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Regulation Directorate
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Designated Centres under Health Act

2007, as amended
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Centre name:

St Augustine’s Community Nursing Unit

Centre ID:

0649

Cathedral Rd

Ballina
Centre address: Co. Mayo
Telephone number: 096-22662

Email address:

StAugustines.CNU@hse.ie

Type of centre:

[ ]pPrivate [ ] Voluntary

X] Public

Registered provider:

Health Service Executive

Person authorised to act on
behalf of the provider:

Michael Fahey

Person in charge:

Marie Hennigan

Date of inspection:

17 April 2013

Time inspection took place:

Start: 12:30 hrs

Completion: 19:45 hrs

Lead inspector:

Mary McCann

Support inspector(s):

None

Type of inspection

[ ] announced

X] unannounced

Number of residents on the
date of inspection:

30

Number of vacancies on the
date of inspection:

3 plus 1 respite
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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 12 of
the 18 outcomes were inspected against. The purpose of the inspection was:

[ ] to inform a registration decision

[ ] to inform a registration renewal decision

[X] 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

XXX XX

Outcome 17: Residents’ clothing and personal property and possessions

Outcome 18: Suitable Staffing

This monitoring inspection was carried out as part of the Health Information and
Quality Authority’s (the Authority) regulatory monitoring function, to check progress
on any outstanding actions from previous inspections and to monitor 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 Persons in Ireland. It was unannounced and took
place over one day.

This was the fourth inspection of this centre. Previous inspection reports are
available on www.hiqga.ie. The last inspection was carried out on the 15 February
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2012 .The original action plan response was forwarded to the Authority on the 16
April 2012. An update to this action plan was forwarded to the Authority on 25
October 2012 and a further update was received on the 19 February 2013.

The inspector met with the person in charge, residents and staff members during the
inspection. The inspector observed practices and reviewed documentation such as
care plans, medical records, accident logs, policies and procedures and staff files.
Residents spoken with by the inspector were complimentary of the service provided
and stated they were “looked after well, the food was good and staff were kind and
helpful”.

Nursing staff had received training in care planning. However, this was an area that
required further review. The risk management policy complied with current
legislation and risk assessments with control measures documented for risks
identified were in place. The person in charge and residents spoken with confirmed
that there were adequate staff on duty to meet residents’ needs.

The inspector reviewed the five actions which comprised of seven requirements from
the previous inspection and found that work had occurred in all action areas
identified. Some actions required further development to ensure substantial
compliance with the regulations. These related to care planning, mandatory staff
training and end of life care plans.

The key measures taken since the previous inspection included:
reduced use of restraint measures and a firm commitment by the person in
charge to move to a restraint free environment
training for staff in care planning and the introduction of a new documentation
system
establishment of a system to review the quality of care offered and the quality
of life of residents at the centre.

The areas for improvement are discussed further in the body of the report. Actions
partially completed and further actions required from this inspection are set out 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 3
The designated centre is managed by a suitably qualified and experienced nurse with
authority, accountability and responsibility for the provision of the service.
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References:
Regulation 15: Person in Charge
Standard 27: Operational Management

Action required from previous inspection:

No actions were required from the previous inspection.

Inspection findings

The current person commenced in post on the 1 March 2012. At interview the
inspector was satisfied the appointed person in charge had a clear understanding of
her responsibilities in the provision of clinical care and the general welfare and
protection of residents. She holds a full-time post and is a registered general nurse.
She has many years experience of working in elderly care services in the UK. All her
mandatory training was up-to-date. She maintained her professional development
and had recently attended study days in:

preceptorship training

infection prevention and control — five day link nurse course

cardiac Pulmonary Respiratory Training

care planning.

The inspector reviewed the duty rosters and found that there were two nurses on
duty in addition to the person in charge each day the person in charge was
scheduled to work. Deputising arrangements for the person in charge were in place -
a senior staff nurse deputised in her absence.

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

Inspection findings:
*Where “Improvements required” is indicated, full details of actions required are in the
Action Plan at the end of the report.
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Insurance Cover
Substantial compliance [] Improvements required *[_]

Put insurance cover in place against loss or damage to the property of residents
including liability as specified in Regulation 26 (2).

