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About 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 Pegple in Ireland under the following topics:

Governance and leadership: how well the centre is organised.

The quality of the service.

How well the healthcare needs of residents are met.

Premises and equipment: appropriateness and adequacy.

Communication: information provided to residents, relatives and staff.

S S o

Staffing: the recruitment, supervision and competence of staff.

This report summarises the findings of the inspection under some or all of these
topics, highlighting areas of good practice as well as areas where improvements
were required as follows:

Evidence of good practice — this means that an acceptable standard was reached
and the provider demonstrated a culture of review and improvement and aimed to
drive forward best practice.

Some improvements required — this means that practice was generally
satisfactory but there were areas that need attention.

Significant improvements required — this means that unacceptable practice was
found.

The report also identifies minor issues, where applicable, to which the provider
should give consideration to enhance the quality of the service.
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About the centre

Description of services and premises

Innis Ree Lodge Nursing Home is a purpose-built single-storey facility. It was opened
in 2002 and provides long term residential care for people primarily aged over 65
years, including care to residents with dementia. There are also some residents
accommodated in the centre who are under 65 years of age.

The centre consisted of four areas, “West Wing”, “South West Wing”, “Middle Wing”
and Sliabh Ban Unit. The Sliabh Ban unit was a secure unit with accommodation for
ten residents with dementia and acquired brain injury. There was access from this
unit into a secure garden area. Access into and out of the Sliabh Ban unit was
restricted from the rest of the centre by means of an electronic key pad code system.

There were four combined dining and seating areas. Each of these areas was fitted
with a kitchenette, where some residents’ food was prepared and plated. Although
residents in the Sliabh Ban unit used the combined dining and seating area provided,
residents residing elsewhere in the centre have access and choice to use any of the
other three combined dining and seating areas for their relaxation and to eat their
meals.

There were 51 single occupancy rooms and five twin occupancy rooms each with
ensuite shower, toilet and handwashing facilities. Independent living was promoted
by the provision of a kitchenette and washer / dryer for laundering personal clothing.
A wheelchair accessible toilet was located adjacent to each of the combined dining
and seating areas. An assisted bathroom was available for the residents use.

A large recreational room is located within close proximity of the reception area and
distinct from the residents’ accommodation. This room accommodates recreational
activities for a large number of the residents and persons in receipt of day services.
This area is provided with male and female toilets and a spacious assisted toilet
suitable for persons with disabilities. The centre currently provides a day-care service
for one person from the community.

Location

Innis Ree Nursing Home is located on the outskirts of the town of Ballyleague, Co
Roscommon. The site borders Lough Ree and is located to the back of St Mary’s
Parish Church.

Date centre was first established: December 2002

Number of residents on the date of 56 + 3 residents in hospital
inspection

Number of vacancies on the date of 2

inspection
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Dependency level of Max High Medium Low
current residents
Number of residents 15 19 21

Management structure

The centre is owned by Allenfield Care Homes Ltd. The Providers are represented by

a financial consultant, Ned Carroll, to whom the Person in Charge, Eileen Burke,
directly reports to. The Person in Charge is supported in her role by an assistant

person in charge, staff nurses, care assistants, domestic, catering, administration and
maintenance staff.

Staff Person | Nurses | Care | Catering | Cleaning | Admin | Other
designation |in staff | staff and staff staff
Charge laundry

staff
Number of 1 2 9.5 3 1 3 1*
staff on duty
on day of
inspection

* 1 Maintenance person
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Summary of findings from this inspection

This was the first inspection of this centre by the Health Information and Quality
Authority (the Authority). It was an unannounced evening inspection which took
place in response to concerns received by the Authority relating to governance, poor
staffing levels, staffing competency, hygiene, insufficient recreational activities and
use of restraint. Inspectors reviewed these areas and found that issues raised in the
concerns were substantiated.

Inspectors met with residents, relatives, person in charge, deputy person in charge,
staff nurses, carers, catering staff and cleaning staff. Documentation examined
included fire safety records, health and safety documentation, a sample of
operational policies and procedures, staff files, staff rosters, care plans, medical
notes, medication and assessment records.

The centre was observed to be in a good state of repair. EQuipment service records
were up viewed and were up to date. Furniture and furnishings were of a high
standard.

The centre had a bus available for the residents use. Residents’ records, care plans
and personal information were stored in a secure and confidential way. Residents’
finances were well managed with clear procedures.

Complaint management was of a good standard and a resident’s guide was available.
Staff were familiar with the residents needs and all encounters observed between
staff and residents were gentle and calm.

The person in charge and staff spoken with were knowledgeable about their roles
and responsibilities relating to the operations of the centre and care and welfare of
the residents living there.

A full review of the overall quality and safety of care provided is required in a
number of areas for example, resident falls, bowel medications and fire
management.

Evaluation of staffing levels and skill mix in the high dependency unit is necessary.
A training needs analysis is required in the areas of challenging behaviour and
dementia care.

The Action Plan at the end of the report identifies areas where some and significant

improvements are required to meet the requirements of the legislation and
standards.

Page 5 of 42



\ Comments by residents and relatives

Inspectors spoke at length with ten residents and many others more briefly during
the evening. Four relatives were spoken with during the inspection. Questionnaires
were distributed and were returned by six residents.

The residents and relatives spoken with were complimentary of the staff. They said
they felt “minded” and “cared for”. Although residents interviewed said they were
happy with care provided in the centre there were other areas that they felt could be
improved. One resident loved the outdoors and would like do activities that involved
the outdoors. Another resident said the activities provided did not suit his needs at
all. While two female residents liked the activities provided.

Staff were described as “very kind” and “patient”. The premises were described as
“the best in the county”,” homely” “a happy place” and “welcoming”. Relatives
spoken with said they visit their mother very regularly and they expressed that they
were “very happy” with the care provided for their mother. They said “she always
has a smile on her face”. One relative said that she doesn’t worry about her mother
as “she knows she will be well cared for”. Relatives confirmed that they received
regular updates on their family member’s care and would often ring to enquire at
different times of the day or night.

Residents and relatives stated that they were always made to feel welcome. One
resident told inspectors that her family love coming to the centre to see her.

A number of residents spoke about the food, complimenting the lunchtime meal but

expressed a need for improvement in the evening meal. Residents also said they had
choice regarding time to get up and go to bed.
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Overall findings

1. Governance: how well the centre is organised

Outcome: The centre is well organised and managed and complies with the
requirements of the Health Act 2007, the regulations and standards.

