 
Outcome 12 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
 
References: 
Regulation 19: Premises 
Standard 25: Physical Environment  
 
Action(s) required from previous inspection:  
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents. 
 
 
Inspection findings 
 
Inspectors were not satisfied that aspects of the physical environment in the centre 
met the needs of current residents or the requirements of the Regulations. The 
person in charge informed inspectors that she was aware of the requirements in the 
Authority's Standards which needed to be put in place in relation to the premises by 
2015.  
 
There was one four-bedded room and a twin room which did not meet residents’ 
current need for privacy, leisure and comfort or comply with the Authority's 
Standards. The person in charge showed inspectors the plans to address the four 
bedded room only. However, there was no plan to address the twin room. This had 
been an action at the previous inspection in June 2013, and was still not completed. 
 
There was an inadequate number of communal toilets provided to residents in close 
proximity to the dayrooms. Inspectors observed a resident having to use another 
resident’s en suite toilet. Staff said it was closer than the assisted toilets near the day 
room. However, inspectors found no communal toilets were located close to the day 
rooms. There was no plan in place to address this issue. This had not been identified 
as an issue at previous inspection. 
 
While there were sufficient numbers of showers in the centre, two of the en suite 
showers could not be used by residents in their bedrooms as the showers had a step 
into them. The plans in place did not address this deficit. This had not been an issue 
at previous inspections. 
 
Inspectors found the storage space provided for equipment was not inadequate. For 
example, five reclining chairs were observed stored in a vacant bedroom. There was 
no storage space for these chairs when the room was occupied. In addition, 
commodes and laundry bags were stored in communal toilets as outlined in more 
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detail under Outcome 7. This had been an issue at the inspection in January 2013. At 
the follow up inspection in June 2013 additional storage had been identified and was 
being used, however, at this inspection, storage was again found to be inadequate.  
 
There was no cleaners’ room in the centre; cleaning equipment was stored in a shed 
external to the centre. As this shed was not appropriately ventilated to the external 
air, staff prepared the cleaning materials, filled and emptied mop buckets in the 
residents’ bathroom. This practice could pose an infection control risk. There was no 
cleaning trolley, therefore the cleaning staff had to carry cleaning products and 
equipment around the centre. Cleaning materials and equipment was observed to be 
left unattended during use. This practice again could pose a risk to residents with a 
cognitive impairment.  
 
Overall, during this inspection inspectors found that the premises were not clean and 
well maintained. The chairs that residents sat on were notably dirty. Staff said and 
records confirmed that resident’s chairs were only cleaned monthly. Bathrooms, 
bedrooms and floors were in a poor state of cleanliness throughout. There was 
evidence of cleaning duties documented, but there was no evidence that all areas 
were cleaned on a regular basis. Inspectors found that in some areas the wall paper 
was torn off the walls. The architraves were damaged and equipment such as chairs 
were rusty. This had not been an issue at previous inspections, and found to be an 
issue at this inspection.  
 
Inspectors found that sluicing arrangements were not sufficient. This had been 
an issue at previous inspections, and was an issue again at this inspection. 
A shed external to the centre was being used as the sluice room - this room 
contained a bedpan washer. Staff showed inspectors how they had to carry clean 
and soiled bedpans and commodes to and from the centre. As an interim 
measure there was no risk assessment completed or control measures in place to 
reduce the risk of cross infection.  
 
A small laundry was located in another shed on the grounds of the centre. This 
shed was not adequate in size to allow appropriate segregation of clean and 
soiled laundry. This had been an issue at previous inspection, and was found to 
be an issue again at this inspection. The laundry room was too small in size and 
difficult to work in. The staff member responsible for cleaning the centre was also 
responsible for doing the laundry. This staff member showed the inspector how 
that to the small size of the shed, clothes were sorted from the laundry basket.  
 
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.  
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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 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
Inspectors found the management of complaints required improvement. There were 
issues identified in relation to the management of complaints in the January 2013 
inspection. These issues had been addressed in the June 2013 inspection, however, 
the improvements were not sustained and there were again identified at this 
inspection. The policy in place did not meet the requirements of the Regulations. For 
example, it did not outline the details of the person responsible for managing 
complaints in the centre. There was a complaints procedure on display at reception 
which did outline the details of the complaints officer, along with the appeals 
process. There was a person nominated to oversee that all complaints were 
recorded.  
 
No complaints had been received in 2013. The person in charge said she would 
address all complaints received. Residents told inspectors they didn’t feel they could 
raise issues with the person in charge. Inspectors were informed by residents that 
there was “no point in raising an issue… the person in charge runs the place her 
way… would raise her voice or get angry”. 
 
Outcome 14 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
 
References: 
Regulation 14: End of Life Care 
Standard 16: End of Life Care 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
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Inspection findings 
 
Inspectors found policies were in place on end-of-life care that would guide practice 
if implemented. However, one resident who was very unwell, and whose condition 
was deteriorating at the time of inspection, did not have an appropriate end-of-life 
care plan in place. The person in charge showed inspectors a care plan, which did 
not specifically address the resident’s spiritual, physical and emotional end-of-life 
needs.  
 
While there was access to palliative care services in the area, this service had not yet 
been availed of for this resident. 
 
Outcome 15 
Each resident is provided with food and drink at times and in quantities adequate for 
his/her needs. Food is properly prepared, cooked and served, and is wholesome and 
nutritious. Assistance is offered to residents in a discreet and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes  
 
Action(s) required from previous inspection:  
  
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Inspectors found the overall management of nutrition required improvement and the 
assistance of residents at meal times could place residents at risk.  
 