This action has been addressed. The provider of this centre is the Health Service
Executive and they have appropriate insurance in place to fulfil the requirements of
the Regulations.

Theme: Safe care and support

Safe care and support recognises that the safety of service users Is paramount. A
service focused on safe care and support is continually looking for ways to be more
reliable and to improve the quality and safety of the service it delivers.

In a safe service, a focus on quality and safety improvement becomes part of a
service-wide culture and is embedded in the service’s daily practices and processes
rather than being viewed or undertaken as a separate activity.

To achieve a culture of quality and safety everyone in the service has a responsibility
to identify and manage risk and use evidence-based decision-making to maximise the
safety outcomes for service users.

Outcome 6
Measures to protect residents being harmed or suffering abuse are in place and
appropriate action Is taken in response to allegations, disclosures or suspected abuse.

References:

Regulation 6: General Welfare and Protection
Standard 8: Protection

Standard 9: The Resident’s Finances

Action(s) required from previous inspection:

No actions were required from the previous inspection.

Inspection findings

The inspector found that measures were in place to safeguard residents. Training
records were available to confirm that staff had received training on identifying and
responding to elder abuse. There were no ongoing investigations with regard to
allegations of abuse at the current time. Staff who spoke with the inspector was
aware of their responsibility to report abuse and as to what constituted abuse. An
independent advocacy service is available. This service attends the centre regularly.
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Policy on protection

A centre-specific policy was available which gave guidance to staff on identifying,
reporting and investigation allegations of abuse. The inspector spoke with the person
in charge who was clear on her responsibility to safeguard residents.

Financial systems

Systems were in place to ensure that residents’ monies were managed in a safe and
transparent way. Guidance on managing residents’ finances was available. The policy
also detailed the management of residents’ personal property and possessions. The
majority of residents managed their own finances but some petty cash was deposited
with staff for safe keeping. Records of all transactions were signed by two staff
members.

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

Manual handling training

All staff had up-to-date training in manual handling. The person in charge was aware
of the requirement, for refresher training in this area and stated plans were in place
to ensure this training was kept up-to-date for all staff.

Fire Safety

The person in charge confirmed that she would check exits daily and maintained a
record of this. In her absence this was completed by her deputising officer. The
inspector viewed the fire records which showed that fire equipment had been
regularly serviced. The inspector found that all fire exits were clear and unobstructed
during the inspection.

The inspector viewed the fire training records and found that four staff had not
received up-to-date mandatory fire safety training. The person in charge informed
the inspector that further training was planned and these staff would be booked on
the next course. All staff spoken to knew what to do in the event of a fire. Fire drills
were not carried out at regular intervals to ensure the theoretical aspect of the
training was put into practice and records of same maintained. No evacuation
procedure was displayed in the centre to aid and assist staff in safe evacuation.
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Emergency plan

The emergency plan had been reviewed on the 13 April 2012. It contained
procedures to take in the event of power failure, loss of heat, gas, water or light, fire
or flood. A generator is available which will activate automatically if required.
Arrangements were in place to relocate to a place of safety should evacuation be
deemed necessary. A list of services to assist should evacuation be necessary was
available.

Accident and incident management

Measures were in place to prevent accidents and facilitate residents’ mobility.
Handrails were provided on both sides of the corridor to promote independence.
Records were maintained of all accidents and incidents. All of the records were dated
and signed by a staff member and by the person in charge or senior nurse on duty.
A policy on prevention and management of falls and fractures in older people and a
document entitled Procedure to be followed in the event of a resident sustaining a
fall were made available to the inspector. Where the incident related to a fall
preventative measures were being taken to prevent reoccurrence, such as review to
physiotherapy, provision of a tactile alarm and/or a low-low bed. However, the falls
risk assessment was not being reviewed to ensure it reflected the current assessed
needs/risk of the resident. There were no falls prevention care plans in place - this is
discussed under outcome 11. All residents who sustained a fall were subject to
neurological observation to ensure they did not sustain a head injury. Clear standard
guidance on the completion of a validated neurological observation scale were in
place. All residents who had an accident or incident were reviewed by their general
practitioner (GP).

