
 
Page 1 of 12 

 

 
 
 
 
 
 
 
 
 

Report of an inspection of a 
Designated Centre for Older People 
 
Name of designated 
centre: 

Moorehall Lodge Ardee 

Name of provider: Moorehall Lodge Healthcare 
Services Limited 

Address of centre: Hale Street, Ardee,  
Louth 
 
 

Type of inspection: Unannounced 
Date of inspection: 18 April 2018 
Centre ID: OSV-0000147 
Fieldwork ID: MON-0020953 



 
Page 2 of 12 

 

 
About the designated centre 

 

The following information has been submitted by the registered provider and 
describes the service they provide. 
 
Moorehall Lodge Ardee is a designated centre for Older People. The building is 
purpose-built. Residents are accommodated in single and twin bedrooms. The centre 
is divided into four households, three of which are dementia specific units. A variety 
of communal rooms are provided for residents’ use, including sitting, dining and 
recreational facilities. The centre is located close to Ardee town, at the end of a short 
avenue. Residents have access to multiple enclosed courtyards. The centre provides 
accommodation for a maximum of 81 male and female residents, over 18 years of 
age. The service provides care to residents with conditions that affect their physical 
and psychological function. Each resident's dependency needs are regularly assessed 
to ensure their care needs are met. 
 
 
The following information outlines some additional data on this centre. 
 

 
 
 

Current registration end 
date: 

08/12/2019 

Number of residents on the 
date of inspection: 

80 
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How we inspect 

 
To prepare for this inspection the inspector or inspectors reviewed all information 
about this centre. This included any previous inspection findings, registration 
information, information submitted by the provider or person in charge and other 
unsolicited information since the last inspection.  
 
As part of our inspection, where possible, we: 

 
 speak with residents and the people who visit them to find out their 

experience of the service,  
 talk with staff and management to find out how they plan, deliver and monitor 

the care and support  services that are provided to people who live in the 
centre, 

 observe practice and daily life to see if it reflects what people tell us,  
 review documents to see if appropriate records are kept and that they reflect 

practice and what people tell us. 
 
In order to summarise our inspection findings and to describe how well a service is 
doing, we group and report on the regulations under two dimensions of: 
 
1. Capacity and capability of the service: 

This section describes the leadership and management of the centre and how 
effective it is in ensuring that a good quality and safe service is being provided. It 
outlines how people who work in the centre are recruited and trained and whether 
there are appropriate systems and processes in place to underpin the safe delivery 
and oversight of the service.  
 
2. Quality and safety of the service:  

This section describes the care and support people receive and if it was of a good 
quality and ensured people were safe. It includes information about the care and 
supports available for people and the environment in which they live.  
 
 
 
A full list of all regulations and the dimension they are reported under can be seen in 
Appendix 1. 
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This inspection was carried out during the following times:  
 
Date Times of 

Inspection 
Inspector Role 

18 April 2018 08:30hrs to 
17:30hrs 

Una Fitzgerald Lead 
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Views of people who use the service 

 

 

 
 
The feedback from residents and relatives was highly complimentary of the staff 
within this centre. All residents confirmed that they felt safe and very well cared for 
by a team who know them well. A common theme from the feedback is that staff go 
above their duty to ensure that resident's needs are met. The inspector spoke briefly 
with residents who have dementia. Residents with dementia were observed to be 
very happy in the environment. The staff in this centre do not wear clinical uniforms 
and the design and layout of each house makes the overall ambiance very calm and 
relaxing. 
 

 
Capacity and capability 

 

 

 
 
This centre was well organised. The management team work cohesively to ensure 
that the service delivered is safe and of high quality. The provider and person in 
charge had systems in place to ensure that they have oversight and governance to 
oversee the quality of care received by residents. This inspection was unannounced 
and the information requested by the inspector was made available in a timely 
manner and presented in an easily understood format. This was evidenced by: 

• A comprehensive auditing schedule was in place. Where improvements were 
identified as required, action plans and changes are communicated to staff. 

