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Centre name:

Melview House Private Nursing Home

Centre ID: 0250

Prior Park
Centre address:

Clonmel

Co Tipperary

Telephone number:

052-6121716

Email address:

matron@melviewcare.ie

Type of centre:

X Private [ ] Voluntary [ ] Public

Registered providers:

Melview Care Ltd

Person in charge:

Davina Hanly

Date of inspection:

10 January 2013 and 11 January 2013

Time inspection took place:

Day 1 - Start: 12:00hrs Completion: 21:00hrs
Day 2 - Start: 10:00hrs Completion: 19:00hrs

Lead inspector:

Mary Moore

Support inspector:

Catherine O’Keeffe

Type of inspection:

[ ] Announced <] Unannounced

Purpose of this inspection
visit:

[ ] Application to vary registration conditions

[] Notification of a significant incident or event

[_] Notification of a change in circumstance

[_] Information received in relation to a complaint
or concern

X] Follow-up inspection
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About the inspection

The purpose of inspection is to gather evidence on which to make judgments about
the fitness of the registered provider and to report on the quality of the service. This
is to ensure that providers are complying with the requirements and conditions of
their registration and meet the Standards, that they have systems in place to both
safeguard the welfare of service users and to provide information and evidence of
good and poor practice.

In assessing the overall quality of the service provided, inspectors examine how well
the provider has met the requirements of the Health Act 2007, the Health Act 2007
(Care and Welfare of Residents in Designated Centres for Older People) Regulations
2009 (as amended) and the National Quality Standards for Residential Care Settings
for Older People in Ireland.

Additional inspections take place under the following circumstances:

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

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

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

to randomly “spot check” the service.

All inspections can be announced or unannounced, depending on the reason for the
inspection and may take place at any time of day or night.

All inspection reports produced by the Health Information and Quality Authority will
be published. However, in cases where legal or enforcement activity may arise from
the findings of an inspection, the publication of a report will be delayed until that
activity is resolved. The reason for this is that the publication of a report may
prejudice any proceedings by putting evidence into the public domain.
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About the centre

Description of services and premises

Melview House Nursing Home was originally a 57-bed facility established in 1970 and
is now owned by Melview Care Ltd. Long-term, convalescence and respite care are
provided. Although originally registered for 57 beds, the centre is now operating as,
and has applied to be registered as, a 50-bedded facility, due to some operational
reorganisation of accommodation.

On the day of inspection, there were in total 35 residents living in the centre, all of
whom were in receipt of long-term care. Two residents were temporarily absent from
the centre and were receiving care and treatment in the acute services.

Melview House is almost 200 years old; it was originally built as a private dwelling
and in later years was used as a convent and medical facility by a religious order, the
Medical Missionaries of Mary. It has operated as a nursing home in private ownership
since about 1985. Melview House is an architecturally significant listed building. It is
a three-storey over-basement structure; resident accommodation is provided on the
ground, first and second floors. The basement area primarily accommodates service
areas, staff facilities and administration offices. The following description of the
premises reflects the alterations that have been made by the provider in response to
previous inspection findings and fire safety requirements.

The main entrance provides access to the ground floor of the main building; the
entrance retains the original three limestone steps. A ramp is provided, leading to a
small lobby area or porch and the main reception area.

The ground floor accommodation consists of a sitting room and dining room for
residents, and four bedrooms providing accommodation in total for eight residents in
four two-bedded rooms. Two of these bedrooms are en suite with toilet, wash-hand
basin and assisted shower. There is a bathroom with toilet, wash-hand basin and low
level bath with electric seated insert, and a further single toilet provided for
residents’ use. A sluice room, staff toilet and changing facilities and the laundry are
also accommodated on the ground floor. The oratory has been relocated from its
original location on the first floor to the ground floor but three steps down are
required to be negotiated in order to access it. From the ground floor, there is access
to adjoining buildings originally used as stables that now accommodate
administration offices, a meeting room, mortuary, a smoking area for staff and boiler
rooms.

The basement is accessed from the ground floor by means of a restricted stairwell
and accommodates the main kitchen and ancillary stores, offices for the person in
charge, and changing and toilet facilities for catering staff.

The first floor is accessed by means of a stairwell from the ground floor that leads

directly to the nurses’ station; a further stairwell leads to a large central landing area,
residents’ bedrooms, and the lift and lobby area. There are four bedrooms providing
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accommodation for 12 residents, two two-bedded rooms and two four-bedded
rooms, none of which are en suite. One of the two-bedded rooms replaces the
original residents’ communal/dining area. There is a bathroom with toilet, wash-hand
basin and assisted shower and a second separate toilet and wash-hand basin
provided for residents. A further stairwell leads up to the second (top) floor; again
there is a main central landing with a residents’ sitting/dining room and three
bedrooms providing accommodation for ten residents, one twin bedroom and two
four-bedded rooms. These bedrooms are not en suite; a bathroom with a toilet,
wash-hand basin and assisted shower and a separate toilet and wash-hand basin are
again provided.

Further resident accommodation is provided in what has been to date referred to in
the centre as the “back block” or the “back wing” but has recently been renamed the
Orchard wing. This is a later construction circa 1950’s accessed from the first floor
nurses’ station and currently provides accommodation for 20 residents. There are 13
single rooms, two twin-bedded rooms, and one three-bedded room; one of the twin-
bedded rooms is en suite with toilet, wash-hand basin and non-assisted shower.
There are two bathrooms with toilet, wash-hand basin and assisted showers, a
bathroom with toilet, wash-hand basin and floor level bath, and one further single
toilet available for residents’ use. This ‘back wing” originally provided for only one
sitting room/dining room and a separate dining room has been provided in the area
that originally served as the chapel; access to it, however, is again dependent on the
negotiation of steps. Some rooms have been reconfigured to provide a temporary
nurses’ station and other service areas such as a cleaners’ room and storage.