Residents’ diet sheets maintained in the kitchen were not up to date. There was no 
evidence from a review of resident’s records that some residents who required 
therapeutic and modified diets were receiving these. Kitchen staff and nursing staff 
spoken to were not fully aware of residents’ special dietary requirements.  
 
Residents were not satisfied with the choices offered to them at the tea time and the 
menu did not reflect what was actually on offer For example, the menu suggested 
that soup and scones were to be provided on the evening of the inspection, 
however, residents were given sandwiches. Residents said that they would like to be 
provided with an alternative apart from sandwiches. One resident refused the 
sandwiches but was not offered any alternative. This had been an issue at the 
inspection in January 2013, and found to have been addressed in the follow up 
inspection in June 2013. However, it was an issue again at this inspection. 
 
Four of the residents were assessed by the speech and language therapist (SALT) as 
requiring a modified consistency diet. However, this meal had not been provided 
which could place the residents at risk. This was raised with the person in charge 
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during the inspection. Additional support was provided to the chef in this regard, and 
nursing staff assisted the chef, in ensuring residents received the correct meal.  
 
One resident was seated in a semi-reclined position while eating the meal which 
could place this resident at risk. This was subsequently addressed when raised with 
the staff assisting the resident on the day of the inspection. Another resident was not 
fully awake while eating, however, staff continued to assist this resident to eat which 
could have placed this resident at risk of choking. Inspectors observed that two more 
residents were not seated in a safe position during their meal. The person in charge 
did not address this issue when identified to her by inspectors. The issue was only 
addressed when inspectors raised it for the second time with the person in charge by 
the inspectors.  
 
Inspectors did not observe staff offering residents fluids such as water or juice 
during the day apart from a drink with the set mealtimes.   
 
Outcome 16 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. 
He/she is facilitated to communicate and enabled to exercise choice and control over 
his/her life and to maximise his/her independence.  
 
References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
Standard 5: Civil, Political, Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts   
 
Action(s) required from previous inspection:  
  
The action(s) required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
Inspectors were not satisfied that residents’ were facilitated to communicate and, 
exercise control or choice over their life to maximise their independence.  
 
Inspectors found a residents’ committee met every three months. Minutes of the 
meetings were reviewed. There was no evidence that feedback was acted upon by 
the person in charge to improve practice.  
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Residents did not appear to have any choice in their day. Inspectors observed, and 
residents confirmed that they had to wait for assistance when carrying out daily 
routines such as getting up, having breakfast, being showered, being brought for 
meals. In addition, residents were told what not to eat. For example, residents 
informed inspectors they told not to eat certain food, even though they enjoyed the 
food. Residents said that they were told by staff not to use the call bells, that staff 
would come to assist them when it was time, they also said they often waited for up 
to two hours in the morning after breakfast before being assisted to get up.  
 
Inspectors found residents with communication difficulties were not facilitated to 
communicate. For example, one resident with specific communication impairment 
was not provided with any supports to assist them when they needed attention or 
care. Staff told inspectors they did not have time to spend communicating with 
residents.  
 
Inspectors saw that there was restricted visiting hours in the centre. A notice to this 
effect was displayed at the entrance. The statement of purpose was again inaccurate 
as it outlined that an open visiting policy was in place.  
 
Although newspapers were delivered, these were only for residents who had paid for 
them. Apart from a weekly local paper, there were no communal national 
newspapers available to all other residents.  
 
Residents could access a hands free telephone, and some residents had their own 
mobile phone. There were televisions in communal areas, and a television set in each 
bedroom.  
 
Religious and spiritual rights of residents were respected. The person in charge said 
all denominations were welcome. The provider had ensured residents had access to 
religious services in the area. At the time of the inspection residents were of the 
Roman Catholic faith.  
 
The person in charge said she ensured all residents voting rights were facilitated. At 
each election the local council arranged to attend the centre if residents wished to 
cast their vote. Residents were facilitated to attend the polling station if they 
preferred. Inspectors did not see records which clarified this. Inspectors found locks 
were provided on en suite toilet doors, and communal bathroom doors. This had 
been an action from the previous, and was completed. 
 
Outcome 17 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
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Action(s) required from previous inspection:  
 
The action(s) required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
Inspectors found the provider had did not have measures in place to fully protect 
residents’ personal property and possessions.  
 
Inspectors observed and residents confirmed, that they were encouraged to 
personalise their rooms. Many of the single bedrooms were decorated with pictures, 
photographs and furniture from residents’ own homes. However, residents in a multi-
occupancy room had limited room available to personalise their own space. Residents 
had access to private lockable space to store personal valuables. This had been an 
action at the previous inspection in June 2013, and was completed. 
 
Clothing items were clearly marked with the name of the resident. Inspectors asked 
residents if they were satisfied with the way in which their clothes were cared for 
and all responded that they were happy with the service. However, there was limited 
space in resident’s bedrooms to store their clothes. There was only one wardrobe 
and two chests of drawers for four residents in the four bedded room. One resident 
said that there was insufficient space to store their clothes.  
 
Theme: Workforce 
The workforce providing a health and social care and support service consists of all the 
people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality, person-centred and safe service. Service providers must be 
able to assure the public, service users and their workforce that everyone working in 
the service is contributing to a high quality safe service. 
 
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.  
 
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  
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Action(s) required from previous inspection:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
Ensure volunteers working in the designated centre are vetted appropriate to their role 
and level of involvement in the designated centre. 
 