• Staff are supported by the management team. Training records identified that 
additional training is provided in multiple areas including dementia care. This 
enhances the quality and safety of care for residents. 

• The management team have oversight of risk within the centre. The policy 
was seen to be followed in practice. For each risk identified it was clearly 
documented what the hazard was, the level of risk, the controls in place and 
the person responsible. This document was kept live. 

The centre is divided into four households and three of these cater for residents with 
dementia. The centre is homely and inviting. Walking along the corridors is a 
pleasant experience. Each household has an open plan kitchen and sitting area. The 
kitchen is a hub of activity. The homemaker is available to residents to make tea 
and snacks at any time. At every opportunity, the care team has maximised space to 
the benefit of residents. The corridors are lined with tactile boards with varied 
themes to capture the imagination or stimulate memories of time gone by.  

The management team in the centre meet to discuss all operational matters on a 
weekly basis. The team are updated on all complaints, accidents and incidents 
reported. Appropriate follow up is taken when required. Discussion takes place on all 
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areas of management within the centre. Statistical information is gathered monthly 
to inform the management plan. 

The inspector spoke with staff. Staff turnover in the centre is low. This impacted 
positively on residents as staff knew their needs. Staff informed the inspector that 
they would not hesitate to bring any issue concerning a resident to the attention of 
the person in charge and had full confidence in management to take action if 
required. The staff confirmed that the nursing management team have a presence 
in each household daily and were readily available for support. 

  
  
 

 
Regulation 15: Staffing 

 

 

 
There were adequate staff, with a good skill-mix, on duty. Staffing levels were kept 
under constant review by the management team. The current staffing levels were 
appropriate for the layout and design of the building. 

  
  
 
Judgment: Compliant 

 
Regulation 16: Training and staff development 

 

 

 
Staff had access to appropriate training. Records evidenced that all staff had 
attended mandatory and refresher training within appropriate time frames.  
  
 
Judgment: Compliant 

 
Regulation 21: Records 

 

 

 
The inspector reviewed staff files and found full compliance with Schedule 2 
regulation requirements. 
  
 
Judgment: Compliant 

 
Regulation 23: Governance and management 
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There was a clearly defined management structure that identified the lines of 
authority and accountability. The systems in place ensure that the service is safe, 
appropriate, consistent and effectively monitored. The 2017 annual review of the 
quality and safety of the care delivered to residents was available for review.  
  
 
Judgment: Compliant 

 
Regulation 30: Volunteers 

 

 

 
The roles and responsibilities of all volunteers is set out in writing. A Garda Síochána 
(police) vetting disclosure was in place for all volunteers. 

  
  
 
Judgment: Compliant 

 
Regulation 34: Complaints procedure 

 

 

 
The centre had effective procedures for responding to and recording complaints. 
The complaints procedure was on display in each household. The residents and the 
relatives spoken with confirmed that they felt comfortable in making a complaint 
and they knew who they could contact to do so.  
  
 
Judgment: Compliant 

 
Regulation 4: Written policies and procedures 

 

 

 
All of the policies and procedures required by the regulations were available within 
the centre, and had been reviewed within the last three years. These documents 
were accessible to staff. 
  
 
Judgment: Compliant 

 
Quality and safety 

 

 

 
 
The inspector found that the residential centre was providing a high standard 
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of care, support and quality of life for residents. The centre has effective 
arrangements in place to manage risk and protect residents. The design and 
delivery of the service maintains and supports physical and psychological wellbeing 
for residents who are cognitively impaired, while achieving best health and social 
care outcomes. 

Residents' rights to privacy and dignity was respected. Staff sought consent for care 
procedures and were observed to be kind and caring in their interactions with 
residents. There were measures in place to safeguard residents from abuse. A policy 
was available to inform management of any suspicions, allegations or incidents of 
abuse. Residents told the inspector that they felt safe in the centre. 