A passenger lift is in place but only serves the central block of the premises from
basement to top floor level; it does not facilitate access to the Orchard wing or the
nurses’ station which are accessed only by means of stairwells.

Outside there is some seating to the front of the building, an area of decking to the
rear of the building and a large green area to the rear of the premises, which were
originally tennis courts. There is ample car parking to the front of the building.

Location

Melview House is situated in a cul-de-sac on a spacious mature site, in a residential
area slightly removed from the town centre of Clonmel.

Date centre was first established: 1970
Number of residents on the date of 33 plus two residents absent and
inspection: receiving care in the acute sector

Number of vacancies on the date of
inspection: 15
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Dependency level of Max High Medium Low
current residents
Number of residents 3 13 6 13

| Management structure

Melview House Nursing Home has been owned by Melview Care Ltd since 2005. Mr

Dermot Dougan, a director of Melview Care Ltd, is the nominated Registered

Provider. The nominated Registered Provider had on 1 June 2012 entered into a
business agreement with a company, referred to in this report as the contracted
managers, to provide “nursing home management services” in the centre.

Mr Dermot Dougan remains the legally responsible registered provider. The Person in
Charge (PIC), Davina Hanly, reports to the contracted managers. There are
approximately 50 staff employed comprising nursing staff, care assistants, household
staff, catering staff, administration and maintenance staff. All staff report to the

Person in Charge.

Person . =ty .

Staff in Nurses Care | Catering and Admin | Other

designation Char staff staff laundry | staff | staff
ge
staff

Number of

staff on
duty on day 1 2 7 2 3 1 3*

of
inspection

* The maintenance general person, the activities coordinator, the support services
supervisor (care coordinator)

Background

Based on the failures to meet regulatory requirements as identified during all
previous inspections, on 22 June 2012 written notice was issued to the provider of
the Chief Inspector’s decision to refuse and cancel the registration of Melview House
Nursing Home. On that date the Chief Inspector also requested in the interests of the
health and welfare of residents that no new residents be admitted to the centre
during the process set out in the notices to cancel and refuse the registration of the
centre. On 20 July 2012, written notice was issued to the Chief Inspector advising
that pursuant to Section 57 (1) of The Health Act 2007 the provider was to exercise
his right of appeal to the District Court concerning the decision of the Chief
Inspector.

The last inspection, the tenth inspection of the centre was a two-day unannounced

inspection on 12 November 2012 and 13 November 2012. On that occasion
inspectors followed up on the action plans issued to the provider further to the
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inspections of 24 September 2012 and 15 October 2012 (as the latter had focused
only on core findings of the September inspection), and the regulatory breaches and
grounds for refusal and cancellation of registration as outlined in the Notices issued
by the Chief Inspector in June 2012. There was evidence of improvement and given
previous poor and concerning inspection findings the improvement noted was
significant. Of the 21 breaches of the regulations inspectors were satisfied that seven
breaches were fully resolved, seven breaches were substantially resolved but further
improvement was required, two breaches were partially resolved with some but not
adequate improvement noted and five breaches were not resolved including the
design and layout of the premises. The issues that had been fully or substantially
resolved were core areas of care, practice and service delivery directly relevant to
the safety, wellbeing and quality of life of residents living in the centre. Consequently
there was evidence of enhanced outcomes for residents such as in falls prevention,
nutrition, healthcare and end-of-life care. Residents looked well and in their willing
and open engagement with inspectors they demonstrated a sense of empowerment
and clear expectations as to their daily life in the centre.

There was evidence of the consolidation of a robust management structure, a culture
of review and improvement, the management of issues that had previously
contributed to poor inspection findings and an understanding of and the
implementation of regulatory requirements.

However, inspectors observed some evidence of lingering attitudes and practices that
would require ongoing robust supervision and management to ensure that the
improvements achieved were sustained and further and outstanding improvements
were realised. A new action in relation to manual handling was issued and in total,
based on the inspection findings the provider was issued with 15 actions outlining
the outstanding improvements.

Summary of findings from this inspection

This inspection, the 11t inspection of the centre, was a two-day unannounced
inspection. Inspectors followed up on the action plan issued to the provider further
to the inspection of 12 November 2012 and 13 November 2012, and the regulatory
breaches and grounds for refusal and cancellation of registration as outlined in the
Notices issued by the Chief Inspector in June 2012.

Overall the observations and findings of inspectors were positive. Inspectors found
the centre organised and adequately staffed; the person in charge was on duty.
Inspectors were satisfied that the improvement noted in November 2012 had been
sustained with some further improvement noted. Residents looked well and those
spoken with reported feeling well and reported satisfaction with the care and services
received by them. There was evidence of ongoing commitment to a culture of review
and improvement.

However, there was still some evidence that staff were not adequately supervised or
directed at all times resulting in deviations in the delivery of planned care to

Page 6 of 32




residents. In addition, while inspectors were satisfied with the improved standard of
care delivered to residents, it was of significant concern to inspectors that the
precautions in place to control a specific risk had not been implemented and all
reasonable measures and appropriate plans of care to prevent harm or injury to any
person in the designated centre had not been taken or put in place despite the fact
that the risk was clearly established. The person in charge and the contracted
manager were issued with an immediate action plan to rectify this concerning deficit
in care prior to the conclusion of the inspection.

Of the 15 actions issued to the provider inspectors found that four were satisfactorily
resolved, three were substantially but not completely resolved, three were partially
resolved and five were not resolved. The further improvements required were again
set out for the provider in eleven actions in the action plan at the end of this report.
The required improvements related to:

the premises

manual handling practice

complaints management and the learning gained from complaints

systems and procedures for the protection of residents

recruitment practice

precautions, interventions and care plans to manage clearly defined risk and
so protect and safeguard residents in so far as was reasonably practicable.