 
Inspection findings 
 
Inspectors were not satisfied that the staffing levels and skill mix available to meet 
the needs of residents was appropriate. Staff had also not received education and 
training to meet the specific clinical needs of residents across a range of clinical 
areas. Staff documentation reviewed did not meet the requirements of the 
Regulations. 
 
Inspectors found that there was insufficient numbers of staff on duty to meet the 
assessed needs of residents. Residents and staff told inspectors that there were 
inadequate staffing levels on duty at times to meet resident’s needs and that 
residents often waited for long periods of time for any assistance. As discussed under 
Outcome 3, inadequate staffing levels in the centre meant that the person in charge 
was rostered to work night duty. The person in charge had no formal assessment in 
place to ensure that staffing levels and skill mix were appropriate to the assessed 
needs of residents.  
 
The staffing skill mix in place at weekends and nighttimes required improvement. For 
example, at weekends on day and night shifts, one nurse was rostered per shift who 
oversaw the care provided by care assistants at weekends, and the care of all 
residents. Inspectors had concerns that the supervision and care provided by nursing 
staff could result in negative outcomes for the residents at these times. For example, 
there could be potential risks to residents, if one nurse was responsible for the 
medication round, supervision of care staff, overseeing mealtimes, and the overall 
care for up to 31 residents.  
 
As already identified in this report health care assistants were required to complete 
cleaning duties at night time, prepare breakfasts, along with facilitating activities 
during the day. Two carers worked from 8pm to 12am each night, lowering to one 
carer on duty from 12am to 8am. The carers told inspectors they did not have time 
to carry out any activities or interact with residents in any meaningful way as they 
were too busy. 
 
In addition, the supervision arrangements were not robust. Inspectors observed 
residents left unsupervised, and without access to their call bell. There was no formal 
system to supervise the care of residents.  
 
There continued to be a reliance on agency/bank staff to cover leave. In addition to 
the staffing issues highlighted above, the person in charge had not taken sufficient 
measures to ensure that the agency/bank staff rostered on night duty had sufficient 
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training to meet the needs of residents. There was no system to supervise and 
monitor these staff.  
 
Staff had not received any education and training to meet residents’ clinical needs 
since the last inspection in June 2013. This had also been an action at all previous 
inspection, and was not completed. As outlined in Outcome 11, staff had not 
received up to date training to ensure they met residents care needs specifically in 
relation to catheter care, PEG care, nutrition, falls and restraint. There was no plan to 
provide any training in 2013. Inspectors found that not all staff had received 
mandatory training in elder abuse and fire safety. This was discussed under Outcome 
6 and 7.  
 
The person in charge had not ensured that Garda Síochána vetting was sought for all 
nurses working in the centre. This had been an issue at the inspection in January 
2013, and found to be addressed in June 2013. However, it was an issue again at 
this inspection.  
 
Inspectors reviewed a sample of files for external service providers. While a written 
agreement was in place, there was no evidence of Garda Síochána vetting. The 
provider informed inspectors she had applied for vetting. This had been an action at 
the last inspection, and was not completed. 
 
Inspectors saw all nursing staff personal identification numbers (PIN) with their 
professional registration body, were in place and up to date. 
 
Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the person in 
charge and senior nurse 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: 

 
Aisling House Nursing Home 

 
Centre ID:  

 
0003 

 
Date of inspection: 

 
27 and 28 August 2013  

 
Date of response: 

 
30.09.13 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of 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. 
 
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 accurately reflect the services provided as outlined 
in Outcome 1 
 
Action required:  
 
Compile a statement of purpose that describes the facilities and services which are 
provided for residents. 
 
Action required:  
 
Keep the statement of purpose under review. 
 

                                                 
∗ 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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Reference:  
Health Act, 2007 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 

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

Timescale: 
 

Provider’s response: 
 
Our Statement of Purpose and Function has been reviewed to 
include facilities and services provided for residents and will be 
reviewed every 6 months.  
 

 
 
Completed 

 
Outcome 2: Contract for the provision of services  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The contract of care did not state the fees to be charged for all additional services to 
be provided. 
 
Action required:  
 
Ensure each resident’s contract deals with the care and welfare of the resident in the 
designated centre and includes details of the services to be provided for that resident 
and the fees to be charged. 
 
Reference:   

Health Act, 2007 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
  

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

Timescale: 
 

Provider’s response: 
 
While some of our residents had our old Contract of Care these 
residents have now been issued with our current contract which 
includes details of the services to be provided for residents and 
any additional fees to be charged to residents. 
 

 
 
Completed 
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Outcome 3: Suitable person in charge  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The person in charge was not rostered to work full time in the centre. 
 
The person in charge did not demonstrate sufficient clinical knowledge of the 
residents health care needs to ensure safe and suitable care was provided. 
 
The person in charge did not demonstrate adequate knowledge of the Regulations 
and the Authority's Standards. 
 
The person in charge was not engaged in the governance and operation of the 
centre. 
 
Action required:  
 
Ensure that the post of person in charge of the designated centre is full time and that 
the person in charge is a nurse with a minimum of three years experience in the area 
of geriatric nursing within the previous six years. 
 
Reference:   

Health Act, 2007 
Regulation 15: Person in Charge 
Standard 27: Operational Management  

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

Timescale: 
 

Provider’s response: 
 
We are actively trying to recruit a Director of Nursing. This 
position will be fulltime. In the interim the provider will continue 
to work in this role on a full time basis with a senior nurse 
manager deputising in her absence. Confirmation regarding the 
advertising of this post from the recruitment agency will be 
submitted to HIQA with this Action Plan. 
 