Residents' assessed needs were addressed by person-centred care plans that 
reflected their individual preferences and care choices. The documentation in place 
was easily understood. The inspector found good evidence of consultation between 
the clinical team and relatives. On admission, all residents had been assessed by a 
registered nurse to identify their individual needs and choices. The assessment 
process used validated tools to assess each resident’s dependency level, risk of 
malnutrition, falls risk and skin integrity. Clinical observations such as blood 
pressure, pulse and weight were assessed on admission and as required thereafter. 
Each resident spoken with was knowledgeable about what a care plan was and 
confirmed that the nursing team consulted with them on all changes to their plan.  

Residents’ healthcare needs were met through timely access to treatment and 
therapies. Residents have access to a general practitioner (GP) and allied healthcare 
professionals. There was good evidence within the files that advice from allied 
healthcare professionals was acted on in a timely manner. 

Residents were protected by safe medicines management procedures and 
practices. Practice observed meets with professional guidelines. Staff nurses 
administering medicines were patient and took time with individual 
residents. Medicines controlled under misuse of drugs legislation were stored 
securely and the balances were checked twice every 24 hours. The pharmacist 
responsible for dispensing residents' medicines was facilitated to meet their 
obligations. Medicines management in the centre was audited. Residents' medicines 
were prescribed and regularly reviewed by their doctor. 

The centre has residents who have responsive behaviours (how people with 
dementia or other conditions may communicate or express their physical discomfort, 
or discomfort with their social or physical environment) due to their medical 
condition. A positive approach was taken to support these residents' care needs. 
Each resident had a detailed, person-centred behaviour support care plan in 
place that clearly identified their support needs and informed prevention 
management strategies. Compassionate, sensitive and supportive care from 
staff positively impacted on their wellbeing and quality of life in the centre.  

The clinical management team informed the inspector that they were actively 
promoting a restraint-free environment. There was good evidence that the number 
of residents using bedrails were reducing. Less restrictive alternatives to bedrails 
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such as low low beds and crash mats were available. The required documentation 
regarding bedrail use was in place and all residents were monitored on an hourly 
basis. The inspector was concerned about the outcome of reassessment of 
continued need for bedrails. There was evidence that bedrails were in use as a 
result of relatives' requests. The culture and responses from staff throughout the 
day highlighted the need for further improvement. A review regarding insight and 
awareness of restrictive practices specific to bedrail use was required. The inspector 
discussed restrictive practices with the management team at the feedback meeting. 

Residents were supported to experience a good quality of life in this centre. The 
inspector observed that the privacy and dignity of each resident was respected. The 
choices they made in relation to their lives were facilitated on a daily basis. This 
was demonstrated by staff members knowing individual residents' 
needs, personalities and preferences. 

Residents availed of a varied activity programme. Activities developed for people 
with cognitive impairments formed part of this programme, and this had a positive 
impact on those who participated. Residents' links with the community were 
maintained where possible, and this was supported by access to local media, 
Internet and telephone services. Frequent visits from local schools were well-
received by residents.  
 

 
Regulation 26: Risk management 

 

 

 
The risk policy was last updated in June 2016 and contained all of the requirements 
set out under Regulation 26(1). The risk register was kept under review by the 
management team.   
  
 
Judgment: Compliant 

 
Regulation 28: Fire precautions 

 

 

 
Overall, the management of fire safety in the centre was comprehensive. Quarterly 
servicing was last completed in February 2018. The fire alarm was checked weekly. 
Daily checks on exits were carried out throughout the premises. Fire drills were 
carried out as per regulatory requirements. 

The inspector observed that a fire door in a resident's room was kept open using a 
door weight. In the event of a fire, the weight would stop the door from closing. The 
provider nominee reassured the inspector that this practice will stop. An alternative 
solution will be identified that does not impact on safety while allowing the resident 
the choice to keep their door open. 
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Judgment: Substantially compliant 

 
Regulation 29: Medicines and pharmaceutical services 

 

 

 
Medicine management practices were in line with national standards. Medication 
management audits were carried out and any actions required were communicated 
to staff.  
  