Good governance involves the effective and efficient deployment of
resources in accordance with the stated purpose and function of the
centre. Governance includes setting clear direction for the service, a
commitment to continual improvement and having a system in place to
effectively assess and manage risk.

\ Evidence of good practice

There was a clear organisational structure in place. Staff were aware of their
reporting relationships. While there was a registered nurse on duty at all times, a
senior staff nurse deputised in the absence of the person in charge was also
identified.

The person in charge and staff spoken with were knowledgeable about their roles
and responsibilities relating to the operations of the centre and care and welfare of
the residents living there. The person in charge had a positive attitude towards
compliance with the new legislation and standards.

The inspectors examined the directory of residents which was up to date and
contained all information concerning residents as required by the regulations.

The centre was observed to be in a good state of repair. A person responsible for the
maintenance of the centre worked on a full-time basis with on-call arrangements in
place. Equipment service records were up to date.

Residents’ records, care plans and personal information were stored in a safe and
secure and confidential way. Residents’ medical and nursing files were locked in a
cabinet in an office with controlled access.

Residents’ finances were well managed with clear procedures in place where
residents’ finances were safeguarded. A number of residents had credit union
accounts while others maintained bank accounts. Residents monies were deposited
as they wished and records were maintained to account for all transactions. A
statement of transactions was given to residents or their relatives. A safe was in
place to securely store residents’ petty cash.
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Staff spoken with had a good knowledge of the National Quality Standards for
Residential Care Settings for Older People in Ireland but were less well informed
about the requirements of the Health Act 2007 (Care and Welfare of Residents in
Designated Centres for Older People) Regulations 2009 (as amended).

Inspectors were told by the person in charge that the local fire brigade service
conducted a walk through of the centre to familiarise themselves with its layout twice
yearly. During these visits, they review the resident profile in respect of dependency
needs and equipment available with the assistance of the person in charge.

\ Some improvements required

There was a missing person policy in place titled “Management and Prevention of
Resident Elopement Policy”. However, although informative, this policy did not
reference photographic identification or profiles for each resident and a drill had not
been carried out to evaluate the effectiveness of the procedure.

An emergency policy was in place which informed staff of comprehensive
contingency plans for residents care and welfare in the event of having to evacuate
the centre due to fire, loss of power or in the event of flooding. However, it was
incomplete as it did not reference procedures to be taken in the event of loss of heat
or water in the centre.

A policy was available to inform staff on prevention of elder abuse procedures in the
centre. However, although protective measures were in place, specific procedures
staff should take immediately to care for the resident was not clearly documented. A
review of the contents of staff files confirmed that not all staff had received training
in elder abuse recognition and prevention.

| Significant improvements required

There was no evidence of a formal review of the quality and safety of care provided
to residents or use of information collated through record keeping to manage high
risk areas or to assess emerging trends. For example, a review of falls notified to the
Authority confirmed that three residents had sustained significant injuries resulting
from falling in a three month period, two of whom fractured limbs.

Near misses were not recorded or analysed by the provider/ person in charge.

A centre-specific, safety statement was available. However, inspectors noted that a
comprehensive hazard risk analysis of the internal and external areas of the centre
was not completed. Controls to address any risks identified and education of staff on
safety procedures was not completed.

Assessments had not been completed to identify appropriate equipment and staffing
levels to safely evacuate each dependent resident in the event of fire. Fire
extinguishers were located in a storeroom in the secure Sliabh Ban unit and were not
visibly accessible if required. Many of the doors in the centre were wedged open,
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which conflicted with fire safety legislation. Inspectors observed cars parked in front
of the fire exit doors in the Sliabh Ban unit. Although fire drills had taken place, not
all staff had participated in a drill to the designated external assembly area. Fire

plans were not adequately displayed throughout the centre to assist residents,
visitors and staff to the nearest fire exit.
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2. Quality of the service

Outcome: Residents receive a good standard of service, appropriate
treatment and are treated with courtesy and respect.

A quality service is one where residents are protected from harm or abuse,
where practice is person-centred, where rights are protected, where
residents are enabled to play an active part in the centre and where
management, staff and residents work together towards continuous
improvement.

\ Evidence of good practice

One area of the kitchen opens out into the lobby in a cafeteria type service. This
service is available up to tea-time in the afternoon. Residents can obtain
refreshments for their visitors from this area or they can use the kitchenette areas in
the combined dining and sitting rooms.

The inspectors were told that residents from the Sliabh Ban secure unit join the other
residents for recreational activities such as arts and crafts and music sessions. These
residents are accompanied by a care assistant. Inspectors observed one resident
being facilitated to join the other residents in the evening time.

Newspapers are provided free of charge to residents who were observed reading
them by inspectors. A resident priest celebrates daily Mass for the residents of the
catholic faith while, residents of other religious denominations were visited regularly
by their respective clergy.

The centre had a bus available for the residents use. The maintenance person was
the designated bus driver. It was wheelchair accessible and used to transport
residents to their outpatient appointments.

The Sliabh Ban secure unit accommodates residents with cognitive disabilities; the
doors to the residents’ accommodation in this unit were of differing colours. The
person in charge told inspectors that this was done to assist residents in the unit
with locating their rooms.

The providers promoted independent living by equipping each resident’s room with a
kitchenette containing storage units, a sink with hot and cold water supply, a
washer/dryer laundry unit, microwave, kettle and a fridge. One resident told
inspectors that she could make a cup of tea for her visitors. Although none of the
residents spoken with used the washer / dryer to launder their clothes, two residents
said they assisted the carers with this chore.
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\ Some improvements required \

The person in charge told inspectors that mealtimes were protected to allow
residents time and privacy to enjoy their meals. A notice to that effect was displayed
informing that visiting is ‘discouraged during mealtimes’. There was no
documentation to support the restriction on visiting was consented by the residents.
A number of residents were observed by inspectors to be eating their meals alone in
their rooms and it was not clear why visitors could not have joined these residents.

| Significant improvements required |

Restraint management was of an inadequate standard. Inspectors noted residents in
bed with bed rails in place. Documentation confirming residents and / or their
relatives consent was not available for all residents with restraints including bed rails.
Inspectors noted up to five buxton type chairs in use, two of which were observed in
the secure unit. Some of the residents were seated in these chairs for prolonged
periods. Although tables were not in place during the inspection, some of the chairs
were tilted. The person in charge told inspectors that the tables were never fitted on
buxton chairs. There was no procedure or documentation to support an adequate
process for restraint assessment, monitoring, release and evaluation while in use.
There were no risk assessments completed for residents seated in tilted chairs. A
review of the resident falls notified to the Authority references some residents falling
from chairs.