 
 
Ongoing. 

 
Outcome 4: Records and documentation to be kept at a designated centre 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The Residents’ Guide did not accurately reflect the complaints procedures for the 
centre. 
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Action required:  
 
Produce a Residents’ Guide which includes a summary of the statement of purpose; 
the terms and conditions in respect of accommodation to be provided for residents; a 
standard form of contract for the provision of services and facilities to residents; the 
most recent inspection report; a summary of the complaints procedure provided for 
in Regulation 39; and the address and telephone number of the Chief Inspector. 
 
Reference:   

Health Act, 2007 
Regulation 21: Provision of Information to Residents 
Standard 1: Information  
 

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

Timescale: 
 

Provider’s response: 
 
Our Residents Guide has been amended to include all of the 
above. 
 

 
 
Completed 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The insurance cover provided did not meet the requirements of the Regulations in 
terms of liability provided for each resident’s items. 
 
Action required:  
 
Put insurance cover in place against loss or damage to the property of residents 
including liability as specified in Regulation 26 (2).  
 
Reference:   

Health Act, 2007 
Regulation 26: Insurance Cover 

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

Timescale: 
 

Provider’s response: 
 
Our Insurance Policy has been revised to include all of the above. 
Confirmation of this from our Insurance Company will be 
submitted to HIQA with this Action Plan. 
 

 
 
Completed 
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The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Not all of the policies in place guided practice, or were implemented in practice. 
 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5 of the 
Regulations. 
 
Reference:   

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

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

Timescale: 
 

Provider’s response: 
 
We are currently in the process of reviewing our Policies as per 
Schedule 5 of The Regulations. 
 

 
 
To be completed 
by December 
20th 2013 
 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Not all PRN medication records included the maximum dose prescribed. 
 
Action required:  
 
Maintain, in a safe and accessible place, a record of each drug and medicine 
administered in respect of each resident, giving the date of the prescription, dosage, 
name of the drug or medicine, method of administration, signed and dated by a 
medical practitioner and the nurse administering the drugs and medicines in 
accordance with any relevant professional guidelines  
 
Reference:   

Health Act, 2007 
Regulation 25: Medical Records 
Standard 13: Healthcare  
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: 
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Provider’s response: 
 
All GP's have reviewed PRN Medication prescriptions to include 
the above.  
All nurses must have completed Medication Management on line 
training course by October 7th. 
All nurses will be competency assessed by October 7th. 
A monthly medication in-house audit will be conducted monthly 
for the foreseeable future.    
 

 
 
Completed. 
 
To be completed 
by October 7th. 

 
Theme: Safe care and support  
 
Outcome 6: Safeguarding and safety 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Staff had not all received training in the protection of vulnerable adults. 
 
Action required:  
 
Make all necessary arrangements, by training staff or by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
or abuse. 
 
Reference:   

Health Act, 2007 
 Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 

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

Timescale: 
 

Provider’s response: 
 
Elder Abuse training will be run in-house on October 9th and 
October 16th next. All staff will attend one training session. 
 

 
 
October 16th. 

 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
A significant number of risks were identified during the inspection that had not been 
managed or monitored by the provider, and are outlined in detail under Outcome 7. 
 
The provider did not have a robust system in place for the identification and 
management of risk in the centre. 
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The arrangements in place for the recording, investigating and learning from serious 
or untoward incidents were inadequate. 

 
Poor manual handling practices by staff were observed. 

 
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:  
 
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:  
 
Provide training for staff in the moving and handling of residents. 
 
Reference:  

Health Act, 2007 
Regulation 31: Risk Management Procedures 
Standard 26: Health and Safety  
Standard 29: Management Systems  

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

Timescale: 
 

Provider’s response: 
 
We are currently reviewing our Risk Management Policy . Our 
newly established Clinical Governance Committee will be robust 
in reviewing incidents/accidents, adverse events etc and learning 
from same. Our Key Quality Indicators will also be reviewed at 
these monthly meetings. Further systems will be put in place to 
ensure we continue to be proactive in risk management on foot 
of the above reviews. 
The following precautions have been put in place to monitor the 
risks identified. 
-The plumber has reviewed all of the anti scald valves at wash 
hand basins and also serviced our heating system and conducted 
a thermostatic review to ensure the water supply does not pose a 
risk of burns or scald to residents. 
-We conduct weekly checks on the temperature of all water 
supply to all wash hand basins. 
-A key coded lock has been fitted to all kitchen doors to prevent 
residents access. 

 
 
Completed by 
November 16th. 
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-Razor blades are now locked away in locked cupboard. The 
unlocked door is now kept looked at all times.  
-The sluice room, laundry room and external shed are kept 
locked at all times. 
-Regarding the radiators as stated above the plumber has re 
serviced our heating system and regulated our thermostat to 
ensure no risk of scald or burn to residents while ensuring 
sufficient hot water supply and suitable heating. 
-All radiators will be checked weekly regarding temperature. 
-Cleaning: Disposable cleaning cloths are used by housekeeping 
staff daily. 
-Hot water supply: Hot water is available at all times as a timer is 
set on our heating system to ensure adequate supply of hot 
water. 
-Staff knowledge regarding infection control: We are currently 
sourcing Infection Control Training by an external consultant to 
be conducted in-house and all staff will attend. 
-P.P.E: Personal protective equipment is available to all staff. 
The Environmental Health Officer has approved the use of 
disposable aprons for staff entering the kitchen as opposed to 
white coats. 
-Sterile gloves have been purchased. 
-Manual Handling: Manual handling training has been scheduled 
for all staff on Nov 4th and Nov 6th next. 
-Challenging Behaviour: We are currently reviewing our 
challenging behaviour policy. Training for all staff in same is 
scheduled for Wednesday 16th and 23rd of October. 
We have introduced an A.B.C. Care plan for these resident have 
been reviewed. 
-Fire Training: All staff have attended formal fire training which 
included a simulated drill. Fire doors have been replaced as 
highlighted during the inspection. 
 