 
Judgment: Compliant 

 
Regulation 5: Individual assessment and care plan 

 

 

 
All residents had a comprehensive assessment completed on admission and care 
plans were developed based on assessed needs. There was evidence that residents 
or their representative were involved in reviews of care plans. The inspector found 
evidence that reviews were not consistently carried out every four months as per 
regulatory requirements.  
  
 
Judgment: Substantially compliant 

 
Regulation 6: Health care 

 

 

 
Residents had appropriate access to a GP and allied healthcare professionals. There 
was good evidence that advice received was acted upon in a timely manner. 
  
 
Judgment: Compliant 

 
Regulation 7: Managing behaviour that is challenging 

 

 

 
Behaviours associated with dementia were assessed and good practice was followed 
in the management of such behaviours to ensure the wellbeing and safety of 
residents. 

The management team is promoting a restraint-free environment. There was no use 
of chemical restraint within the centre. There were systems in place to assess if a 
restrictive practice, such as bedrails, was appropriate to support a resident. The 
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inspector found that further development and education for staff is required to 
ensure that the ongoing requirement for bedrails is appropriately reviewed. 

  
  
 
Judgment: Substantially compliant 

 
Regulation 8: Protection 

 

 

 
There were systems in place to support the identification, reporting and 
investigation of allegations or suspicions of abuse. All staff had received training in 
the prevention, detection and response to abuse.  
  
 
Judgment: Compliant 

 
Regulation 9: Residents' rights 

 

 

 
Residents were aware of their rights, including, civil, political and religious 
rights. These rights were respected by staff, and residents were supported to 
exercise their choices as much as possible. Advocacy services were available to 
assist residents where required. 

Residents were facilitated to maintain their privacy and undertake any personal 
activities in private. 

Residents were supported to engage in activities that aligned with their interests and 
capabilities. 
  
 
Judgment: Compliant 
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Appendix 1 - Full list of regulations considered under each dimension 
 
 Regulation Title Judgment 

Capacity and capability  
Regulation 15: Staffing Compliant 
Regulation 16: Training and staff development Compliant 
Regulation 21: Records Compliant 
Regulation 23: Governance and management Compliant 
Regulation 30: Volunteers Compliant 
Regulation 34: Complaints procedure Compliant 
Regulation 4: Written policies and procedures Compliant 
Quality and safety  
Regulation 26: Risk management Compliant 
Regulation 28: Fire precautions Substantially 

compliant 
Regulation 29: Medicines and pharmaceutical services Compliant 
Regulation 5: Individual assessment and care plan Substantially 

compliant 
Regulation 6: Health care Compliant 
Regulation 7: Managing behaviour that is challenging Substantially 

compliant 
Regulation 8: Protection Compliant 
Regulation 9: Residents' rights Compliant 
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Compliance Plan for Moorehall Lodge Ardee OSV-
0000147  
 
Inspection ID: MON-0020953 
 
Date of inspection: 18/04/2018    
 
Introduction and instruction  
This document sets out the regulations where it has been assessed that the provider 
or person in charge are not compliant with the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2013,  Health Act 
2007 (Registration of Designated Centres for Older People) Regulations 2015 and the 
National Standards for Residential Care Settings for Older People in Ireland. 
 
This document is divided into two sections: 
 
Section 1 is the compliance plan. It outlines which regulations the provider or person 
in charge must take action on to comply. In this section the provider or person in 
charge must consider the overall regulation when responding and not just the 
individual non compliances as listed section 2. 
 
 
Section 2 is the list of all regulations where it has been assessed the provider or 
person in charge is not compliant. Each regulation is risk assessed as to the impact 
of the non-compliance on the safety, health and welfare of residents using the 
service. 
 