On the 25 January 2013, the provider Melview Care Ltd withdrew its appeal to the
District Court and the Chief Inspector, having been satisfied that the regulatory
breaches and grounds for refusal and cancellation of registration as outlined in the
Notices issued by the Chief Inspector in June 2012 had been substantially addressed,
registered the centre on that date for the accommodation of 29 residents. Two
amended conditions were attached to the conditions of registration and a new
provider with legal responsibility for the centre was also registered on that date,
Sonas Nursing Homes Management Company Ltd.
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Actions reviewed on inspection:

1. Action required from previous inspection:

Review the manual handling assessments and care plans of residents in line with
their needs and current best practice in manual handling.

Ensure that sufficient contemporary, evidence-based assistive devices are available
to staff in line with the assessed needs of residents. Staff are trained in the use of
such equipment, training is evidence-based and provided by a suitably qualified,
accredited and competent person.

Ensure that all staff at all times for the residents and their comfort and safety,
adhere to the instructions outlined in the manual handling plans.

This action was not satisfactorily addressed. There was evidence that action had
been taken in response to the action plan such as a meeting of the health and safety
committee, the appointment of a responsible staff member and further input from
the physiotherapist. Certificates were in place confirming that equipment such as
slings and hoists had been serviced in October 2012. The manually operated hoist on
the top floor had been replaced. One bed had been removed from a four-bedded
room to facilitate room for the safe use of the hoist. Staff training records reviewed
were current and within mandatory requirements. There was evidence of improved
practice and one resident reported enhanced comfort as a result of the provision of
and the implementation by staff of a handling belt and turntable; manual handling
plans seen had been reviewed and updated and some staff spoken with were fully
conversant with them.

However, the inspector saw that:

one resident’s care plan contained three differing manual handling instructions
completed by three different staff within a short timeframe

not all staff spoken with were familiar with the manual handling plans of all
residents in their care and described practice that was unsafe and not in line
with residents’ manual handling plans

all staff were not proficient in the operation of a hoist outlined as required for
two residents and were clearly not familiar with its use

there was a lack of clarity as to the safe compatibility of slings and hoists and
staff spoken with were not competent to assess this compatibility.

2. Action 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.

This action was not resolved. The physical design and layout of the building is not
suitable for its stated purpose. It does not meet residents’ individual and collective
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needs; it is difficult to supervise and poses significant challenges to the provision of
safe, quality care and services.

3. Action required from previous inspection:

The person in charge will ensure that the falls care plan and supporting risk
assessments are re-evaluated and updated in a timely and safe manner as indicated
by the residents’ changing needs and significant events. All elements of the care
plan, assessments, planned care, and carers’ care plan are clearly understood and
communicated to staff and demonstrate an integrated, consistent and safe plan of
care that is implemented in practice.

This action was partially resolved. The inspectors reviewed the falls care plans for
four residents with a history of falls and found that two were congruent with the care
implemented but two were not; each care plan seen had been reviewed monthly.
The inconsistencies noted had the potential to increase the resident’s risk for falls
and consequent injury. The inspector found that:

One fall recorded in the daily nursing notes of a fifth resident had not been
recorded in the accident and incident log or brought to the attention of the
person in charge

all care staff spoken with did not recognise and were not aware of the
function of the high falls risk alert sticker utilised in practice

one resident’s chair movement alarm mat identified in his falls care plan and
carers care plan as a falls prevention strategy was not in place for his safety
throughout the second day of inspection

the error noted on the last inspection in that the resident’s movement alarm
mat was not referenced in the carers care plan had not been rectified.

Three falls were recorded in the accident and incident log since the last inspection.
Each incident was reviewed by the person in charge and interventions identified by
these reviews such as physiotherapy assessment and medical review were seen to
have been acted on.

4. Action required from previous inspection:

The person in charge will ensure that management systems and adequate staffing
are in place that ensures all staff are appropriately supervised on a regular basis
appropriate to their role.

The person in charge will ensure that at all times there are formal systems in place
to ensure that care is adequately supervised and monitored by a competent
registered nurse so that care and services are delivered in accordance with best
practice and the needs of the resident as set out in their plan of care. These systems
clearly identify deficits and omissions in care and the recording of care; corrective
action is taken where deficits are identified.
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This action was substantially resolved. The inspector reviewed the staff rosters from
13 December 2012 to 9 January 2013. Adequate staffing levels and skill mix had
been maintained and were relatively consistent. There was a nurse on duty and in
charge of the centre at all times and this was indicated on the roster.

There was visibility of the person in charge, nursing staff and the contracted
managers in the clinical areas; the latter were present in the centre on average twice
weekly and staff described them as approachable and supportive.

The person in charge reported that the formal appraisal of staff was almost complete
and that no further significant problems or deficits had been identified. Records
reviewed indicated that practical audits of daily routines and care practices had been
undertaken in November 2012 and December 2012. Both good practice and areas
requiring improvement such as attention to call-bells and poor use of personal
protective equipment were identified and brought to the attention of the relevant
staff.

Further staff training had been facilitated. Training records indicated that
approximately 30 staff had attended falls management training and six nursing staff
had attended wound management training. Additional completed training included
medication management and food hygiene. Ten staff had received further training on
the use of the care assistants care delivery record.

Management convened staff meetings to brief staff on inspection findings
acknowledging both the improvements achieved but also further improvement
required.

However, while the observations of the inspectors were generally positive there was
still some evidence that staff were not adequately supervised or directed at all times.
This was evidenced in relation to the findings on manual handling practice,
medication administration practices, the implementation of falls prevention strategies
and in one interaction between staff in relation to allocated responsibilities.

5. Action required from previous inspection:

Put in place recruitment procedures to ensure no staff member is employed unless
the person is fit to work at the designated centre and full and satisfactory
information and documents specified in Schedule 2 have been obtained in respect of
each person.

Put in place recruitment procedures to ensure the authenticity of the staff references
referred to in Schedule 2. There is clear evidence of this.