Staff supervision of residents in the combined dining and sitting rooms (dayrooms)
outside of the Sliabh Ban unit was not of a good standard. Inspectors noted that
residents were seated in these areas for prolonged periods without any staff
presence. Some of these seated residents were in assistive chairs and were
documented as having high dependency needs. Inspectors also noted that a resident
sustained a serious injury notified to the Authority following an unwitnessed fall in
March 2010 in one of the dayrooms. Two other documented resident falls on the 09
and 17 November 2009 also occurred in the dayrooms.

Although residents had facilities in their bedrooms to manage laundering of their
personal clothing, this arrangement did not adequately address care of residents
clothing in a number of areas. Inspectors noted that many residents’ personal
clothing was hanging in the en suite facility to dry on nails and prominences in the
wall structure. There was no drying equipment such as racks or lines. There was no
ventilation to the external air when the electric light was off. Clothing drying in this
way caused some of the en suite accommodation to smell unpleasant. Residents
spoken with were not happy with drying their clothing in the dryers and preferred to
allow their clothing to dry naturally. A room designated as a laundry accommodated
two non-functioning washing machines. This room did not have adequate worktop
space for segregation of linen if necessary. A room designated for soiled linen was
being used as a cleaner’s room.
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Residents were not afforded adequate privacy in the twin bedded accommodation. A
mobile bed screen was used to protect residents’ privacy in these rooms. The screen
did not fully obstruct views of the resident while carrying out personal care.

Residents were at risk of ingestion of potentially toxic solutions and chemicals, which
were not adequately protected. An open storeroom in the Sliabh Ban secure unit
contained a variety of chemicals and medicinal solutions including liquid paraffin and
dioralyte. Potentially toxic cleaning solutions were available in the kitchenettes, which
were not always supervised by staff.
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3. Healthcare needs

Outcome: Residents’ healthcare needs are met.

Healthcare is integral to meeting individual’s needs. It requires that
residents’ health, personal and social care needs are assessed and
reviewed on an on-going basis, within a care planning process, that is
person centred. Emphasis is firmly placed on health promotion,
independence and meaningful activity.

\ Evidence of good practice

Inspectors noted that fluids were freely available throughout the day and staff were
observed encouraging and assisting residents to drink. The person in charge told
inspectors that most residents had been able to retain their own general practitioner
(GP) following admission. For those who were not, there was a choice of six GPs who
provide medical care for residents in the centre. Out of hours medical care was
available if required.

The inspectors viewed the menu arrangements. The menu was organised on a two-
weekly rotation to give the residents a good choice of dish. The lunch-time menu on
the day of inspection was varied to meet all tastes. Some of the breads and
confectionary were home-made by the centre’s chef. This practice was complimented
by some residents who said they used to bake their own bread for their own families.
Most residents received their own individual teapots; however there was no
documented rationale why teapots were not given to other residents.

Emergency equipment was of a good standard. The majority of staff had training in
cardiopulmonary resuscitation procedures and were therefore able to save life if
necessary. The person in charge told inspectors that some staff in the centre were
also involved in their own community cardiac resuscitation programmes.

Staff told inspectors that there was no one activity coordinator, that they were all
involved in and responsible for providing recreational activities. Some carers have
completed the Sonas training programme. Able residents from the Sliabh Ban unit
join the other residents in the centre for Sonas activities. Carers said they do
manicures for residents who are dependant and cannot participate in art and craft
work. There was evidence that residents had participated in arts and crafts and
inspectors observed some of the work done by the residents. There are DVD
evenings where residents view films and documentaries on life in olden days.
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Residents in the Sliabh Ban unit were observed assisting carers with preparing tables
for the evening tea and were encouraged by them to help with clearing up after the
meal. They had access to the cupboards and were able to get the cutlery and
tableware required for evening tea independently. Four residents at one table
chatted with each other and confirmed they enjoyed this social occasion.

\ Some improvements required

Residents confirmed that their meals were of a good quality at lunchtime but the
evening meal was not of an equally good standard. On the evening of the inspection,
residents were offered grilled black and white pudding, onion rings, beans or a
selection of sandwiches. Some residents commented that they would love meat or
fish occasionally. While another lady said she would love to eat a salad. A number of
residents told inspectors they would have liked an alternative to white bread.

\ Significant improvements required

Although aspects of medication management reviewed by inspectors were adequate
in most areas, some areas required improvement. The medication management
policy advised sourcing a prepared medication solution as an alternative to tablet
crushing at local level as a first line activity. There was no evidence of this being
done as some of the tablets being crushed could be administered using the liquid
alternative. Copies of original medication prescriptions were not available in the
residents’ files. Some residents were prescribed for nebulised medications, although
the medication management policy does inform staff on this medication route. The
cleaning method referenced was not in line with current legislation and standards on
legionella prevention.

A large bowl of fresh fruit was noted in the lobby area adjacent to the main kitchen
serving area, which was available up to 17:30 hrs daily. The person in charge told
inspectors that they offer a variety of fruit to all residents at 15:00 hrs each day and
residents were offered juice and linseed in their diet. However, twenty three
residents’ medication prescription charts were randomly reviewed by inspectors.
From a review of these charts it was apparent that bowel medications were
prescribed for 78% of the 23 residents. While some of the preparations were
prescribed for regular administration, some residents were prescribed medicinal
bowel preparations on an ‘as required’ (PRN) basis.

Residents’ care plans reviewed by the inspection team tended to focus on their
physical needs. Care plans did not reflect adequate contribution from residents or
from others involved in their care. There was no evidence of ongoing audit of this
documentation for accuracy and completeness. Residents end of life wishes were not
documented in their care plans. Residents in the Sliabh Ban secure unit which was
also known as the Alzheimer’s unit did not all have a definitive diagnosis. Residents
with acquired brain injury were also accommodated in this unit.