 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Not all staff were formally trained in fire safety and prevention. 

 
Some staff were not familiar with the centres evacuation procedures 
 
Fire doors leading into the kitchen were held open with wedges. 

 
 Two fire doors were not in good working order. 
 
Action required:  
 
Provide suitable training for staff in fire prevention.  
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Action required:  
 
Make adequate arrangements for detecting, containing and extinguishing fires.  
 
Reference:  

Health Act, 2007 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
 

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

Timescale: 
 

Provider’s response: 
 
All staff have received Fire Training by an external Fire 
Consultant and are familiar with fire safety and prevention and 
our evacuation procedures. A fire door retainer has been installed 
on the kitchen fire door. 
The sitting room fire door has been replaced with new fire door. 
The dining room fire door closing mechanism has been adjusted 
to close fully. 
A keypad locking device has been fitted to the kitchen door. 
 

 
 
Completed 

 
Outcome 8: Medication management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Medications were not administered and stored as per professional guidelines and 
centres policy as outlined in the report.  
 
Medication errors were not identified and investigated as per the centres policy. 
 
There was no procedure on the use of PRN medications. 
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
Reference: 

Health Act, 2007 
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Standard 14: Medication Management  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We are currently reviewing our Medication Management Policy.  
All nurses must have completed Medication Management on line 
training by October 7th. 
All nurses will be competency assessed by October 7th. 
An internal Medication Audit will be conducted monthly for the 
foreseeable future.  
Guidelines to Nurses and Midwives on Medication Management 
July 2007 section 2.17 states MDA scheduled controlled drugs 
should be locked in a separate container from other medicinal 
products to ensure further security. Our MDA's are stored in 
separate locked container within a locked drug trolley, this 
according to NHI guidelines also. 
Medication Errors: Medication Errors forms have been completed 
regarding both incidents.  
Both nurses have completed medication management online. 
While one nurse has subsequently resigned, the second nurse 
has been competency re assessed. 
Medication errors will be investigated using the National 
Medication Incident reporting form and our Root Cause Analysis 
Form to identify source and cause of any medication errors. The 
residents GP and our pharmacist will also be involved in the 
investigation process depending on the nature of the medication 
error. All investigations of medication errors to be closed off by 
Director of Nursing within one month of error occurring. 
An external diabetic nurse has yet to confirm a date for diabetes 
training (with particular emphasis on medication for diabetes). 
We are reviewing our medication management policy which will 
be completed by October 30th. 
 

 
 
Completion date 
30th October. 
Completion date 
October 7th. 

 
Outcome 9: Notification of incidents 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
The person in charge had failed to notify the Chief Inspector of grade two pressure 
sores as required by Regulations. 
 
Action required:  
 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of any serious injury to a resident.  
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Reference:  
Health Act, 2007 
Regulation 36: Notification of Incidents 
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement  
Standard 32: Register and Residents’ Records  

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

Timescale: 
 

Provider’s response: 
 
All notificable events have been forwarded to the Chief Inspector 
as required by the Regulations. 
 

 
 
Completed 
 
 

 
Theme: Effective care and support 
 
Outcome 10: Reviewing and improving the quality and safety of care  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The system in place to review the safety and quality of care provided to residents did 
not identify ways to enhance their quality of life or inform practice. 
 
Action required:  
 
Establish and maintain a system for improving the quality of care provided at, and 
the quality of life of residents in, the designated centre. 
 
Reference:  

Health Act, 2007 
Regulation: 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: 
 
Our staff allocation rota has been revised to ensure clinical 
supervision of carers in delivering resident care over a twenty 
four hour period. 
All care plans are currently being reviewed with residents and /or 
their representative. 
 
A Residents Forum Meeting will take place on Thursday 3rd 
October to discuss residents suggestions, comments, complaints 

 
 
 
Completed. 
 
 
Work in progress. 
 
Thursday October 
3rd. 
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etc. 
 
A Residents Satisfaction Survey will be issued to all residents or 
their representative for feedback on quality of service at Aisling 
House. 
We have scheduled our first Clinical Governance Meeting to take 
place on Tuesday 15 October next. A copy of Clinical Governance 
Meeting form will be forwarded with this action plan.  
We are currently recording on a daily basis Key Quality Indicators 
(copy of form attached) and we will review and analyse these on 
a monthly basis to identify trends in certain area which will assist 
us with learning and making improvements in our delivery of care 
to residents. 
We aim to establish a link nurse system whereby specific nurses 
will be allocated responsibility for nutrition, falls, medication 
management and infection control. 
 
We are also reviewing our audit tools with particular emphasis on 
audit findings, follow up actions with timescales and allocated 
responsible persons for each action. Audit findings will be 
reviewed at our monthly Clinical Governance meeting. 
 

 
October 31st. 
 
 
 
 
 
 
 
 
 
 
Link Nurse 
system set up 
October 15th at 
C.G.C Meeting. 
Audits to be 
completed by 
December 20th. 
 