Put in place recruitment procedures to ensure that no staff members are employed in
the designated centre unless they have qualifications suitable to the work that they
are to perform. There is clear evidence of this.
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This action was substantially resolved. The inspector reviewed three staff files and
found that they contained all of the documentation specified in Schedule 2. There
was independent evidence that the person was mentally and physically fit for the
purposes of the work which they were to perform and evidence that they were
suitably qualified to perform that work.

However, references on file were still largely of a testimonial nature and there was
insufficient evidence of their verification; regulatory requirements were discussed
and clarified with the person in charge and the contracted managers.

While a photograph was on file it was not in a format that constituted photographic
identification.

The inspector saw that the formal phased, comprehensive, structured induction
process that had been introduced continued with the most recently recruited staff. A
review of the roster confirmed that staff on induction were retained in a
supernumerary capacity for a defined period.

6. Action required from previous inspection:

Put in place suitable arrangements and appropriate procedures and written policies in
accordance with current regulations, guidelines and legislation for the handling and
disposal of unused or out-of-date medicines and ensure staff are familiar with such
procedures and policies.

Put in place suitable arrangements and appropriate procedures and written policies in
accordance with all relevant guidelines for the definition and management of
medication errors and near misses to include all elements of the medication
management cycle and ensure staff are familiar with such procedures and policies.

This action was substantially resolved and the actions outstanding from the last
inspection had been implemented. A new system for the supply of medications was
in place and nursing staff had attended training on its implementation. New policies
and procedures were in place for the management of medication errors and the
disposal of unused or unwanted medications.

However, there was evidence to indicate and some nursing staff spoken with
confirmed that nursing staff implemented potentially unsafe medication
administration practices. The structure of the building did at times restrict the use of
the medication trolley but the practice adopted was unnecessary.

Clarity and improvement was required in the safe management of medication that
was nhot administered/refused by a resident.

While an alphabetical code was utilised to record deviations in medication

administration such as withholding or refusal of medication, the space available on
the administration record was limited and was insufficient for recording comments.
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7. Action required from previous inspection:

The person in charge shall ensure that each resident is provided with food and drink
in quantities adequate for their needs, which is properly prepared, cooked and
served; is wholesome and nutritious; offers choice at each mealtime; is varied and
takes account of any special dietary requirements; and is consistent with each
resident’s individual needs and preferences.

Provide adequate, appropriate assistance to residents who, due to infirmity or other
causes, require assistance with eating and drinking.

This action was satisfactorily resolved. While some minor deviations were noted the
inspector was satisfied that residents were in receipt of suitable and sufficient
nutritional care and support; there were no findings of significant concern or risks
identified. Residents’ weights were monitored at a frequency that was appropriate to
their needs and while some fluctuations were noted in the records reviewed,
residents’ weights were relatively stable and action was taken by nursing staff in
response to any weight loss of concern including monitoring of dietary intake and
referral to dietetic services. As outlined in the provider’s response to the action plan,
residents had been provided with assistive equipment to enhance their independence
at mealtimes. Staff spoken with were familiar with the specific requirements of
residents as communicated to them by the person in charge and in the carers care
plan; catering staff were clear on the use of supplements and fortified foods.

Staff had completed satisfaction surveys with residents in relation to the meals
provided or any areas identified as requiring improvement; the surveys reviewed
were generally positive and signed by the resident where possible. What was not
clear from the records, however, was the action taken and the resident’s subsequent
satisfaction; this was discussed with staff so as to enhance the effectiveness of the
consultation process. Residents spoken with told the inspector that requests they had
made such as increased portion sizes or specific choices were facilitated.

While a menu was in place the choices available were somewhat repetitive and the
contracted manager committed to ongoing and further improvement.

8. Action required from previous inspection:

Ensure that the policy on and procedures for the prevention, detection and response
to abuse are fully implemented at all times.

Ensure that all necessary arrangements including training of all staff aimed at
preventing residents being harmed or suffering abuse or being placed at risk of harm
or abuse are in place.

Review and amend the centres policy and procedure for the management of
residents’ personal property and possessions. Policy and procedure to manage any
allegations of theft in a spirit of fairness, openness and partnership is clearly
outlined.
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Policy and procedure in relation to residents personal property, valuables and monies
shall at all time reflect the liability of the provider as outlined in Regulation 26 (1).

This action was not satisfactorily resolved. The policy and procedures for the
prevention, detection and response to abuse had been reviewed, amended and
implemented in practice on 22 October 2012; it had, however, been read only by
three further staff members since the last inspection; to date it had been signed as
read and understood by 21 staff, approximately half of those employed. Elements of
its protective/preventative component were not implemented in practice as staff
references had not been verified as directed in the policy. A review of the staff
training matrix and staff files indicated that at least five staff employed had not
attended education on the centre-specific arrangements for the prevention, detection
and response to abuse further to their employment in the centre.

The policy governing the management of residents’ personal property had been
amended; it did address the investigation and management of suspected theft but it
still contained a disclaimer that was in contradiction of Article 26(2) of the Health Act
2007 (Care and Welfare of Residents in Designated Centres for Older People)
Regulations 2009 (as amended).

9. Action required from previous inspection:

Each resident, regardless of location, diagnosis and physical and/or cognitive ability
is given opportunities for participation in meaningful and purposeful activity and
occupation that suits his/her needs preferences and capacities, previous routines,
social, religious and recreational interests.

Facilitate, by means of education and supervision, all staff to have up-to-date
knowledge and skills to allow them to respond to and manage all residents and those
residents who exhibit behaviour that is challenging in a manner that it is respectful
and promotes positive person-centred outcomes for residents.

Ensure that each resident is free to communicate at all times, having regard to
his/her, and other residents’, wellbeing, safety and health.

Put in place adequate arrangements to ensure the operations of the designated
centre are conducted with due regard to the sex, religious persuasion, racial origin,
cultural and linguistic background, and any disability of residents.