Many residents were seated in assistive chairs, which included buxton and shell

chairs. Another resident was seated in a wheelchair. Although one resident did not
have a foot rest on her chair, most chairs were fitted with appropriate foot supports.
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Inspectors observed one very frail resident in a buxton chair with multiple pillows in
place to support her small fragile frame. There was no documentation in residents’
charts reviewed nor could residents themselves confirm to inspectors that they had
seating assessments done by an occupational therapist. Two residents had the
presence of contractures of their limbs documented as problematic in their care
plans. These residents or other residents in the centre with limited limb movement
did not have a physiotherapy designed exercise programme to rehabilitate and
prevent deterioration.

Recreational activities and promotion of residents fulfilment needs in general were
not of an adequate standard. There were no activities taking place during the
evening of the inspection by the Authority on the 29 June 2010. There was no
documented schedule of activities displayed, from which residents could choose
whether to attend or not. Some residents chatted with their visitors but many of the
residents were not engaged in any activity, while some slept others sat in their
chairs. One resident told inspectors that he wanted “to go home” as he was “looking
at the four walls all day” in the centre. Inspectors observed that this person dined
alone in his room. A concern received by the Inspectorate from a member of the
public also highlighted insufficient recreational activities to meet residents’ needs.
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4. Premises and equipment: appropriateness and adequacy

Outcome: The residential care setting provides premises and equipment
that are safe, secure and suitable.

A good physical environment is one that enhances the quality of life for
residents and is a pleasant place to live. It meets residents’ individual and
collective needs in a comfortable and homely way, and is accessible, safe,
clean and well-maintained. Equipment is provided in response to the
assessed needs of each of the residents and maintained appropriately.

\ Evidence of good practice

The centre was purpose-built and was decorated in warm attractive colours with
some paintings on the walls throughout the centre. Furniture and furnishings were of
a high standard. Residents had sufficient access to assisted baths/showers.

Due to the availability of three differently designed sitting/dining rooms, residents
were afforded variety in their surroundings.

There was a regular servicing schedule for residents’ equipment which was up to
date. A full-time maintenance person had a traceable maintenance procedure in
place to address intermittent malfunctioning equipment and repairs.

The residents had access to a well maintained enclosed garden or to the green areas
surrounding the centre. There was sufficient parking available for visitors. A handralil
extended the length of a path from the front door to the car park to assist residents

and visitors to access this area safely.

\ Some improvements required

Not all residents had lockable facilities for their personal belongings in their rooms.
Some residents told inspectors that they would like a storage unit to place their
ornaments and pictures on.

An additional communal laundry with three washing machines insitu was not fully
operational as two of the washing machines were out of order. Staff told the
inspectors that they were waiting on the service engineer to repair them.

Handrails were not in place to assist residents to move freely around the spacious

lobby area, which they needed to pass through to go to the activities room, go
outdoors or to meet their visitors.
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| Significant improvements required

Infection control and prevention was not of a good standard in some areas. Although
each room had hand washing facilities, there was an insufficient hand sanitising units
in the communal areas to meet hand hygiene needs. Inspectors noted toilets and
resident equipment that did not meet a satisfactory standard of cleaning. There were
no schedules available to assist with managing cleaning. The staff duty roster
confirmed that cleaning staff was reduced by 50% at the weekends even though
there was little change in activity in the centre.

\ Minor issues to be addressed

A treatment room was not available where residents could receive therapies and
treatments if required.
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5. Communication: information provided to residents, relatives
and staff

Outcome: Information is relevant, clear and up to date for residents.

Information is accessible, accurate, and appropriate to residents’ and staff
needs. Feedback is actively sought from residents and relatives and this
informs future planning and service provision. Information is recorded and
maintained in accordance with legal requirements and best practice and is
communicated to staff on a need to know basis to ensure residents’
privacy is respected.

\ Evidence of good practice

Complaint management was of a good standard. Inspectors reviewed the
management of a recent complaint. A comprehensive investigation process
concluded with the complainant’s satisfaction.

A resident’s guide was available and had been distributed to each resident.
Inspectors observed copies of this document in residents’ rooms.

Inspectors viewed a copy of a satisfaction survey distributed to relatives, which asks
for feedback on satisfaction regarding level of care, staff attitude, cleanliness of
centre and customer service. The feedback was positive and referenced a high level
of satisfaction in all areas surveyed.

\ Some improvements required

Information on a large notice board in the lobby of the centre was good but was of a
small font and difficult to read. The notice board was also obstructed by a settee
located in front of it.

Although the provider conducted a satisfaction survey with relatives, a similar survey
was not carried out with residents.

Residents meetings were not in place. Residents were not afforded an open forum to
make contributions or to influence the running of the centre. During feedback, the
person in charge said she was planning to commence these meetings but always
informally seeks residents’ views on any changes she makes regarding running the
centre.

Although there were picture cues in some areas and some differently coloured doors
in the Sliabh Ban unit, there was insufficient communication aids available, for
example talking mats for residents with communication difficulties. Toilet and shower
furniture were all a white colour. Staff in the Sliabh Ban unit was not required to
have alzheimer or challenging behaviour management training.
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\ Minor issues to be addressed

The public address system was of a high volume, there was no evidence to support
residents’ satisfaction with the volume level.

Information on notice boards was not easily readable and a settee placed in front of
the notice board prevented close examination of the text displayed.

Minutes were not available for staff meetings to ensure all staff were familiar of the
content of meetings they could not attend.

Page 19 of 42



6. Staff: the recruitment, supervision and competence of staff

Outcome: Staff are competent and recruited in sufficient numbers to meet
residents’ needs

Staff numbers and skill-mix are determined by the size and complexity of
the service and there should be sufficient competent staff on duty, both
day and night, to meet the needs of residents. Robust recruitment and
selection procedures ensure the appointment of suitably qualified and
experienced staff. Staff are supported in their work by ongoing training
and supervision.

\ Evidence of good practice

Staff had good knowledge of the residents’ lives outside the centre and was heard by
the inspection team chatting with residents about their family members and previous
occupations. Staff were familiar with the residents needs and tried to meet them.
Residents responded warmly to the staff. All encounters observed between staff and
residents were gentle and calm.

The provider and person in charge told inspectors how they had a part-time panel of
nurses and carers who replaced unplanned leave among permanent staff. The
provider did not employ agency staff.