Infection control

There were measures in place to control the spread of infection. These included provision
of supplies of personal protective equipment, training for staff in infection control and the
availability of policies and procedural guidelines relating to infection control. The person
in charge had completed an infection prevention and control five day link nurse course
and 33 staff had attended training in infection control to include guidance on safe hand
washing. The environment was noted to be clean. To date this centre has not reported
an outbreak of an infectious disease.

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:

No actions were required from the previous inspection.
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Inspection findings

There was a comprehensive medication management policy in place which provided
guidance to staff on all aspects of medication management.

The inspector reviewed a sample of drugs charts. Photographic identification was
available on the drugs chart for each resident to ensure the correct identity of the
resident receiving the medication and reduce the risk of medication error. The
prescription sheets reviewed were clear and legible. The maximum amount for PRN
medication was indicated on all prescription sheets viewed by the inspector.

The inspector noted that prescribing practices did not comply with best practice. The
prescription sheets and medication records for three residents were inspected.

The following omissions were noted:
dates for discontinuation of medications had not been entered
no signature for discontinuation of medication.

The inspector accompanied a nurse on a medication round and found that nursing
staff were administering medication in line with professional guidelines.

Medications that required special control measures were not checked on this
inspection. However, the person in charge confirmed that a register was kept of
controlled drugs and there were checked by two staff at the end of each shift which
was in keeping with the Misuse of Drugs (Safe Custody) Regulations 1984.

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 that where any serious injury to a resident had occurred this had
been reported as required by the Regulations. Completed incident and accident
forms were audited by the person in charge at the end of each month. Quarterly
notifications were submitted within the statutory timeframe by the person in charge.
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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 required from previous inspection:

Establish and maintain a system for improving the quality of care provided at, and the
quality of life of residents in, the designated centre.

Inspection findings
The action required from the previous inspection was satisfactorily implemented.

At the time of the last inspection the system for quality assurance and continuous
improvement required further development to ensure robust procedures were in
place to ensure the clinical data collected was analysed for trends and actions were
implemented to ensure enhanced outcomes for residents.

The person in charge had commenced a system of audit in order to identify trends
and ensure enhanced outcomes for residents but there was a need to develop this
system further. The inspector reviewed the recent audit completed with regard to
accident and incidents. The inspector found that where areas were identified as
requiring review, these were reviewed which ensured the provision of safer care. For
example on the last accident and incident audit the person in charge found that two
residents almost left the building as the exit doors were not closing properly. The
person in charge ensured that this issue was resolved.

A report on reviews conducted for the purpose of Regulation 35 - Quality and Safety
of Care and Quality of Life was not available.

Outcome 11

Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied health care. Each resident has
opportunities to participate in meaningful activities, appropriate to his or her interests
and preferences. The arrangements to meet each resident’s assessed needs are set out
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in an individual care plan, that reflect his/her needs, interests and capacities, are
drawn up with the involvement of the resident and reflect his/her changing needs and
cireumstances.

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

Actions required from previous inspection:

Put in place appropriate and suitable practices relating to the use of restraints in
accordance with evidenced-based practice.

Set out each resident’s needs in an individual care plan developed and agreed with the
resident.

Ensure assessment findings are reflected in the implementation and planning of care
And care plans are updated in light of revised assessments.

Put in place process whereby personal and social care needs are assessed and
Reflected in the residents care plan.

Inspection findings
The action(s) required from the previous inspection were partially implemented.
Care plans in relation to restraint were not fully reflective of best practice.

A restraint register was in place. A risk assessment is carried out prior to the
application of any restraint measure to ensure that the restraint measure does not
pose a risk to the resident. 33 staff had attended training on the national policy on
promoting a restraint free environment. The centre had reduced their use of restraint
measures and currently three residents had bedrails in use. Monitoring bracelets
were also in use for residents who were assessed as at risk of absconding. While the
person in charge described the use of these as enablers this was not clearly
supported in the documentation reviewed by the inspector. Documents were also not
clear as to what less restrictive options were trialled prior to the use of the restraint
measure. Records were in place showing release times of the restraint measure.
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At the time of the last inspection the inspector found that there was limited evidence
that assessment of social needs had been undertaken.