A finding of: 
 
 Substantially compliant - A judgment of substantially compliant means that 

the provider or person in charge has generally met the requirements of the 
regulation but some action is required to be fully compliant. This finding will 
have a risk rating of yellow which is low risk.  
 

 Not compliant - A judgment of not compliant means the provider or person 
in charge has not complied with a regulation and considerable action is 
required to come into compliance. Continued non-compliance or where the 
non-compliance poses a significant risk to the safety, health and welfare of 
residents using the service will be risk rated red (high risk) and the inspector 
have identified the date by which the provider must comply. Where the non-
compliance does not pose a risk to the safety, health and welfare of residents 
using the service it is risk rated orange (moderate risk) and the provider must 
take action within a reasonable timeframe to come into compliance.  

 
 
 
 



 
Page 2 of 4 

 

Section 1 
 
The provider and or the person in charge is required to set out what action they 
have taken or intend to take to comply with the regulation  in order to bring the 
centre back into compliance. The plan should be SMART in nature. Specific to that 
regulation, Measurable so that they can monitor progress, Achievable and Realistic, 
and Time bound. The response must consider the details and risk rating of each 
regulation set out in section 2 when making the response. It is the provider’s 
responsibility to ensure they implement the actions within the timeframe.  
 
 
Compliance plan provider’s response: 
 
 

 Regulation Heading Judgment 
 

Regulation 28: Fire precautions 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 28: Fire precautions: 
 
All non-compliant door closing mechanisms removed on the 18th April 2018 the day of 
the inspection.  
 
For the door where electronic closure was not in place will be replaced by 6th July 2018  
 
 
Regulation 5: Individual assessment 
and care plan 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 5: Individual 
assessment and care plan: 
 
We have undertaken a full care plan audit since the inspection. Action plans created for 
each care plan to ensure they are complete, comprehensive and up to date. Repeat audit 
again to measure improvements and ensure full compliance.  
Regulation 7: Managing behaviour that 
is challenging 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 7: Managing 
behaviour that is challenging: 
 
We have completed a full audit of bedrail usage. Action plan created and is being 
implemented. Procedures for the “prescription” of bed rails reviewed. Staff information 
sessions to promote a restraint free environment completed with a particular focus on 
bed rails usage undertaken.  
All residents currently using bedrails will be re-assessed and alternative measures put in 
place by the 30th June 2018.  
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Section 2:  
 
Regulations to be complied with 
 
The provider or person in charge must consider the details and risk rating of the 
following regulations when completing the compliance plan in section 1. Where a 
regulation has been risk rated red (high risk) the inspector has set out the date by 
which the provider or person in charge must comply. Where a regulation has been 
risk rated yellow (low risk) or orange (moderate risk) the provider must include a 
date (DD Month YY) of when they will be compliant.  
 
The registered provider or person in charge has failed to comply with the following 
regulation(s). 
 
 
 Regulation Regulatory 

requirement 
Judgment Risk 

rating 
Date to be 
complied with 

Regulation 
28(1)(c)(ii) 

The registered 
provider shall 
make adequate 
arrangements for 
reviewing fire 
precautions. 

Substantially 
Compliant 

Yellow  Initial action 
completed 
18/4/2018.  
 
Follow up work 
06/07/ 2018 

Regulation 5(4) The person in 
charge shall 
formally review, at 
intervals not 
exceeding 4 
months, the care 
plan prepared 
under paragraph 
(3) and, where 
necessary, revise 
it, after 
consultation with 
the resident 
concerned and 
where appropriate 
that resident’s 
family. 

Substantially 
Compliant 

Yellow  20/06/2018 
 
With continuous 
review. 

Regulation 7(3) The registered 
provider shall 
ensure that, where 
restraint is used in 
a designated 
centre, it is only 
used in accordance 
with national policy 
as published on 

Substantially 
Compliant 

Yellow  30/06/2018. 
 
With continuous 
review. 
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the website of the 
Department of 
Health from time 
to time. 
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