All staff working in the centre were recorded on the daily roster. A planned and
actual roster was available

\ Some improvements required

Staff meetings were in place and scheduled on a monthly basis. Staff spoken with
said they felt they could raise any concern and they would be listened to by
management. The meetings are not currently minuted.

\ Significant improvements required

Although some staff had received training on various areas of practice including
cardiopulmonary resuscitation, moving and handling of residents, prevention and
recognition of elder abuse and fire safety; a summary of staff training to date was
not available. A training needs analysis to identify training needs had not been
completed. Documentation referenced incidents where residents had episodes of
challenging behaviour on 01 November 2009, 13 December 2009and on 16 January
2010. However, all staff spoken with did not have training on management of
challenging behaviour, dementia care or basic food hygiene. Only 20% of carers had
completed a Further Education and Training Awards Council (FETAC) Level 5 course.

The adequacy of staffing numbers and skill mix was not assessed by the person in
charge by analysing collated risk management data and results of audits of clinical
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practice and outcomes. Inspectors observed that while two staff nurses were on duty
from 08:00 hrs until 20:00 hrs this reduced overnight by 50% from 20:00 hrs to
08:00 hrs. Due to the dependency needs of the residents and the size and layout of
the centre, a registered nurse was not available in the secure Sliabh Ban unit at all
times. This unit was primarily staffed by two carers.
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\ Closing the visit

At the close of the inspection visit a feedback meeting was held with, the person in
charge, deputy person n charge, accountant and administration staff 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: Innis Ree Nursing Home
Centre ID: 0350

Date of inspection: 09 June 2010

Date of response: 09 November 2010

\ 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:
Adequate precautions were not in place against the risk of fire, including effective means

of escape, evacuation, training and equipment.

Action required:
Put in place unobstructed means of emergency escape from all designated fire exits in

the centre.

Action required:
Carry out risk assessments on each resident to confirm procedures, equipment and staff

necessary to safely evacuate each resident in the event of fire.

Action required:
Put in place equipment to safely evacuate dependant residents to a place of safety and

to fight fire if necessary.

Action required:

Make arrangements for all persons working in the centre to participate in regular
simulated fire drills that take account of staffing levels during the day and night and
dependency levels of residents.
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Action required:
Display emergency fire plans in clear format at key points throughout the building
indicating closest escape routes from each location.

Action required:
Remove wedges from fire doors.

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

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

Provider’s response:
Door guards have been installed and the fire officer is happy with | Completed
them.

Fire exit sign over the secure garden has been removed. Completed

Ski sheets now in place on maximum dependency residents, | Completed
evacuation plan in place and staff training done.

Signage in place for no parking, yellow no parking boxes painted in | Completed
front of fire exit doors.

Fire drill done unannounced after staff had received further | Completed
training in evacuation.

Emergency fire plans have been ordered. End of January
2011

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

There was no evidence of a formal review of the quality and safety of care provided to
residents or use of information collated through record keeping to manage high risk
areas.

There was not a process in place where recorded incidents and accidents were analysed
and used for learning and as a proactive risk management tool.

Near misses were not recorded or analysed in the centre.

Action required:

Put in place a system for reviewing the quality and safety of care provided to and the
quality of life of residents. Utilise data collated to manage clinical risk and improved
resident care outcomes.
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Action required:
Commence a process where analysis is done of all accidents, incidents and near misses
in the centre identifying trends and areas where improvement can be made.

Action required:
Conduct a review of all falls in the centre having regard for all the healthcare needs of
the residents.

Action required:
All near misses are recorded as part of the risk management documentation procedures.

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 to | Timescale:
take with timescales:

Provider’s response:
Audit course was completed by PIC and asst PIC and an audit on | Completed
falls was completed on November 4.

Near misses will be recorded when or if they happen, extra training | End of January
will be done with staff. 2011

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

The provider failed to ensure that staffing levels and skill mix were appropriate to meet
the assessed care, welfare and safety needs of residents and the size and layout of the
designated centre.

Vulnerable residents were left unsupervised in the combined sitting and dining areas.
There were inadequate numbers of trained staff in the dementia specific unit.

There were reduced staffing levels to clean the centre at the weekends.

Action required:

Using appropriate evidence based tools, review the staffing levels on day and night duty,
taking into account the size and layout of the centre, the number of residents, their
dependencies, their assessed needs and ensure that residents can be safely evacuated in
case of fire.

Action required:
Review supervisory arrangements ensuring that all staff are adequately supervised.
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Action required:
Evaluate the adequacy of cleaning staff numbers at the weekends to ensure that
recommended infection control and prevention procedures are in place.

Action required:

Ensure that at all times the numbers and skill mix of staff are appropriate to the assessed
needs of residents and the size and layout of the dementia unit in respect of the rest of
the centre.

Action required:
Provide the inspection team with a proposal that demonstrates that staffing levels are
adequate at all times to meet the needs of residents in the centre.

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

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

Provider’s response:

Residents are not left unattended, 1 carer assigned to sitting area | Completed July 19
and remains unless attending to a resident’s request. 2010

There are 2 cleaners on a Saturday and 1 on a Sunday. This does
not represent an overall reduction of 50%.

| feel the staffing is more than adequate. On days there are usually
3 RNs plus PIC and APIC plus 9.5 carers, on nights there are
usually 2 RNs and 3.5 carers. Other staff include admin, kitchen,
cleaning and maintenance staff.

Bartel dependency levels are done on all residents and are
regularly reviewed. Also the PIC and asst PIC are supernumerary
and work on the floor with all the staff.

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

Procedures to be followed in the event of loss of heat or water were either insufficiently
or not addressed and each requires further development. A robust procedure to address
all areas of management in the event of a resident leaving the centre unaccompanied
was not in place.
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Action required:
Conduct training and practice drills so that staff can adequately respond if a resident
goes missing.

Action required:
Develop and implement a comprehensive policy that informs staff of measures to take in
the event of loss of water or heat.

Reference:
Health Act, 2007
Regulation 31: Risk Management Procedures
Standard 17: Autonomy and Independence

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

Provider’s response:
An elopement policy is in place and it is announced on the speaker | Completed
system that Dr. Hunt is looking for....... (resident’s name) to alert
the staff that a resident is missing. A profile of all residents
including photographs is kept at the nurses’ station.

A policy is now in place to deal with the emergency of loss of water | Completed
or loss of heat. Also maintenance person is on call 24hrs a day and
we have an agreement with Costello’'s NH and Ballyleague Hall that
we could use their facilities in an emergency.