This action was satisfactorily resolved. Based on their observations and residents and
staff spoken with, inspectors were satisfied that consolidated equitable systems were
in place for the provision of meaningful and therapeutic activity and engagement.
The inspectors saw that a range of group and individual activities were facilitated
including music, physical activities, skittles, one-to-ones and quizzes; the location of
activities was rotated and/or care staff facilitated residents to attend and participate.
A suite of documentation was in place indicating that individualised programmes
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were devised and resident participation was monitored and evaluated on a monthly
basis by the activities coordinator. The activities coordinator had also recently
completed the Sonas programme (a therapeutic communication activity primarily for
older people with dementia that focuses on sensory stimulation) who explained to
the inspector how she implemented this in practice. Further training in dementia and
challenging behaviours was identified for February 2013. Care plans were in place for
residents with challenging behaviours and there was evidence of other good practice
such as the utilisation of behaviour mapping tools and the exploration of antecedents
to behaviour.

Staff resident interactions observed were positive with staff seen to reassure
residents in a timely fashion, explain care interventions to them and employ diversion
strategies such as music and hand massages.

10. Action required from previous inspection

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. The action taken to manage the
risk including the implementation of the required controls by the responsible person
is recorded.

Ensure that the risk management policy covers the precautions in place to control
the following specified risk: self-harm.

This action was partially resolved. The actions outstanding from the last inspection
had been implemented. The risk register was comprehensive, encompassed a broad
range of centre-specific environmental, operational, clinical and non-clinical risk
assessments; these had been reviewed as requested to reflect that controls required
to reduce or manage the risk had been implemented and the person responsible for
their implementation. A hazard identification and control tool for the risk of self harm
as required by Article 31 was in place. Systems were in place for the ongoing
monitoring of potential environmental hazards; records reviewed indicated that
remedial action was taken.

The inspector saw documentation indicating that a Further Education and Training
Awards Council (FETAC) Level 5 safety representative programme was being sourced
for a nominated staff member.

However, the precautions in place to control a specific risk had not been
implemented and all reasonable measures to prevent harm or injury to any person in
the designated centre had not been taken despite the fact that the risk was clearly
established. This is discussed further in relation to care planning.

Residents who consumed tobacco were risk assessed; an effective assessment tool
was in place, was reviewed monthly and established each resident’s requirement for
staff supervision while smoking. The assessment tool referred to the policy on
smoking as did the risk assessment for smoking in the risk register. However, staff
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spoken with confirmed that there was no policy on the consumption of tobacco by
residents.

11. Action required from previous inspection:

The person in charge will ensure that all complaints and comments are fully
recorded, investigated and explored with staff for feedback and future learning.
Measures required for improvement that are in line with best practice, regulatory
requirements and person-centred and that clearly address the genesis of the
complaint are identified, implemented and evaluated and there is clear evidence of
this.

Ensure that any resident who has made a complaint is not adversely affected by
reason of the complaint having been made.

The provider shall ensure that issues raised individually by residents, by the
residents’ representative group, or the resident’s advocate are acknowledged,
responded to and recorded, including the actions taken in response to issues raised.
Action taken in response to the issues raised clearly demonstrates change and
improvement on all matters significant to and affecting the quality of life of the
resident.

This action was not satisfactorily resolved. Improvements were required in relation to
the maintenance of complaints records. It was not clear what change, improvement
or learning was affected further to a complaint received where it was evident that
learning and improvement was required.

One formal complaint was logged since the last inspection. The matters raised by the
complainant were clearly logged as were the actions taken by the complaints officer
(the person in charge) to investigate the matters raised. However, further
supplementary documentation including a letter to the complainant was kept
separate to the complaints log and was filed in the resident’s care plan. It was not
clear if the complainant had been advised of the appeals process. While it was
evident from the inspection process that improvement was required to improve
current practices and prevent reoccurrence; this was not identified or brought about
by the management of the complaint. These improvements are discussed in the
relevant sections of the report and in the action plan.

Customer feedback surveys had been completed with 18 residents since the last
inspection. The feedback received was positive with residents rating aspects of the
service such as meals, attendance to personal needs, the respect shown to them and
choices offered as very good or excellent. However, where improvement was
indicated as required this was not adequately explored further with residents to
determine the reasons why, nor was it clear what action was taken. For example
inspectors could not establish from staff what specific action had been taken in
response to a request for more music sessions from residents.
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The person in charge reported that there had been no meeting of the residents
committee in December 2012.

12. Action required from previous inspection:

The person in charge will ensure that the care plan is based on an accurate, current
comprehensive evidence-based nursing assessment, reflects the assessment
findings, the resident’s actual needs and sets out in detail the action to be taken by
staff for each individual resident including actions prescribed following referral to
other relevant health care professionals, thereby ensuring the provision of suitable
and sufficient care. The person in charge shall ensure that all planned care is
actually implemented and delivered and any omissions or deviations are identified
and rectified.

Provide each resident with a high standard of evidence-based nursing practice.
Provide staff with education, training and evidence-based policy to guide, inform

and enable them to provide care in accordance with contemporary evidence-based
practice, specifically in relation to wound care.

This action was partially resolved. Inspectors reviewed the care plans of six residents
with specific needs and care requirements such as wound care, falls prevention,
compromised nutrition, chronic respiratory illness and challenging behaviours. Overall
the standard of care planning was good. Care plans and planned interventions were
individualised, they were reviewed at least monthly or more frequently where
required; supporting risk assessments were also seen to have been updated at least
monthly. A carers’ plan of care based on the nursing plan of care was in place and
those reviewed were largely congruent with the nursing care plan and provided care
staff with the pertinent information required to adequately care for residents. In
general staff spoken with were familiar with each resident’s care requirements as set
out in their plan of care.

A new wound prevention and management policy referenced to nationally agreed
best practice guidelines was in place dated January 2013. Nursing staff had attended
wound management training. The inspector saw that wounds were managed in
consultation with the relevant GP and tissue viability services; evidence-based
documentation including anatomical charts, wound assessment and management
plans was in place.