A” key to me", personal calendar of events was completed for each resident. While
these assessments were comprehensively completed they were not utilised to plan
meaningful activities to ensure person-centred care for residents.

An activity programme was in place and an activity therapist was available. Mass
took place weekly. Other activities included music, bingo, art and reminiscence.
There was a social care assessment completed for each resident. These were poor
evidence available that these assessments were used to assess the suitability of
activities to different residents.

Assessment and care planning

At the time of the last inspection the inspector found that there was not consistent
evidence of consultation with the resident or their significant other in their plan of
care.

Linkage between the assessments and updating the care plans at the three monthly
reviews was poor.

There was not a clear evaluation of the care plan as assessments were not
effectively utilised in the implementation and planning of care at each three monthly
review in all files examined.

While a new care planning system had been implemented and all nursing staff had
received two days training on this system prior to its enactment and staff expressed
a clear view that they wished to ensure that their care plans informed the delivery of
care to residents, the above issues remained.

The inspector reviewed three care files in detail and aspects of other care files were
reviewed. On reviewing case files it was evident to the inspector that assessments
were carried out on each resident. For example, an assessment of the risk of
pressure ulcers, a dependency level assessment and a falls risk assessment to risk
rate propensity to falling.

Issues that still require addressing with regard to care planning include:
information in care plans was not written in a person-centred manner where
person-centred care wishes are recorded and incorporated into care plans, this
gives guidance in daily routines and management plans for staff to follow with
the aim of ensuring residents are involved in their care and care is delivered in
a consistent manner

there was confusion in the care plans reviewed as to what a goal was and what
was an intervention to meet the assessed needs of the resident.

poor evidence of involvement of the residents or their representatives in the

development and review of the care plan.There was a signature of the resident
and/or their significant other on the care plan template on some occasions.
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However, there was no narrative available of a discussion between the resident
and/or their significant other with regard to the care plan as to whether they
agreed, disagreed or wished to make any comment with regard to the care
plan. Consequently, this did not take account of individual residents' choices
and preferences in all aspects of their care

assessments didn’t inform the care plans. For example, where a resident was
assessed on a nutritional assessment there was no link to the outcome of the
assessment in the care plan

care plans were not linked together to give a global view of the residents care.
For example skin integrity, nutrition, mobility and pressure area care were not
linked

care plans were not in place for all identified needs. The inspector noted on
reviewing some of the medication charts that a resident was on diabetic
medication but there was no specific care plan in place on safe management of
the resident’s diabetes. There were falls prevention care plans in place even
where a resident had no history of falling. The person in charge could quite
clearly describe the care they were giving residents and residents informed the
inspector that they were well cared for but the documentation did not support
this

there were no short- term care plans in place for example when a resident had
a chest infection

care plans were not reviewed at three monthly intervals or as required in
response to changing needs.

A brief narrative record of the residents’ health condition and treatment given was
recorded, for example “care as per plan or “slept well” but this was not linked to the care
plans. There was no information with regard to how residents’ spent their day or how
their psychological and social needs were met.

In the absence of clear care plans it is not possible for the provider to ensure that
suitable and sufficient care to maintain the resident’s welfare and wellbeing, having
regard to the nature and extent of the resident’'s dependency is delivered.

Wound care

The person in charge informed the inspector that there was one resident with a
pressure wound on the day of inspection. A wound care chart was in place detailing
the size and condition of the wound. This supported the view that the wound was
improving. While a wound care plan was in place this was not linked to the wound
assessment chart.

Healthcare /provision of allied health care

While there was poor documentary evidence, the inspector found from talking with
the nursing staff and residents that it seemed that residents’ overall healthcare needs
were met and they had access to appropriate medical and allied healthcare services.
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There was evidence of access to general practitioner (GP) services. Residents had
access to a range of other health services, including the services of a physiotherapist
who was available to the centre one day per week. There was evidence in files
reviewed that residents had been seen by an occupational therapist, speech and
language therapy services, ophthalmic and chiropody services as required. Dietician
services were available and there was documentary evidence of reviews by the
dietician. Audiology services were arranged as required via GP referral. All residents
had been seen for an oral hygiene assessment by a local dentist and a plan is in
place that all residents will be seen yearly. The person in charge described how this
had benefited residents.