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

A comprehensive identification and assessment of all risks and hazards throughout the
interior and exterior of the centre that was reflective of the regulations had not been
undertaken and suitable precautions were not in place to control those risks identified.
Reasonable measures were not taken to prevent accidents to residents. Vulnerable
residents had access to the hazardous chemicals and solutions.

Action required:
Undertake the identification and assessment of risk throughout the interior and exterior
of the centre and implement controls to limit identified risks.

Action required:
Take reasonable measures to prevent accidents to residents’ by securing the doors to
storage areas and removing hazardous solutions and chemicals from the kitchenettes.

Action required:
Install handrails in the lobby to assist residents move freely through this area
independently.
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Reference:
Health Act, 2007
Regulation 30: Health and Safety
Regulation 31: Risk Management Procedures
Standard 26: Health and Safety

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

Provider’s response:
An interior and exterior assessment of all risks and hazards has | Completed
been done.

Further handrails installed in Lobby. Completed

All kitchenettes have a cupboard for storage of any potential | Completed
hazards.

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

The provider failed to ensure that all staff had access to elder abuse recognition and
prevention training and the policy did not include procedures for staff to enable them to
provide immediate resident assistance and care in the event of alleged or confirmed
abuse in an appropriate and safe way.

Action required:
Implement a programme of mandatory education and training for staff and introduce a
means of monitoring training to ensure it is maintained and kept up-to-date.

Action required:
Redraft the policy referencing elderly abuse to include procedures for immediate resident
assistance and care in the event of alleged or confirmed abuse.

Reference:
Health Act, 2007
Regulation 6: General Welfare and Protection
Regulation 17: Training and Staff Development
Standard 24: Training and Supervision

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

Provider’s response:

The majority of staff had received elder abuse training with all | Completed
other staff now trained. We had even contacted the senior Elder
Abuse Officer in Roscommon prior to the inspection for further
talks and training.
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The Elder Abuse Policy has been redrafted however all staff are | Completed
aware that if abuse is suspected or alleged Management are to be
contacted immediately, day or night.

A training matrix is now in place and training has been completed | Completed
on manual handling, fire evacuation, infection control, elder abuse
and elopement.

Training on Authority standards will be completed by month end. End of November
2010

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

The program of activities was not adequate and did not meet the recreational or
fulfilment needs of all the residents in the centre.

Action required:

The activities program in the centre requires development to ensure activities are specific
to individual resident’s needs and that each resident including those with physical,
cognitive or sensory disability are afforded opportunities for participation in purposeful
and meaningful activity.

Action required:
Programmes of suitable and meaningful activities are to be developed in consultation
with the residents.

Action required:
This programme should be clearly displayed to enable residents to choose what to
attend.

Reference:
Health Act, 2007
Regulation 6: General Welfare and Protection
Regulation 10: Residents’ Rights Dignity and Consultation
Standard 18: Routines and Expectations

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

Provider’s response:

I dispute that our activities are not adequate. We have music and | Completed June 16
dancing twice weekly, Sonas twice weekly, Adopt A Grandparent 2010

twice weekly, Pet therapy weekly, pamper days including
manicures, old time movie evenings, card games, digital
photography classes and exercise classes. We have offered
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gardening to residents but no one was interested and this is

documented.

With regard our younger residents we have digital photography Completed August
classes, a pool table and a Wii. 31 2010

We have discussed activities in our resident’s meetings and thisis | Completed 25
now documented. August 2010

List of activities are posted in sitting rooms, an announcement is Completed

made prior to each activity and all residents are invited to attend September 17 2010
but some chose not to.

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

There were no documented arrangements to facilitate regular consultation and
participation with residents in the organisation of the centre.

Action required:
Develop a forum to ensure that residents are consulted and facilitated to participate in
the organisation of the centre.

Action required:
Seek feedback from residents on an on-going basis to inform future planning.

Action required:

Put procedures in place where residents are given information that will enable them to
have a clear understanding of the roles and responsibilities of the staff providing their
care needs.

Reference:
Health Act, 2007
Regulation 10: Residents’ Rights, Dignity and Consultation.
Standard 2: Consultation and Participation

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

Provider’s response:
Resident committee meetings will be held 3 monthly, the first was | Completed
held on August 25 and the next one was on November 9.

Suggestion box available at reception. Completed

Minutes from the meeting are posted on the information boards in | Completed
each dayroom.

Staffing list now posted in each section.
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9. The person in charge has failed to comply with a regulatory requirement in
the following respect:

Adequate laundry facilities for drying personal clothing, or for sorting and separating of
clean and dirty laundry in the centre were not of an adequate standard.

Action required:
Put adequate worktop facilities in place where residents clothing can be sorted as
appropriate and clean and dirty linen can be separated.

Action required:
Complete an evaluation of the adequacy of the central laundry facilities provided.

Action required:
Carry out an assessment of the adequacy and suitability of drying facilities for residents’
personal clothing in their bedrooms and remedy deficits.

Reference:
Health Act, 2007
Regulation 13: Clothing
Regulation 19: Premises
Standard 25: Physical Environment

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

Provider’s response:
Drying racks are now insitu in both laundry rooms and extra | Completed
worktop space provided.

However, there is a washer/dryer in each resident's room and
there personal laundry is done there. The nails referred to by the
inspection team are actual hooks where towels, etc, can hang.

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

Comprehensive procedures on all aspects of medication management were not in place
to reflect legislative requirements and best-practice standards.

Action required:
Put in place adequate means of medical review of all residents to include review of on-
going need for bowel medicinal preparations.

Action required:
Redraft policy on medication crushing in line with best-practice guidelines.
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Action required:

Revise policy on administration of nebulised medication to include guidelines for staff on
nebuliser cleaning procedures in line with the standards and legionella prevention.

Action required:

Maintain a copy of each resident’s original medication prescription in their files for

reference.

Reference:
Health Act, 2007

Regulation 33: Ordering, Prescribing, Storing and Administration of

Medicines
Regulation 25: Medical Records
Standard 14: Medication Management

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

Provider’s response:

Medications are only crushed when necessary and a GP’s order is | Completed
in place. When liquid medication is available it is used. A letter has

been sent to the pharmacists identifying which residents require

liquid medication.

