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About the designated centre 

 

The following information has been submitted by the registered provider and 
describes the service they provide. 
 
Greenhills Nursing Home is situated in a residential area approximately half a mile 
from the centre of Carrick-on Suir on the main Waterford road. Local amenities are 
all within easy access of the centre. The registered provider of the centre is 
Saivikasdal Ltd and Greenhills Nursing Home is purpose-built and residents' 
accommodation comprises of single bedrooms and one twin bedroom, most with en 
suite facilities. The layout of the centre comprises of three wings, each with it's own 
large day room. Day rooms are arranged with a comfortable lounge area and a 
dining area. The main dining room is located by the main reception, this is a large 
room with views of the enclosed landscaped garden. Residents have access to the 
garden via many exits. The garden has walkways, seating areas, a smoking shelter, 
raised flower and vegetable beds for residents' enjoyment. Greenhills Nursing Home 
provides accommodation for 55 residents. The centre employs approximately 49 staff 
and full-time nursing care is provided for both male and female residents with low to 
maximum dependency. It caters for long-term care, convalescence care and for 
people with a diagnosis of dementia. 
 
 
The following information outlines some additional data on this centre. 
 

 
 
 

Number of residents on the 

date of inspection: 

55 
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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 

04 February 2019 08:30hrs to 
17:30hrs 

Vincent Kearns Lead 
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Views of people who use the service 

 

 

 

 

Residents who spoke with the inspector were very complimentary about the care 
and support provided. Residents said staff kept them fully informed and up to date 
about any changes to their care and support needs, or any changes in the centre 
itself. Residents stated that they would have no hesitation in speaking to any staff 
member if they had a concern or any issue. Residents said that they knew many of 
staff well. A number of residents and staff were from the local community and some 
staff had worked in the centre for many years. Staff were described by residents as 
being very kind, caring and responsive to their needs. Residents confirmed that they 
had freedom to choose when they got up, when they had their meals or what 
activities they participated in. Some residents said they preferred not to take part in 
the group activities and said that their wishes were always respected. Residents 
informed the inspector that they felt that they were well supported by staff but also 
encouraged to be independent as much as possible. 

 
 

Capacity and capability 

 

 

 

 

This inspection was conducted following receipt of unsolicited information of concern 
(UROI) received by the Office of the Chief Inspector. The concerns were regarding 
alleged unsuitable medication management practice in the centre. However, on 
receipt of this information, the provider representative had submitted a detailed 
provider assurance report to the Office of the Chief Inspector. This assurance 
included the provider representative immediately taken a number of actions to 
ensure residents safety. On inspection, there was evidence that the provider 
representative had implemented robust remedial action in response to the 
information received. Such action included immediately implementing a number of 
system, structures and process improvements in the monitoring, ordering and 
administration of medication within the centre.  

Overall there had been some improvements in the governance and management of 
the centre. For example, the inspector noted that the action plan contained in the 
provider assurance report was being fully implemented. Since the previous 
inspection, there had been some improvements in the centre. Such as, there had 
been an increase in allocated staffing hours, an increase in staff training, an 
improved handover system with an additional handover meeting in the afternoon. 
This meeting was used as a ''safety phase'', to ensure all staff were aware of all 
residents changing needs. There had also been some improvement in 
documentation for example, there was a new vital signs monitoring record and 
a new record for daily communications in relation to residents needs. However, 
improvements were required for example, in relation to some of the auditing 
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records, the statement of purpose, records of staff meetings and particularly in 
relation to ensuring suitable recruitment practices regarding Garda vetting. 

There was a defined management structure that clearly outlined the lines of 
authority and accountability in the centre. The provider representative was an 
experienced manager, and was well known to all residents and their visitors. The 
inspector observed that she was also actively involved in the day to day running of 
the centre. Since the previous inspection a new person in charge had been 
appointed. The person in charge was a experienced manager who was a registered 
nurse with the required experience and clinical knowledge in the area of nursing 
older people. She outlined how she was also actively involved in providing suitable 
governance and managerial oversight within the centre. She described 
suitable monitoring and reporting arrangements that had been recently 
established. For example, there were now regular management and governance 
meetings, and regular structured meetings with staff. In addition, the person in 
charge had commenced regular one to one meetings with all staff and annual 
appraisals had also been implemented. 