 
Outcome 11: Health and social care needs 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
A high standard of evidence based nursing care was not provided to residents 
regarding: catheter care, PEG tube care, management of nutrition, the use of 
restraint, the management of behaviours that challenge and wound care 
management. 
 
Nursing notes were not provided with time of entry, and did not accurately describe 
the care provided, as per professional guidelines. 
 
There were limited opportunities for residents to participate in activities in accordance 
with their interests. 
 
Action required:  
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
 
Action required:  
 
Provide a high standard of evidence-based nursing practice. 
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Action required:  
 
Provide opportunities for each resident to participate in activities appropriate to 
his/her interests and capacities 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
A schedule of upcoming training will be submitted to HIQA on 
confirmation of dates for same. Training will include Continence 
Training, P.E.G feeding training, Nutrition Training to include 
dysphagia, and Wound Care Training.  
 
Re Restraint Training date to be advised. 
Nurses will also attend a study day on documentation and 
nursing records. Time and dates of entry in Nursing Progress 
notes are now in line with An Bord Altranais Guidelines. 
We are reviewing our Activities Programme in conjunction with 
our Residents Forum and feedback from relatives of those 
cognitively impaired and our Satisfaction Survey. 
Residents Activities: We are currently reviewing activity 
suggestions from our residents forum meeting . 
We are also contacting residents next of kin to discuss further 
each residents previous hobbies/ interests to assist in expanding 
our activities programme. 
Allied Health Professionals: The dentist will attend Aisling House 
on 24th October 2013.  
The Occupational Therapist will attend Aisling House on 14th 
October 2013. 
 

 
 
Completion date 
October 31st 
2013. 
 
 
Dates to be 
advised as soon 
as we source 
them. 
 
Expanded 
Activities 
Programme to be 
rolled out by 
November 20th. 

 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Care plans did not clearly set out the specific interventions to address residents 
identified needs, or guide the care to be delivered. 
 
Care plans were not regularly updated on a three monthly basis, or as residents’ 
needs changed. 
 
There was inconsistent evidence of resident’s involvement in their care plan. 
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Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Action required:  
 
 Keep each resident’s care plan under formal review as required by the resident’s 
changing needs or circumstances, and no less frequent than at three-monthly 
intervals. 
 
Action required:  
 
Notify each resident of any review of his/her care plan. 
 
Reference:  

Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Standard 3: Consent  
Standard 10: Assessment  
Standard 11: The Resident’s Care Plan 
Standard 17: Autonomy and Independence 

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

Timescale: 
 

Provider’s response: 
 
We are currently reviewing residents care plans to reflect their 
current status in conjunction with residents and/or their 
representative and will do so on a 3 monthly basis or when there 
is a change in their condition. 

 
 
Completion date 
31st October 
2013. 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Access to allied health professionals was not provided when required. 
 
Action required:  
 
Facilitate each resident’s access to physiotherapy, chiropody, occupational therapy, or 
any other services as required by each resident. 
 
Reference:  

Health Act, 2007 
Regulation 9: Health Care 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A list of allied healthcare professionals available to residents will 
be submitted to HIQA with this Action Plan. Since inspection the 
Dietician has reviewed some residents. The Speech & Language 
Therapist will review one resident this week and an Occupational 
Therapist will be on site on October 14th to review residents. The 
mobile dental service has also been contacted and will review all 
residents on October 24th next. 
 

 
 
Completed 
 

 
Outcome 12: Safe and suitable premises 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Aspects of the premises will not meet the requirements of the Regulations and the 
Authority's Standards. For example: 

 The layout of the multi-occupancy room was not adequate to meet the needs 
of the residents. 

 A twin bedroom was not spacious enough to meet the residents needs in 
terms of dignity and privacy. 

 Two en suite showers were unsuitable to meet residents needs as they had a 
step up to access them. 

 The laundry room was unsuitable to ensure residents clothing could be safely 
and hygienically laundered. 

 There was no cleaning room was unsuitable, it was located in a shed used to 
recycling waste, was not adequately ventilated to the external air. 

 Storage space for equipment was unsuitable with chairs stored in bedrooms, 
and commodes in toilets. 

 Showers could not be used by residents in these bedrooms as the showers 
had a step into them. 

 The sluice room not maintained in a clean hygienic condition, and the floor 
was not a smooth and impervious surface. 
 

The centre was not maintained to a high standard of cleanliness. 
 
Parts of the centre were not maintained to a good standard of repair. 
 
Action required:  
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents.  
 
Action required:  
 
Ensure suitable provision for storage of equipment in the designated centre  



Page 47 of 56 
 

Action required:  
 
Provide necessary sluicing facilities. 
 
Action required:  
 
Keep all parts of the designated centre clean and suitably decorated. 
 
Action required:  
 
Ensure the premises are of sound construction and kept in a good state of repair 
externally and internally. 
 
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: 
 
We have previously submitted plans and costs from our architect 
regarding our multi occupancy room to convert these to two 
double rooms to HIQA. Our architect is in process of tendering 
this work to builder. 
 
 We are in the process of replacing the two shower trays with a 
step free walk in shower. 
 
 The sluice room floor has since been repainted and the 
cleanliness and organisation of this will be constantly monitored 
to insure the highest standard of hygiene. A container has been 
purchased for cleaning equipment.  
We have engaged our architect to review our sluice room, 
laundry room, cleaners room and 2 bedrooms to ensure 
compliance with HIQA standards by 2015. 
We have implemented a Health & Safety Audit which will be 
conducted monthly at present which will include repairs and 
maintenance.  
As previously supplied to the authority regarding our architectural 
plans for extending our 4 bedded room to two double rooms, this 
work will be carried out by end of August 2014.  
 