A copy of each 3 monthly prescription is now on file. Completed
Our nebulisers are for single patient use and are cleaned daily as | Completed

per manufacturer’'s recommendation. | also had this clarified by the
infection control nurse in Mullingar Hospital. This reflects what is
documented in our policy.

Regarding bowel preparations, these are only given when
prescribed by GP’s and are reviewed at least every 3 months. All
our residents are offered prunes, flaxseed, and juices but in many
cases, residents have been taking these medications at home for
years.

September 9™ 2010

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

There were deficits in the care planning process for residents in the centre:

There was no evidence of resident involvement in developing his/her care plan or in the
review of their care plan.

Care plans focused on the physical aspects of care of residents and were not
Person-centred.

A resident who was restrained in a buxton chair did not have a comprehensive person-
centred care plan referencing frequency of monitoring, review and progress.

Action required:

Revise the care planning process to reflect the individual needs and preferences of
residents. Include consultation with residents and a process to amend any changes to
their care plan. Provide resident and representatives with access to care plan when
required.

Action required:

Put adequate procedures in place where the resident who is restrained has a
comprehensive person-centred care plan referencing frequency of monitoring, review
and progress.

Reference:
Health Act 2007
Regulation 8: Assessment and Care Plan
Standard 11: The Resident’s Care Plan

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

Provider’s response:
I disagree that care plans were not person centred but agree | Completed 19 July
there was little information regarding the social aspect of their | 2010

care. Care plans have been expanded and all residents and/or
families are invited 3 mthly to participate in the process. We have
always taken great pride in our care planning and are
disappointed by this comment.

Any resident restrained has only been done after consultation with | To be completed
the GP, resident and/or family. Both the GP and family sign end of February
permission and this is reviewed g3mthly or sooner if needed. This | 2011

has always been our practise. However we intend to introduce a
new policy on restraints.
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12. The provider and person in charge has failed to comply with a regulatory
requirement in the following respect:

The numbers and needs of residents with dementia were not adequately met by a
contemporary evidence based physical layout and design of the premises.

Action required:

Evaluate the lay-out and model of the dementia specific unit is specific to its stated
purpose and adheres to evidence based principles on dementia care and design. Put a
a programme in place to address deficits.

Action required:
Ensure all residents in the Sliabh Ban unit have a medical diagnosis of Alzheimer’s
disease.

Reference:
Health Act, 2007
Regulation 16: Staffing
Regulation 19: Premises
Standard 25: Physical Environment

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

Provider’s response:
Our unit is not dementia specific but had been used in the past for | Completed
residents who were a flight risk. The unit is now an open one. September 24 2010

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

A comprehensive contemporary evidence based restraint procedure was not in place
whereby documentation of the residents or their family’s consent was made and there
were processes in place for monitoring the on-going need for use of the restraint.

Action required:
Put processes in place where residents have an in-depth assessment of need where
restraints are used as a last resort measure for the least amount of time.

Action required:
Obtain the residents or families consent for use of restraint before it is put in place.

Reference:
Health Act, 2007
Regulation 6: General Welfare and Protection
Regulation 31: Risk Management Procedures
Standard 21: Responding to Behaviour that is Challenging

Please state the actions you have taken or are planning to | Timescale:
take following the inspection with timescales:
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Provider’s response:
It has always been the policy that a restraint was used as a last | Completed 9 June
resort and only after consultation with GP, resident and/or family | 2010

and receiving signed consent from both.

A new policy and procedure regarding restraints will be introduced | To be completed by
end of February
2011

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

Did not ensure that at all times all staff members have education and training to enable
them to provide care in accordance with contemporary evidence-based practice. Deficits
were indentified in the area of risk management, care planning, food hygiene ,infection
prevention and control

Action required:
Complete a training needs analysis for all staff based on the needs of residents in the
centre.

Action required:
Implement a programme of education and training to address any deficits in knowledge,
skills and on-going development in line with contemporary evidence-based knowledge.

Action required:
Provide staff working in unit kitchenettes training on basic food hygiene in line with
current food safety legislation.

Action required:

Provide staff with training in care planning.

Action required:
Put a training programme in place where all staff are made aware of their responsibilities
regarding managing risk in the centre.

Action required:
Maintain a record of each staff members training to assist with organising and planning
activities.

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

Provider’s response:

All staff have always received training but as per the Authority a
new training matrix has been implemented. All carers have been
encouraged to attend FETAC level 5 training and at this time we
have 19 care assistants attending.

A training matrix is now in place and any needs identified will be | To be completed end
scheduled in for training or further education. All nurses are | of December 2010.
trained in care planning.

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

All residents were not provided with sufficient storage space for their personal belongings
and possessions in their rooms.

Action required:
Provide suitable secure storage facilities for use by residents.

Reference:
Health Act, 2007
Regulation 7: Residents’ Personal Property and Possessions
Regulation 19: Premises
Standard 25: Physical Environment

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

Provider’s response:
All residents have sufficient storage and our rooms are large,
storage has never been a problem.

However they did not have a locked press. A locked drawer has | Completed
now been provided.

16. The provider and person in charge has failed to comply with a regulatory
requirement in the following respect:
All parts of the centre were not adequately cleaned.

Action required:

All staff receives education and training and regular updates (at least annually) on the
risks of infection that are commensurate with their work activities and responsibilities and
their role in preventing and managing infection.
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Action required:

The person in charge, in accordance with relevant legislation, promotes healthy and safe
working practices through the provision of information, training, supervision and
monitoring of staff under the heading of infection control.

Action required:
Provide adequate hand washing facilities including hand sanitizer units.

Reference:
Health Act, 2007
Regulation 30: Health and Safety
Standard 26: Health and Safety

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

Provider’s response:

The team actually commented on how clean the building was until | Completed 30 June
they noticed the wheels of the trolleys were dirty so | feel the | 2010
comment was very broad and sweeping.

Extra hand sanitizers are now in place throughout the building. Completed 21
Extra training provided regarding hand washing. October 2010

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

Residents were not facilitated free access to their relatives and friends at all times
especially mealtimes as required in the Health Act 2007 (Care and Welfare of Residents
in Designated Centres for Older People) Regulations 2009 (as amended).

Action required:

Put measures in place whereby any restrictions on visiting are based on residents’ needs
and wishes or alternatively their next of kin through a process of on-going consultation
and participation.