The inspector was assured that the provider representative was providing suitable 
staffing and skill-mix to meet the assessed needs of the residents for the size, 
design and layout of the centre. All staff were supervised on an appropriate basis, in 
accordance to their role and responsibilities. The inspector reviewed a sample of 
staff files which included most of the information required under Schedule 2 of the 
regulations. All recently appointed staff had received a suitable induction, staff 
performance appraisals were on-going and staff had completed mandatory training. 
Registration details with An Bord Altranais agus Cnáimhseachais na hÉireann 
(Nursing and Midwifery Board of Ireland) for 2018 for nursing staff were seen by the 
inspector. Garda Síochána (police) vetting was in place for most staff. However, as 
referenced earlier in this report, there was no Garda vetting disclosure in place for 
one recently recruited staff who was on induction on the day of inspection. There 
was evidence that such vetting was applied for and in process however, the 
vetting disclosure was not available for review in the centre. The 
inspector requested that the provider representative take immediate action and the 
provider representative immediately stopped the staff induction, and assured the 
inspector that this induction would not recommenced until suitable Garda vetting 
disclosure was received and in place, in the centre. 

In relation to adequate resources, the inspector observed that there were sufficient 
equipment in place to ensure the delivery of safe and good quality care to the 
residents with the current skill mix and staffing levels.There was also for example, 
appropriate assistive equipment available to meet residents’ needs such as electric 
beds, wheelchairs, hoists and pressure-relieving mattresses.  

 
 

Regulation 14: Persons in charge 

 

 

 
There was a full-time person in charge who during this inspection demonstrated an 
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adequate knowledge of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2013 (as amended) and the 
National Quality Standards for Residential Care Settings for Older People in Ireland. 
The person in charge had only started working in the centre in January this year 
however, she was able to demonstrate good clinical knowledge of the residents, and 
of the governance and management systems in the centre. Residents who spoke 
with the inspector were able to identify her as the person in charge and told the 
inspector that staff were supportive in providing care. Staff to whom the inspector 
spoke were positive in their feedback regarding the new person in charge and told 
the inspector that thus far she was approachable as a manager. The person in 
charge was clear in her role and responsibilities as person in charge and displayed a 
strong commitment towards providing a person-centred, high-quality service. The 
inspector observed that the person in charge had an open door policy to residents 
and staff and clearly demonstrated a hands on approach in her role. She had 
committed to continued professional development and she had regularly attended 
relevant education and training sessions, including a post-graduate management 
training course. 

  
 

Judgment: Compliant 

 

Regulation 15: Staffing 

 

 

 
At the time of the inspection there were adequate staff in place to meet the needs 
of residents. The person in charge outlined that since the previous inspection, that 
there had been improvements in the staffing allocation with for example, additional 
health care assistants hours each day at particular busy times to enhance the 
support for residents. The inspector observed positive interactions between staff and 
residents over the course of the inspection. A significant number of the staff had 
been working in the centre for many years and had an excellent knowledge of 
residents' health and support needs, as well as their likes and dislikes. Staff 
demonstrated an understanding of their role and responsibilities to ensure 
appropriate delegation, competence and supervision in the delivery of person-
centred care to the residents. 

  
 

Judgment: Compliant 

 

Regulation 16: Training and staff development 

 

 

 
Records viewed by the inspector confirmed that there was an adequate level of 
training provided with numerous training dates scheduled for 2019. Mandatory 
training was ongoing and staff had completed mandatory training in areas such as 
fire safety, manual handling, safeguarding, dementia care and the management of 
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behaviours that challenge. 

  
 

Judgment: Compliant 
 

Regulation 21: Records 

 

 

 
From a review of a selection of staff files the inspector noted that one staff file did 
not comply with Schedule 2, of the Health Act 2007 (Care and Welfare of Residents 
in Designated Centres for Older People) Regulations 2013. In relation to one 
recently recruited staff who was on induction on the day of inspection; An Garda 
Síochána (police) vetting disclosure was not in place in accordance with the National 
Vetting Bureau (Children and Vulnerable Persons) Act 2012. The provider 
representative immediately stopped this induction and confirmed that this staff 
would only return to the centre following receipt of suitable Garda vetting disclosure. 
The provider representative confirmed that all other staff working in the centre have 
suitable Garda vetting disclosures in place. 

In addition, improvements were required to residents care plans to ensure that as 
appropriate they contained details of any plan relating to the resident in respect of 
medication management, as required by regulation. 

  
 

Judgment: Not compliant 
 

Regulation 23: Governance and management 

 

 

 
Overall, further improvements were required in relation to the governance and 
management of the centre. There were some assurances in relation to the 
management of the service. For example, there was an annual review report into 
the quality and safety of care provided which detailed ongoing plans for 
improvements within the centre and there was also evidence that the provider 
representative and the person in charge regularly met with residents and their 
representatives. In addition, the recently appointed person in charge had 
implemented a number of improvements and had plans for promoting continuous 
improvement in residents' care. These included developing and enhancing staff 
training, care planning development, updating the centre policies and 
procedures and working to improve staff appraisals. There was also a system of 
audit in place that reviewed and monitored the quality and safety of care and 
residents' quality of life. Theses included, regular audits and incident reviews carried 
out in relation to a number of aspects of care such as care planning and medication 
management or following any complaint, incident, or accident. However, 
improvements were required in relation to the governance of the centre including: 

 The auditing process required improvement to to ensure that clear written 
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action plans were developed following all audits so that improvements could 
be implemented and suitably monitored.  