 
 
Completion date 
January 2015. 
 
 
 
31st Nov 
 
 
Done 
 
 
 
January 2015 
 
 
Ongoing monthly.
 
 
 
End Aug 2014 
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Theme: Person-centred care and support                                 
 
Outcome 13: Complaints procedures 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The complaints policy did not outline the details of the nominated complaints officer. 
 
Action required:  
 
Provide written operational policies and procedures relating to the making, handling 
and investigation of complaints from any person about any aspects of service, care 
and treatment provided in, or on behalf of a designated centre.  
 
Reference:  

Health Act, 2007 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 

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

Timescale: 
 

Provider’s response: 
 
We have reviewed our Complaints Policy to include the above. 
 

 
 
Completed 

 
Outcome 14: End of life care 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
A resident approaching end-of-life did not have the appropriate arrangements in 
place to ensure care was given to meet their needs. 
 
Action required:  
 
Provide appropriate care and comfort to each resident approaching end of life to 
address his/her physical, emotional, psychological and spiritual needs. 
 
Reference:  

Health Act, 2007 
Regulation 14: End of Life Care 
Standard 16: End of Life Care  

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

Timescale: 
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Provider’s response: 
 
The resident in question is palliative care and has subsequently 
been reviewed by both the dietician and Hospice Homecare 
Team. We are reviewing our End of Life Policy and will continue 
to ensure the holistic needs of residents are met at a time when 
maximum care and comfort are paramount. 
Resident at end of life: This resident has been reviewed by the 
Palliative of Care Team as she is now for palliative of care, she 
has received the Sacrament of the sick and receives the Blessed 
Sacrament on Eucharistic visits. Family are free to visit at any 
time of the day. A thorough end of life care plan is in place to 
ensure holistic care is delivered to include pain management. The 
resident in question is reviewed by her GP weekly or more 
frequent if deemed necessary. 
 

 
 
Policy completed 
by October 31st. 
 
 
 
 
Care ongoing. 

 
Outcome 15: Food and nutrition  
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Appropriate and assistance was not provided to some residents at meal times. 
 
Some residents on specialised diets did not have their specific needs met. 
 
Some residents on restricted diets for medical grounds did not receive suitable 
alternative foods. 
 
Residents were not routinely offered fresh water during the day. 
 
There was no choice for residents who required modified consistency diets at evening 
meal time. 
 
Residents were not provided with a suitable alternative choice at evening meal time. 
 
Action required:  
 
Provide appropriate assistance to residents who, due to infirmity or other causes, 
require assistance with eating and drinking. 
 
Action required:  
 
Facilitate any dietary restriction on medical or religious grounds. 
 
Action required:  
 
Provide each resident with food and drink that takes account of any special dietary 
requirements and is consistent with each resident’s individual needs. 
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Action required:  
 
Provider each resident with access to a safe supply of fresh drinking water at all 
times. 
 
Action required:  
 
Provide each resident with food that is varied and offers choice at each mealtime. 
 
Reference:  

Health Act, 2007 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes  

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

Timescale: 
 

Provider’s response: 
 
On a weekly basis (or when there is a change in a residents meal 
consistency) nurses now complete a Fluid and Diet Consistency 
sheet (for all residents) and submit same to the Chef on duty. A 
copy of same is also kept on the tea trolley , in the dining room 
and in the Medication Folder. 
Residents on diabetic diets while making informed choices to eat 
regular cakes etc have been re-advised regarding same.  
We have requested a Diabetic Nurse (HSE) to provide education 
and training to both residents and staff (date yet to be 
confirmed). 
The Chef is reviewing all menus and will speak to residents when 
planning same. 
Fluid and beverage rounds have been reviewed. Fresh drinking 
water availability has been increased for residents. 
 
Provision of suitable alterative diets for restricted diets on 
medical grounds: 
-The chef ensures diabetic desserts are available for diabetic 
residents. 
 
Provision of choice of meals for those on modified consistency 
diet. 
-2 meal choices are available for all residents at both dinner and 
tea times regardless of their meal consistency needs. The chef 
ensures that the residents meal choice is of the correct 
consistency. The nurse on duty ensures the residents consistency 
sheet is given to the chef weekly.  
Alternative choice provided at evening time residents are offered 
a choice of a hot evening meal/ cold meat salad(ham, chicken or 
cheese) or a selection of freshly made sandwiches for their 

 
 
Completed. 
 
 
 
31st October. 
 
 
To be confirmed. 
 
On going. 
 
Completed. 
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evening meal. 
 
 
Outcome 16: Residents’ rights, dignity and consultation 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The arrangements in place for residents to participate in the organisation of the 
centre were inadequate. 
 
Residents did not have freedom to choose how they went about their day. 
 
Action required:  
 
Put in place arrangements to facilitate residents’ consultation and participation in the 
organisation of the designated centre. 
 
Action required:  
 
Provide each resident with the freedom to exercise choice to the extent that such 
freedom does not infringe on the rights of other residents.  
 
Reference: 

Health Act, 2007 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Standard 2: Consultation and Participation  
Standard 17: Autonomy and Independence  
 

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

Timescale: 
 

Provider’s response: 
 
As stated above our staff allocation has been revised to enhance 
resident care. We endeavour to ensure each residents day is not 
dictated by routine and expectations in our facility. We will 
discuss residents choices with each resident and/or their 
representative at their care plan review, the Residents Forum 
Meeting and on feedback from The Residents Satisfaction Survey 
to identify areas for improvement. 
 