Reference:
Health Act, 2007
Regulation 12: Visits
Standard 19: Meals and Mealtimes
Standard 20: Social Contacts

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

Provider’s response:

There are no restrictions on family visiting. At mealtimes we found | Completed 13 June
that residents were overwhelmed by the number of visitors in the | 2010
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dining areas. We asked visitors other than families to allow the
residents’ time to eat their meals.

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

Procedures in the centre did not support that all appropriate healthcare was facilitated
and that all measures were taken to ensure that each resident was supported to achieve
and enjoy the best possible health.

Action required:

Develop suitable and adequate links with external support services to promote the care
and welfare of residents with dementia and other conditions impacting on residents’
independent cognitive and physical capacity.

Action required:

Put processes in place whereby available specialist services are utilised to provide advice,
guidance and support both for residents with dementia and other conditions causing
them to suffer episodes of challenging behaviour, and also advice, guidance and support
for staff caring for them

Action required:

Ensure all residents who have physical disabilities are referred to occupational therapy
and physiotherapy services for assessment for adapted assistive equipment and
rehabilitative exercise programmes to maintain and prevent deterioration of functionality.

Action required:
Ensure residents safety and comfort is promoted by use of footrests on all assistive
seating equipment.

Action required:
Carry out risk assessments on the suitability and safety of buxton chairs for dependant
residents in light of contemporary evidence-based information on this type of seating.

Reference:
Health Act, 2007
Regulation 9: Health Care
Regulation 8: Assessment and Care Plan
Standard 10: Assessment

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

Provider’s response:
Occupational Therapy has now been sourced and have been | Completed September
out to do evaluations regarding seating. Physiotherapy, | 22 2010

optometry and dental have always been available. We have
requested that the psychiatric public health nurse visit.
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19. The provider and person in charge has failed to comply with a regulatory
requirement in the following respect:

No non verbal communication system was in place. It was not possible to facilitate and
encourage communication with residents who could not express themselves verbally.

Action required:

Devise an alternative communication system that ensures that all residents are facilitated
and encouraged to communicate enabling them to participate in the activities and
running of the centre.

Action required:
Provide all staff with training in managing challenging behaviour.

Action required:
Provide communication aids to assist residents to express their wishes.

Reference:
Health Act, 2007
Regulation 11: Communication
Standard 2: Consultation and Participation
Standard 21: Responding to Behaviour that is Challenging

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

Provider’s response:

Challenging behaviour course has been booked for November 23rd | To be completed

and the information will be given to all staff. end of November
2010

Presently trying to source talking mats or other aids. To be completed
end of January
2011

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

The provider failed to afford each resident the right and choice to access appropriate
healthcare if required.

Action required:

Develop and implement a policy referencing cardiopulmonary resuscitation of residents
that instructs the provision of cardiopulmonary resuscitation for all residents and access
to emergency services unless advised otherwise through documented collaborative
discussion with the resident, their family and their GP.
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Action required:
Ensure all staff receives up to date training and assessment of competence in
cardiopulmonary resuscitation techniques.

Action required:
Document all residents’ wishes around end of life so that that their healthcare needs can
be met.

Reference:
Health Act, 2007
Regulation 6: General Welfare and Protection
Regulation 9: Health Care
Standard 13: Healthcare
Standard 24: Training and Supervision

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

Providers Response:

All residents that are for CPR will have it documented by GP after Completed 30
consultation with resident and family. All nurses are up to date October 2010
with CPR training. Residents for CPR have a blue sticker on their
kardex and their medication sheet to clearly identify them to staff.
Many residents do not wish to talk about end of life so we have
written to families asking for their input.

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

The provider did not ensure that resident’s privacy was fully respected at all times due to
insufficient screening between beds in twin accommodation.

Action required:
Put adequate screening in place to ensure residents’ privacy if necessary.

Reference:
Health Act, 2007
Regulation 10: Residents’ Rights, Dignity and Consultation
Regulation 19: Premises
Standard 4: Privacy and Dignity
Standard 25: Physical Environment

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

Provider’s response:
We felt the mobile screens were sufficient and that the resident’s | Completed 30 June
privacy was never compromised. However to be in compliance | 2010

curtains are now in place in both twin rooms.
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Recommendations

These recommendations are taken from the best practice described in the
National Quality Standards for Residential Care Settings for Older People
in Ireland and the registered provider should consider them as a way of
improving the service.

Standard Best practice recommendations

Standard 2: Residents were unable to participate in a satisfaction survey similar to
Consultation | that carried out with relatives.

and

Participation Provider’s response:
Residents were offered the surveys at the committee meeting but
declined.

Standard 2: The public address system was of a high volume, there was no evidence
Consultation | to support residents’ satisfaction with the volume level.

and
Participation Provider’s response:

Residents have never complained of the volume. This will be raised at
next resident committee meeting

Standard 1: Information on notice boards was not easily readable and a settee
Information placed in front of the notice board prevented close examination of the
text displayed.

Provider’s response:
Font size has been increased and the sofa moved

Standard 29: | Minutes were not available for Staff meeting to ensure all staff were
Management | familiar of the content of meetings they could not attend.

Systems
Provider’s response:

Staff meeting minutes will now be available to all staff

Standard 17: | Consider provision of individual teapots to all residents.
Autonomy
and Provider’s response:

Independence | Individual teapots given to residents who are deemed safe to use.

Standard 25: | A treatment room was not available where residents could receive
Physical therapies and treatments if required.

Environment
Provider’s response:

Residents receive their treatment in their private rooms.
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Any comments the provider may wish to make:

Provider’s response:

We are disappointed with some of the comments made by the Authority and feel
they do not give an accurate picture of the Home. All the staff put their heart and
soul into the care they give and there is a real sense of affection between residents
and staff. Our residents are happy and loved and the Home promotes their choices
while respecting their wishes. When staff were questioned they were found to be
very knowledgeable.

The comment on hygiene was very generalised and did not reflect the building on
the day.

Our Home offers more activities than any other home and this is often commented
on. Our residents have a choice in which activities to attend.

We have always put a lot of time and effort into our care plans to make them
individualised and do not agree that they were not person centred. However, | do
agree that we should add in much more information regarding their social needs.

It is very disheartening for the staff that give their all to the Home. Residents and
families who spoke to the Authority also expressed this, in fact families have come to
us offering their support in any way since the inspection.

Provider’s name: Allenfield Care Homes Ltd
Date: 15 October 2010
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