 The records of staff meetings required review to ensure that they adequately 
recorded the issues discussed. 

 The recruitment process required improvement to ensure that all staff had 
suitably Garda vetting disclosures in place, prior to commencing work in the 
centre. 

  
 

Judgment: Not compliant 
 

Regulation 3: Statement of purpose 

 

 

 
There was a written statement of purpose and function relating to the centre that 
contained the information set out in Schedule 1 of the Regulations. The provider 
representative was aware that a review was required at intervals of not less than 
one year. However, some improvements were required to this document including 
the following: 

 To review and revise the statement of purpose at intervals of not less than 
one year. 

 To provide more detail in relation to the description of the rooms to be used 
in the centre. 

  
 

Judgment: Substantially compliant 

 

Regulation 34: Complaints procedure 

 

 

 
The complaints procedure was displayed in a prominent position near the entrance 
to the centre. The complaints procedure was accessible and met the requirements of 
the Regulations. Residents and visitors who spoke with the inspector confirmed that 
their complaints were listened to and acted upon. 

  
 

Judgment: Compliant 

 

Regulation 4: Written policies and procedures 

 

 

 
The inspector reviewed the centre's operating policies and procedures and noted 
that the centre had site specific policies as required by Schedule 5 of the Health Act 
2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2013. These policies were reviewed and updated at intervals not 
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exceeding three years as required by Regulation 4. Staff spoken to were 
knowledgeable in relation to these policies and on going policy awareness was being 
provided. 

  
 

Judgment: Compliant 

 

Quality and safety 

 

 

 

 

Overall, residents were supported to experience a good quality of life in this centre 
that was seen to be homely and person centred. For example, there were pictures 
and traditional items displayed along corridors and in communal rooms that 
supported the comfort of residents living in the centre. There were large easy to 
read clocks in a number of rooms and many of the residents' bedrooms had 
been personalised. 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 for example, demonstrated by staff members' 
knowledge of individual residents' needs, personalities and preferences. Residents 
availed of an activity programme which included arts and crafts, music and other 
games. Residents' links with the community were maintained where possible. For 
example, during the inspection a number of residents were seen leaving the centre 
to visit friends and family. In addition, residents were supported to maintain links to 
their communities through access to local media, broadband and telephone services. 

There were systems in place to maintain residents' safety and there was a low level 
of accidents recorded in the centre. There were a number of accident prevention 
measures in place. However, some improvements were required to the risk 
assessment records. 

There was a process for reporting on and investigating any allegations or suspicions 
of abuse. The residents within the centre spoke highly about the staff who cared for 
them on a daily basis. Staff interactions observed were kind and friendly. Staff were 
familiar with the residents and addressed then in a respectful way. The inspector 
reviewed multiple residents' files and also spoke with the residents and a number of 
visitors and overall, the findings were positive. The information in the files was 
person centered and specific individual likes and dislikes were not only recorded but, 
the information was also known to the staff. 

The person in charge assessed prospective residents prior to admission and 
following admission, all residents had been assessed by a registered nurse to 
identify their individual health care and social needs and preferences. The 
assessment process used validated tools to assess each resident’s dependency level, 
risk of malnutrition, falls risk and their skin integrity. Clinical observations such as 
blood pressure, pulse and weight were also assessed on admission and as required 
thereafter. A number of residents spoken to were knowledgeable about what a care 
plan was, and confirmed that the nursing team consulted with them on all changes. 
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Residents’ health care needs were met through timely access to treatment and 
therapies. The residents had access to a general practitioner of their choice, with a 
number of GPs attending the centre. In addition, residents had access to allied 
health care professionals as required. There was evidence within the files that 
advice from allied health care professionals was acted on in a timely manner. 

At the time of this inspection, the inspector noted that medicines were 
appropriately prescribed and administered to residents. These medications were 
reviewed regularly by the residents' GP and changes were made where required. 
Residents were not rushed when taking medications. The opportunity for medicine 
administration was used as a opportunity to engage and converse with 
residents. Medications were stored and managed in line with relevant legislation and 
guidelines. A local pharmacist provided training in relation to medicines.  

The food served in the centre was enjoyed by residents, as observed during 
mealtimes and in feedback from residents. Menus available showed that dishes were 
varied and nutritious, and served in an appetising manner. Catering staff were 
knowledgeable of residents' special dietary requirements, but also of their individual 
tastes and preferences. Attentive assistance was also provided by staff during 
meals. Overall, this ensured that mealtimes were a positive experience for 
residents.  