However, some inconsistencies and deviations in care were noted and given the
previous poor findings on care planning these reiterate the requirement for a regular
system of audit to ensure that the standard of care planning and the implementation
of care was maintained and improved upon. This has already been discussed in
relation to falls and manual handling. The inspector also saw that nursing staff had
the equipment and knowledge to manage the administration of oxygen therapy in
line with the resident’s oxygen saturation levels. However, three different records
were maintained, no one record was complete and omissions were identified in the
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daily monitoring regime outlined in the care plan. Staff utilised a tool to measure the
presence of depression but it was not clear how this informed care.

It was of significant concern to inspectors that an appropriate plan of care
incorporating risk assessment, precautions and interventions to manage a clearly
defined risk and so protect and safeguard a resident in so far as was reasonably
practicable had not been implemented. Inspectors issued an immediate action plan
to the person in charge to address this concerning deficit prior to the conclusion of
the inspection.

The person in charge continued to monitor the frequency of the medical review of
residents to ensure that they has access to timely and appropriate review and care.
Based on records reviewed inspectors were satisfied that all residents had been
reviewed within a four month timeframe; 13 residents had been medically reviewed
to date in January 2013.

13. Action required from previous inspection:

The provider shall ensure that all the written operational policies and procedures of
the designated centre are reviewed in line with best practice, regulatory and
legislative changes and any recommendation made by the Chief Inspector. Ensure
that all policies have a current evidence base, are centre-specific, have a clear
implementation date and clearly set out for staff centre-specific roles,
responsibilities, procedures and reporting mechanisms.

The person in charge will ensure that staff have available to them, are familiar with
and implement all policies and procedures in practice to guide and inform a high
standard of evidence-based nursing practice. There is clear evidence of this.

This action was not satisfactorily resolved. Incrementally over the course of the most
recent inspections improvement has been evidenced; policies have been devised,
reviewed and amended in line with inspection findings. The process however has not
yet been embedded with further review required as are systems to ensure that all
staff familiarise themselves with and consistently implement centre-specific policies
and procedures. The findings to support this conclusion are discussed in the report in
relation to protection, the recording of falls, accidents and incidents, complaints
management, medication management, recruitment and risk management.

14. Action required from previous inspection:

The person in charge shall ensure that all relevant and accurate information about
each resident who is temporarily absent from the designated centre for treatment at
another designated centre, hospital or other place, is provided to the receiving
designated centre, hospital or other place.

This action was resolved. The inspector reviewed the documentation exchanged with
the admitting facility on the recent temporary transfer of two residents for review
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and treatment. The inspector was satisfied that adequate and accurate medical,
nursing and personal information about the resident was provided to the admitting

facility.

15. Action required from previous inspection:

Staff receive relevant training in operational policies and procedures relating to the
health and safety, including food safety, of residents, staff and visitors so that they
have a sound understanding of the requirement for such procedures, the required
outcomes, the risks and action to be taken when the required outcomes are not

met.

This action was resolved. While attendance certificates were not available for
inspection the training matrix indicated that eight staff including catering staff had
attended a primary food hygiene course on 20 November 2012. Staff spoken with
confirmed their attendance

Page 18 of 32



Report compiled by:
Mary Moore

Inspector of Social Services
Regulation Directorate

Health Information and Quality Authority

24 January 2013

Chronology of previous HIQA inspections

Date of previous inspection:

Type of inspection:

21 September 2010

[ ] Registration

[ ] Scheduled

[] Follow-up inspection
X Regulatory Monitoring

[ ] Announced
X] Unannounced

2 February 2011 and 3 February 2011

X] Registration
[ ] Scheduled
[] Follow-up inspection

X] Announced
[ ] Unannounced

24 May 2011

[ ] Registration
[ ] Scheduled
X Follow-up inspection

[ ] Announced
X] Unannounced

22 July 2011

[_] Registration

[ ] Scheduled

X Follow-up inspection; no report
generated

[ ] Announced
X] Unannounced

7 February 2012 and 8 February 2012

[_] Registration
[ ] Scheduled
X Follow-up inspection

X] Announced
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[ ] Unannounced

29 May 2012, 30 May 2012, 1 June 2012
and 5 June 2012

[ ] Registration
[ ] Scheduled
X Follow-up inspection

[_] Announced
X] Unannounced

15 and 16 August 2012

[ ] Registration
[ ] Scheduled
X Follow-up inspection

[ ] Announced
X] Unannounced

24 September 2012

[ ] Registration
[ ] Scheduled
X Follow-up inspection

[ ] Announced
X] Unannounced

15 October 2012

[ ] Registration
[ ] Scheduled
X Follow-up inspection

[ ] Announced
X] Unannounced

12 and 13 November 2012

[ ] Registration
[ ] Scheduled
X1 Follow-up inspection

[ ] Announced
X] Unannounced
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Health Information and Quality Authority \\\\\\ Health
Regulation Directorate W
¥ and Quality
: i Authority
Action Plan

aqus Cailiocht Slainte

Provider’s response to inspection report ”

Centre: Melview House Private Nursing Home
Centre ID: 0250
Date of inspection: 10 January 2013 and 11 January 2013
Date of response: 6 February 2013

| Requirements

These requirements set out what the registered provider must do to meet the Health
Act, 2007, the Health Act 2007 (Care and Welfare of Residents in Designated Centres
for Older People) Regulations 2009 (as amended) and the National Quality Standards
for Residential Care Settings for Older People in Ireland.

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

Ongoing deficits were noted in manual handling documentation and practice.

Action required:

Put in place one agreed system/responsible persons for the review of manual
handling assessments and care plans of residents in line with their needs and current
best practice in manual handling.

Action required:

Ensure that the correct evidence-based assistive devices are available to staff in line
with the assessed needs of residents. Ensure that all staff are trained and proficient
in the use of such equipment.

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

Ensure that all staff at all times for the residents and their comfort and safety,
adhere to the instructions outlined in the manual handling plans.