Outcome 12

The location, design and layout of the centre is suitable for its stated purpose and
meets residents’ individual and collective needss in a comfortable and homely way.
There is appropriate equijpment for use by residents or staff which is maintained in
good working order.

References:
Regulation 19: Premises
Standard 25: Physical Environment

Actions required from previous inspection:

No actions were required from the previous inspection.

Inspection findings

There were aspects of the physical environment which did not meet the Designated
Centres for Older People, Regulations 2009 (as amended) and the National Quality
Standards for Residential Care Settings for Older Persons in Ireland. At the current
time there are three bedrooms accommodating three residents each with shared
access to three en suites, to include a toilet, shower and wash-hand basin. The
inspector discussed with the person in charge legislative requirements with regard to
compliance in this area. The person in charge informed the inspector that plans had
been developed to ensure compliance by 2015.

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 required from previous inspection:

Identify and facilitate personal wishes in relation to end of life care.
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Inspection findings
The action required from the previous inspection were satisfactorily implemented.

The person in charge explained that they accessed the services of the local palliative
care team.

The development plans for the centre includes the establishment of a room, where
relatives/friends can stay overnight should they wish to remain with their loved ones.
Where a twin room is in use the person in charge stated, that they always try to
accommodate the provision of a single room. An oratory is available for quiet prayer
for residents and families.

An end of life policy was available to inform and guide staff.

In the sample of the end of life care plans reviewed, end of life wishes were not
always detailed. Some viewed, recorded 'discussed with son.” However, the outcome
of this discussion was not detailed in the care plan and did not detail whether there
was anything the resident wished the centre to do should the need arise.

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

Nutritional Management/Weight Loss
The nutritional monitoring and management of residents required review.

While staff confirmed that they were aware that some residents had lost weight the
inspector found that there was not a robust system in place to monitor residents’
weights and ensure that when a resident lost weight, this would be detected by staff
and actioned in a timely way thereby protecting residents.

Nutritional assessments using a validated nutritional screening tool were carried out
for all residents. Dietetic services were available to the centre. Residents who
required speech and language therapy input had been seen by this service. However
on files reviewed by the inspector two residents had substantial unintentional weight
loss. At the time of inspection these residents had been seen by a dentition and
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procedures were in place to ensure their safe care. However, on reviewing the
historical documentation with regard to this issue the inspector noted that measures
to combat the weight loss were not enacted in a timely fashion. The person in charge
informed the inspector that these residents had lost weight while inpatients at the
local acute hospital, but the residents were not weighed on return to the centre.
Consequently the resident’s nutritional needs were not reassessed until the residents
were back in the centre for a considerable period of time.

All residents spoken with expressed satisfaction with their meals. Residents who
required assistance were sensitively aided by staff.

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
manaatory 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

Action required from previous inspection:

No actions were required from the previous inspection.

Inspection findings

The inspector reviewed staffing rosters and discussed the staffing levels with the
person in charge. An actual and planned roster was available. A staff handover
occurred at the commencement of the morning and night shift. All nursing staff had
the required up-to-date registration with An Bord Altranais.

The person in charge and residents informed the inspector that they were of the

opinion that the staffing levels were adequate to meet the needs of residents. There
were 30 residents in the centre on the day of inspection. There were two staff nurses
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on duty in addition to the person in charge Monday to Friday. Eight multi task
attendants, six of which were engaged in the direct delivery of care to residents were
also on duty up to 16:00 hrs. In addition there were catering staff, cleaning, laundry,
administration and maintenance staff. A physiotherapist was available one day per
week. On night duty, there were two staff nurses and one carer rostered. The
inspector noted that residents were supervised in communal areas at all times during
the inspection and there was adequate staffs in the dining room at tea time to
ensure residents were assisted in a timely fashion. Staff were observed by the
inspector to have time for conversation with residents and respond to residents’
requests in a timely fashion.