 
 
31st October 
2013 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Residents with poor communications were not facilitated. 
 
There was no access to newspapers for most residents. 
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Action required:  
 
Ensure that each resident is free to communicate at all times, having regard to 
his/her, and other residents’, wellbeing, safety and health. 
      
Action required:  
 
Put arrangements in place for each resident to access radio, television, newspapers, 
and other media. 
  
Reference: 

Health Act, 2007 
Regulation 11: Communication  
Standard 1: Information  
Standard 17: Autonomy and Independence  
Standard 20: Social Contacts  

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

Timescale: 
 

Provider’s response: 
 
Staff have since inspection received training in Communication 
and Challenging Behaviour as part of our training schedule. 
 
National newspapers are available for residents. Television and 
radio are also available. The local library has been contacted re 
provision of a library service. 
Training in communicating will be run in-house on Wednesday 
16th and 23rd of October by an external consultant. 
 

 
 
Training October 
16th and 23rd. 
 
Expanded 
Activities 
Programme to be 
rolled out by 
November 20th. 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Visiting times displayed outlined restrictive visiting hours in place. 
 
Action required:  
 
Ensure that there are no restrictions on visits except when requested by a resident or 
when the visit or timing of the visit is deemed to pose a risk. 
 
Reference: 

Health Act, 2007 
Regulation 12: Visits  
Standard 20: Social Contacts 

 
 
 



Page 53 of 56 
 

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

Timescale: 
 

Provider’s response: 
 
Open visiting hours has been implemented. 
 

 
 
Completed 

 
Outcome 17: Residents’ clothing and personal property and possessions 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Some residents were provided limited storage space for their clothing. 
 
Action required:  
 
Provide adequate facilities for each resident to appropriately store, maintain and use 
his/her own clothes. 
 
Reference:  

Health Act, 2007 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 

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

Timescale: 
 

Provider’s response: 
 
Additional wardrobe has been provided for the room in question. 
 

 
 
Completed. 

 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
An insufficient number of staff were rostered to meet the assessed needs of 
residents. 
 
Care assistants who worked at night time, carried out a number of other duties in 
addition to their care duties, such as cleaning and breakfast duties. 
 
There was no formal system in place to review staffing levels. 
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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. 
 
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 with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We are currently reviewing our staffing levels and skill mix of 
staff on duty at any given time. 
Staffing levels have been reviewed based on RQIA guidelines and 
dependency levels of residents using the Bartel assessment tool. 
There are two nurses on duty daily 8am to 4pm then one nurse 
from 4pm to 8pm and four health care assistance from 8am to 
8pm. 
Night duty one RGN 8pm to 8am, two health care assistance 8pm 
to 12 midnight then one health care assistance till 8am. 
Night staff will continue to clean such items as hydro tilt chairs, 
armchairs, wheelchairs, trolleys etc. as these cannot be cleaned 
during the day shift.  
Regarding our health care workers, it is part of their job 
description to under take any other duties which may be 
reasonably required. 
The health and safety of our residents and infection control 
remain part of all health care workers job description.  
We are looking at ways to clean items used by residents during 
the day ie chairs ect.. at an earlier time, but as most of our 
residents are settled in their rooms by 10pm or so and there are 
three members of staff on till 12 midnight, it is safer to clean 
such items between 10pm and 12 midnight. One carer can 
changed uniform and do some cleaning this leaves a nurse and 
carer free to tend to residents needs. 
 

 
 
 
24th October 
2013. 

 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Staff files reviewed did not contain all the information required by the Regulations. 
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Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory information 
and documents specified in Schedule 2 of the Regulations have been obtained in 
respect of each person. 
 
Reference:  

Health Act, 2007 
Regulation 18: Recruitment 
Standards 22: Recruitment  

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

Timescale: 
 

Provider’s response: 
 
We are currently reviewing our Recruitment and Induction Policy. 
Staff files are been updated. 
 

 
 
31st October 
2013 

 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Staff had not been provided with sufficient education and training to enable them to 
provide up to date care in relation to such areas as the management of 
PEG feed, catheter care, nutrition, restraint, and falls.  
 
Bank nurse staff work who worked nights had not been provided with training 
appropriate to their role. 
 
The supervision arrangements for care staff at night time and weekends were 
inadequate. 
 
Action required:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
  
Action required:  
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
Reference:  

Health Act, 2007 
Regulation 17: Training and Staff Development 
Standard 24: Training and Supervision 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
As stated in Outcome 11 above a schedule of future training will 
be submitted to HIQA on confirmation of all training dates. ALL 
staff including bank staff will be requested to attend same. 
 

 
 
Dates to be 
confirmed 

 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
There was no evidence of Garda Síochána vetting for external service providers. 
 
Action required:  
 
Ensure volunteers working in the designated centre are vetted appropriate to their 
role and level of involvement in the designated centre. 
 
Reference:  

Health Act, 2007 
Regulation 34: Volunteers 
Standard 22: Recruitment  

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

Timescale: 
 

Provider’s response: 
 
Garda vetting has been submitted for all external service 
providers. The time scale for return of vetting is taking longer 
than usual (up to 3 months). We have no volunteers working at 
our centre at present. 
Work experience staff are garda vetted through their college and 
references obtained from their college prior to commencement of 
work experience. A mentor is allocated to work with and 
supervise all work experience staff at Aisling House. 
 

 
 
Ongoing. 

 