Reference:
Health Act, 2007
Regulation 6: General Welfare and Protection
Regulation 17: Training and Staff Development
Regulation 31: Risk Management Procedures
Standard 29: Management Systems

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

Provider’s response:

All healthcare staff (HCA) have received additional training in 29 January 2013
manual handling from the physiotherapist.

Manual handling instructions are only included in the
Multidisciplinary Plan of Care (MDTPOC). This plan is subject to at
least monthly review.

Nursing staff will supervise the HCAs adherence to instructions
outlined in MDTPOC

2. The provider has failed to comply with a regulatory requirement in the
following respect:

The physical design and layout of the building is not suitable for its stated purpose.

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.

Reference:
Health Act, 2007
Regulation 19: Premises
Standard 25: Physical Environment
Standard 28: Purpose and Function
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Please state the actions you have taken or are planning Timescale:
to take with timescales:

Provider’s response:

Plans are in place to upgrade the accommodation in the Orchard | 1 May 2013
Wing to meet the needs of residents. A lift will provide
connectivity between the Main House and the Orchard Wing.

3. The provider has failed to comply with a regulatory requirement in the
following respect:

Inconsistencies were noted in the measures in place aimed at preventing residents
from being harmed or suffering injury or being placed at risk of harm or injury
from falls.

Action required:

The person in charge shall ensure that all elements of the falls prevention/
management care plan; assessments, planned care, and carers’ care plan are clearly
understood and communicated to all staff and demonstrate an integrated, consistent
and safe plan of care that is consistently implemented in practice.

Action required:

The person in charge shall ensure that all staff implement the falls management
policy and the policy for the identification and recording of all incidents, accidents or
adverse incidents involving residents.

Reference:
Health Act, 2007
Regulation 6: General Welfare and Protection
Regulation 31: Risk Management Procedures
Regulation 35: Review of Quality and Safety of Care and Quality of Life
Standard 26: Health and Safety
Standard 30: Quality Assurance and Continuous Improvement

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

Provider’s response:

To avoid inconsistencies in documentation, all instructions in 1 February 2013
relation to falls management are now documented in the
Multidisciplinary Plan of Care only.

All adverse incidents will be reported directly to the director of
care (DOC) who will check that all relevant documentation is
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completed correctly.

Falls management audit which includes the nurses adherence to
falls management policy will be completed by the DOC and
corrective action taken if necessary.

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

There was still some evidence that staff were not adequately supervised and/or
directed at all times and when not supervised/directed they did not implement the
required care and practice.

Action required:

The person in charge will ensure that management systems are in place that ensure
all staff are appropriately supervised on a regular basis appropriate to their role. Care
is adequately supervised and monitored by a competent registered nurse so that
care and services are delivered in accordance with best practice and the needs of the
resident as set out in their plan of care.

Reference:
Health Act, 2007
Regulation 16: Staffing
Regulation 17: Training and Staff Development
Standard 23: Staffing Levels and Qualifications
Standard 29: Management Systems

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

Provider’s response:

All nursing staff will receive training in staff supervision. Revised | Immediate and
system of supervision now in place ongoing

5. The provider has failed to comply with a regulatory requirement in the
following respect:

References on file were still largely of a testimonial nature and there was insufficient
evidence of their verification.

Action required:

Put in place recruitment procedures to ensure the authenticity of the staff references
referred to in Schedule 2. There will be clear evidence of their verification.
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Reference:
Health Act, 2007
Regulation 18: Recruitment
Standards 22: Recruitment

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

Provider’s response:

Standard reference request will be forwarded to all nominated Immediate
referees; verification by telephone will then be sought and
documented in the reference request form.

6. The provider has failed to comply with a regulatory requirement in the
following respect:

There was evidence to indicate that nursing staff implemented potentially unsafe
medication administration practices.

There was insufficient space on the medication administration sheet for recording
comments when deviations in medication administration such as withholding or
refusal of medication occurred.

Action required:

Put in place suitable and appropriate policies and practices in accordance with
current regulations, guidelines and legislation for the administration of medications
and ensure all staff are familiar with and implement such policies and practices. This
includes the maintenance of an adequate record of each drug and medicine refused
or not administered in respect of each resident including any advice given to the
resident about the possible consequences of such a refusal and the
management/disposal of the unused drug or medicine signed and dated by the
nurse.

Reference:
Health Act, 2007
Regulation 25: Medical Records
Regulation 33: Ordering, Prescribing, Storing and Administration of
Medicines
Standard 14: Medication Management
Standard 15: Medication Monitoring and Review
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Please state the actions you have taken or are planning Timescale:
to take with timescales:

Provider’s response:

Suitable and appropriate policies and practices in accordance with | Immediate and
current regulations, guidelines and legislation for the ongoing
administration of medications are now in place.

Regular audit by the DOC to ensure all staff implement the
policies and practices is now in place.

The medication administration record has been amended to
include the maintenance of an adequate record of each drug and
medicine refused or not administered in respect of each resident
including any advice given to the resident about the possible
consequences of such a refusal and the management/disposal of
the unused drug or medicine signed and dated by the nurse.

7. The provider has failed to comply with a regulatory requirement in the
following respect:

The policy on the prevention, detection and response to abuse was not read and
understood by all staff employed and was not fully implemented at all times.

All staff employed had not received education on the prevention, detection and
response to abuse further to their employment in the centre.

The centre’s policy on the management of residents’ personal property was not
explicit in relation to allegations of theft and also contained a disclaimer.

Action required:

Ensure that the policy on and procedures for the prevention, detection and response
to abuse are fully implemented at all times.

Action required:

Ensure that all necessary arrangements including training of all staff aimed at
preventing residents being harmed or suffering abuse or being placed at risk of harm
or abuse are in place. The training programme incorporates the policy and
procedures for the prevention, detection and response to abuse.