As there were two staff nurses on duty at all times with the person in charge this
gave her time to supervise staff and to fulfil her managerial and supervisory role.
Residents spoken with informed the inspector that staff were always available to look
after them. The inspector was of the opinion that the numbers and skill-mix of staff
was appropriate to the assessed needs of residents, and the size and layout of the
designated centre and that staff were supervised on an appropriate basis pertinent
to their role.

As discussed in outcome seven not all staff have up-to-date fire safety training. All
staff had elder abuse and manual handling training. The inspector reviewed the
training records and found that staff had recently completed the following training:

infection control

all nurses had attended medication training

continence training

diabetic care

psychotropic drug use

care planning.

The person in charge informed the inspector that communication processes were in

place for staff and management. Staff and residents council meetings took place
regularly.
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| Closing the visit

At the close of the inspection visit a feedback meeting was held with the person in
charge to report on the inspectors’ findings, which highlighted both good practice
and where improvements were needed.
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Provider’s response to inspection report *

Centre Name:

St Augustine’s Community Nursing Home

Cenre ID: 649
Date of inspection: 17 April 2013
Date of response: 13 May 2013

\ 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

lreland.

| Theme: Governance, Leadership and Management \

Outcome 7: Health and safety and risk management

following respect:

evacuation.

1.The provider is failing to comply with a regulatory requirement in the
No evacuation procedure was displayed in the centre to aid and assist staff in safe

Four staff had not received up-to-date mandatory fire safety training.

Action required:

equipment.

Make adequate arrangements for the evacuation, in the event of fire, of all people in
the designated centre and the safe placement of residents.

" 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:

Provide suitable training for staff in fire prevention.

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 Timescale:
to take with timescales:

Provider’s response:

All staff will have completed fire training by 11 June 2013. A June 2013
regular schedule of planned fire drills has also been commenced.
Evacuation guidance has also been displayed within the Home to
assist staff if the need to evacuate arises.

Outcome 8: Medication management

2.The provider is failing to comply with a regulatory requirement in the
following respect:

The inspector noted that prescribing practices did not comply with best practice.
The following omissions were noted:

dates for discontinuation of medications had not been entered
no signature for discontinuation of medication.

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

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

Provider’s response

GPs will sign and date discontinued and short term medications In place
on completion as per the medication policy for St. Augustine’s.
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| Theme: Effective care and support \

Outcome 10: Reviewing and improving the quality and safety of care
3.The provider is failing to comply with a regulatory requirement in the
following respect:

A report on reviews conducted for the purpose of Regulation 35 - Quality and Safety
of Care and Quality of Life was not available.

Action required:

Make a report in respect of any review conducted by the registered provider for the
purposes of Regulation 35(1), and make a copy of the report available to residents
and, if requested, to the Chief Inspector.

Reference:
Health Act, 2007
Regulation 35: Review of Quality and Safety of Care and Quality of Life
Standard 30: Quality Assurance and Continuous Improvement

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

Following any review conducted by the Registered Provider a Ongoing
copy of the report will be made available to residents. Results of
audits and surveys are also discussed at residents’ meetings.

Outcome 11.: Health and social care needs
4.The person in charge is failing to comply with a regulatory requirement
in the following respect:

While social care assessments were comprehensively completed they were not
utilised to plan meaningful activities to ensure person-centred care for residents.

Information in care plans was not written in a person-centred manner.

There was confusion in the care plans reviewed as to what a goal was and what
was an intervention to meet the assessed needs of the resident.

Poor evidence of involvement of the residents or their representatives in the
development and review of the care plan.

Assessments didn’t inform the care plans.

Care plans were not linked together to give a global view and complement the resident
care.
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Care plans were not in place for all identified needs.
There were no short- term care plans in place for example when a resident had a ches
infection.

Care plans were not reviewed at three monthly intervals or as required in response to
changing needs.

There was no information with regard to how residents spent their day or how their
psychological and social needs were met.

While a wound care plan was in place this was not linked to the wound assessment
chart.

Action required:

Set out each resident’s needs in an individual care plan developed and agreed with
the resident.

Action required:

Ensure the care plan accurately reflects the findings of the assessment of need.

Action required:

Keep each resident’s care plan under formal review as required by the resident’s
changing needs or circumstances as and no less frequent than at three-monthly
intervals.

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.

Reference:
Health Act 2007
Regulation 6: General Welfare and Protection
Regulation 8: Assessment and Care Plan
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:

The Director of Nursing will meet with nurses monthly, to provide | June 2013
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education and guidance on the care planning process, followed
by a planned systematic audit of the care plans.

Individualised plans on social care needs will be developed using
the information documented in the “My Day, My Way” “Calendar
of Events” “PAL”. Also information discussed at care plan reviews
and residents meetings will be used to guide the activities plan.
The information obtained in the assessment will be used to
develop an individualised holistic care plan reflecting the needs of
the resident. Care plan reviews will be undertaken at a minimum
of 3 months or sooner if needed, in conjunction with the
resident/ significant other.

Training on care plans/ documentation is being facilitated for all
staff by the CNME, Castlebar in June 2013.

6. The provider is failing to comply with a regulatory requirement in the
following respect:

Aspects of restraint assessment and management required improvement. While the
person in charge described the use of bedrails as enablers this was not clearly
supported in the documentation reviewed by the inspector. Documents were also not
clear as to what less restrictive options were trialled prior to the use of the restraint
measure and if there were in the best interest of residents.

Action required:

Provide a high standard of evidence-based nursing practice with regard to use of
restraint.

Reference:
Health Act, 2007
Regulation 6: General Welfare and Protection
Regulation 31 Risk Management
Standard 13: Healthcare
Standard 18: Routines and Expectations

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

Provider’s response:

There is a separate risk assessment to be used for bedrail, lap June 2013
strap and monitoring device. These forms have been amended to
include the date and outcome of when previous less restrictive
options have been considered or trialled. An audit of “restraint care
plans” will be undertaken by the Director of Nursing in May 2013.
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Outcome 12: Safe and suitable premises

7.The provider is failing to comply with a regulatory requirement in the
following respect:

There were aspects of the physical environment which did not meet the Designated
Centres for Older People, Regulations 2009 (as amended) and the National Quality
Standards for Residential Care Settings for Older Persons in Ireland.

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

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

Provider’s response:

Significant minor capital works are due to commence shortly in June 2013
order to upgrade the physical environment. Tenders have been
accepted for same and work is scheduled to commence in June
2013.

| Theme: Person-centred care and support

Outcome 14: End of life care

8.The provider is failing to comply with a regulatory requirement in the
following respect:

In the sample of the end of life care plans reviewed, end of life wishes were not
always detailed. Some viewed, recorded 'discussed with son.” However, the
outcome of this discussion was not detailed in the care plan and did not detail
whether there was anything the resident wished the centre to do should the need
arise.

Action required:

Identify and facilitate each resident’s choice as to the place of death, including the
option of a single room or returning home.

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

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

Provider’s response:

Nurses will discuss end of life care wishes with residents and Ongoing.
family members(if resident wishes), and ensure that the outcome
is documented in the resident’s file.

Outcome 15: Food and nutrition

9.The person in charge is failing to comply with a regulatory requirement
in the following respect:

While staff confirmed that they were aware that some residents had lost weight the
inspector found that there was not a robust system in place to monitor residents’
weights and ensure that when a resident lost weight, this would be detected by staff
and auctioned in a timely way thereby protecting residents.

Action required:

Implement a comprehensive policy and guidelines for the monitoring and
documentation of residents’ nutritional intake.

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

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

Provider’s response:

The nutrition policy will be reviewed by the dietician for St. 30 June 2013
Augustine’s CNU. She will also provide a refresher for staff on
MUST. Dietician reviews now monthly.

Staff training is scheduled for 20 May 2013 on nutrition and care
planning in-house.

All residents will be weighed on return from hospital, with
immediate effect. Director of Nursing will review all weights bi-
monthly.

Care plan training will be provided by the CNME, Castlebar by
end of June 2013.
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