Action required:

Review and amend the centres policy and procedure for the management of
residents’ personal property and possessions. Policy and procedure shall at all time
reflect the liability of the provider as outlined in Regulation 26 (1).
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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 Timescale:
to take with timescales:

Provider’s response:

Training aimed at preventing residents being harmed or suffering | 20 February
abuse or being placed at risk of harm or abuse for the remaining | 2013
5 staff will be completed.

The training programme incorporates the policy and procedures
for the prevention, detection and response to abuse.

The centre’s policy on the management of residents’ personal
property is now explicit in relation to allegations of theft and the
disclaimer has been removed.

8. The provider has failed to comply with a regulatory requirement in the
following respect:

The precautions in place to control a specific risk had not been implemented and all
reasonable measures to prevent harm or injury to any person in the designated
centre had not been taken despite the fact that the risk was clearly established.

There was no policy in place governing the consumption of tobacco by residents.

Action required:

The provider shall ensure that precautions to control risks are at all times
implemented where that risk is identified and that all reasonable measures are taken
to prevent in so far as is reasonably possible harm and injury to any person in the
designated centre.

Action required:

The provider shall devise, agree and implement policy and procedures on the
consumption of tobacco. The policy will define, quantify and provide clear guidance
for staff on the supervision of residents while smoking where residents have been
assessed as requiring supervision. The policy will have a safety and health promoting
ethos.
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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 Timescale:
to take with timescales:

Provider’s response:

Precautions to control risks are now implemented where that risk | Immediate and
is identified and all reasonable measures are taken to prevent in | ongoing

so far as is reasonably possible harm and injury to any person in
the designated centre.

Policy and procedure on the consumption of tobacco now in place
The policy defines quantifies and provides clear guidance for staff
on the supervision of residents while smoking where residents
have been assessed as requiring supervision. The policy has a
safety and health promoting ethos.

9. The provider has failed to comply with a regulatory requirement in the
following respect:

It was not clear what change, improvement or learning was affected further to a
complaint received when it was evident that learning and change was required.

Complaint records were fragmented.

Action required:

The provider shall ensure that one complete record of all complaints is maintained.

Action required:

The person in charge will ensure that all complaints and comments are fully
investigated and explored with staff for feedback and future learning. Measures
required for improvement that are in line with best practice and regulatory
requirements and that clearly address the genesis of the complaint are identified,
implemented and evaluated to prevent reoccurrence; there is clear evidence of this.

Action required:

The provider shall ensure that actions required further to issues raised individually by
residents, by the residents’ representative group, or the resident’s advocate are
monitored and implemented. Action taken in response to the issues raised clearly
demonstrates change and improvement on all matters significant to and affecting the
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quality of life of the resident and there is clear evidence of this.

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

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

Provider’s response:

The DOC will ensure that all complaints and comments are fully Immediate and
investigated and explored with staff for feedback and future ongoing
learning. Measures required for improvement will be identified in
line with best practice and regulatory requirements

They will clearly address the origin of the complaint and will
identify measures to prevent reoccurrence.

Actions raised individually by residents, by the residents’
representative group, or the resident’s advocate are monitored
and implemented. Action taken in response to the issues raised
will clearly demonstrate change and improvement on all matters
significant to and affecting the quality of life of the resident.

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

Some inconsistencies and deviations in planned care were noted.
It was of significant concern to inspectors that an appropriate plan of care

incorporating risk assessment, precautions and interventions to manage a clearly
defined risk had not been implemented.

Action required:

The person in charge will ensure that the resident’s care plan is based on an
accurate, appropriate and adequate assessment of the resident’s current and actual
needs. The assessment is based on evidence-based nursing assessment but also
incorporates any other relevant risk assessments, policies, procedures and
information provided by other relevant health care professionals. The care plan sets
out in detail the actions to be taken by staff for each individual resident thereby
ensuring the provision of suitable and sufficient care to the resident. The person in
charge shall ensure that all planned care is actually implemented and delivered and
any omissions or deviations are identified and rectified.
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Action required:

The person in charge shall ensure that the process of care planning is subjected to
timely and adequate audit.

Reference:
Health Act, 2007
Regulation 6: General Welfare and Protection
Regulation 8: Assessment and Care Plan
Regulation 9: Health Care
Standard 10: Assessment
Standard 11: The Resident’s Care Plan
Standard 13: Healthcare

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

Provider’s response:

External and internal audits carried out at frequent intervals Immediate and
The resident’s care plan is now based on an accurate, ongoing
appropriate and adequate assessment of the resident’s current
and actual needs. The assessment is based on evidence-based
nursing assessment and also incorporates other relevant risk
assessments, policies, procedures and information provided by
other relevant health care professionals. The care plan sets out in
detail the actions to be taken by staff for each individual resident
thereby ensuring the provision of suitable and sufficient care to
the resident. The DOC will ensure that all planned care is actually
implemented and delivered and any omissions or deviations are
identified and rectified.

11. The provider has failed to comply with a regulatory requirement in the
following respect:

Further policy review was required as are systems to ensure that all staff familiarised
themselves with and consistently implemented centre-specific policies and
procedures.

Action required:

The provider shall ensure that all the written operational policies and procedures of
the designated centre are reviewed in line with best practice, regulatory and
legislative changes and any recommendation made by the Chief Inspector.

Action required:

The person in charge will ensure that all staff are familiar with and implement all
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policies and procedures in practice to guide and inform a high standard of evidence-

based care and practice. There is clear evidence of this.

Reference:
Health Act, 2007
Regulation 6: General Welfare and Protection
Regulation 17: Training and Staff Development
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:

All staff are supervised to ensure implementation of policies and
procedures in practice.

Al policies and procedure are reviewed in line with best practice,
regulatory and legislative changes and any recommendations
made by the Chief Inspector.

1 February 2013
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Any comments the provider may wish to make:

Provider’s response:

Management and Staff are committed to providing quality care to the residents at
Melview Nursing Home and will continue to work towards improving the quality of life
for all residents.

Provider’s name: Sonas Nursing Homes Management Co Ltd

Date: 6 February 2013
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