Fire safety management of the premises within the centre generally met with 
regulatory requirements. For example, fire safety training was provided to staff and 
the inspector noted that staff spoken with were suitably knowledgeable when asked 
how to respond in the event of a fire. However, improvements were required for 
example, in relation to fire safety records and in relation to the unsuitable use of 
one door wedge. 

 
 

Regulation 17: Premises 

 

 

 
Overall, the design and layout of the premises met the needs of residents. The 
centre was a single storey, purpose built centre that had first opened in 2001. The 
inspector noted that the atmosphere within the centre was welcoming, and it was 
warm, appeared clean and well ventilated on the day of inspection. The external 
grounds were adequately maintained and residents had access to a safe secure 
garden. Residents’ private accommodation was provided in three wings in mainly 
single bedrooms, the majority of which have full en suite facilities. There was one en 
suite, twin-bedded room. The size and layout of bedrooms was suited to meeting 
the needs of residents, including those with high dependency needs. Adequate 
space and storage facilities were provided to residents for personal possessions 
including lockable storage. Residents had access to two communal day rooms, these 
provided adequate space, were comfortable and homely. There was a quiet room or 
oratory that was available to residents for quiet reflection and prayer. The front 
reception area appeared to a popular area with both residents and visitors and there 
was a spacious dining room located off this main reception area. Residents could 
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also dine in the communal room of C wing. Both communal rooms and all common 
areas were furnished and decorated to an adequate standard. Circulation areas, 
toilet facilities and shower/bathrooms had non slip flooring and were adequately 
equipped with hand-rails and grab rails. Signage throughout the centre had text and 
pictures to help residents to identify communal rooms and to support way 
finding. Working call bells were accessible from each resident's bed and in each 
room used by residents. Resident’s bedrooms were personalised with soft 
furnishings, ornaments and family photographs. A separate kitchen was located off 
the main dining room. The inspector observed the kitchen to be visibly clean and 
well-organised. There was a laundry room that met with regulatory requirements. 

  
 

Judgment: Compliant 

 

Regulation 18: Food and nutrition 

 

 

 
Residents were provided with a varied, wholesome and nutritious diet that was 
properly prepared, cooked and served. Residents’ special dietary requirements and 
their personal preferences were complied with. Fresh drinking water, snacks and 
other refreshments were available at all times. Residents received suitable 
assistance and support from staff, when it was required. 

  
 

Judgment: Compliant 
 

Regulation 20: Information for residents 

 

 

 
The residents’ guide included a summary of the services, summary of the contract of 
care, complaints process and arrangements for visits. This information was 
supplemented with information on notice boards through the centre giving 
information about what was going on in the centre. 

  
 

Judgment: Compliant 

 

Regulation 26: Risk management 

 

 

 
There was an up to date safety statement and an adequate risk management policy 
that contained the items as listed in the regulations. The person in charge was 
familiar with the risk policy and and risks identified. However, there were a number 
of improvements required including: 

 The lack of any racking system for the drying of urinals in the sluice room 
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required to be risk assessed to ensure appropriate infection prevention and 
control procedures were in place in line with relevant national standards. 

 The risk assessments were comprehensively recorded however, improvement 
was required to ensure that such records were stored in a manner so as to 
ensure completeness, accuracy and ease of retrieval. 

 Following a recent incident the risk assessment in relation to medication 
management had not been reviewed to also include the additional controls 
that had been implemented in the center, since this incident. 

  
 

Judgment: Substantially compliant 
 

Regulation 27: Infection control 

 

 

 
The inspector noted that the centre appeared to be cleaned to a good standard. 
Procedures in place were consistent with the standards for the prevention and 
control of health care associated infections published by the Office of the Chief 
Inspector. 

  
 

Judgment: Compliant 
 

Regulation 28: Fire precautions 

 

 

 
Overall there were adequate fire safety procedures in place. Emergency lighting and 
the fire alarm panel were serviced quarterly and most recently in November 2018. 
Fire safety equipment was serviced on an annual basis. Regular fire drills had taken 
place in the previous 12 months. Staff spoken with were knowledgeable about all 
residents' evacuation needs and which method of evacuation would be required for 
each resident. Each resident had a written personal emergency evacuation plan 
(PEEP's) in place. However, some improvements were required to these records to 
also include a recent photograph of the resident and a record of the residents 
understanding or awareness of the fire alarm sounding. In addition, the inspector 
noted that in a cupboard containing the electrical fuse board as there were some 
small holes the ceiling around the electrical cables that went into the attic space of 
this cupboard. However, this cupboard required a fire safety risk assessment to 
assess if these holes had impacted on fire containment ability of this cupboard. 

  
 

Judgment: Not compliant 

 

Regulation 29: Medicines and pharmaceutical services 
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The Office of the Chief Inspector had received information of concern in relation to 
the management of medication in the centre. However, on the day of inspection 
there was evidence that medicines were appropriately prescribed and administered 
to residents. The centre-specific policies on medication management were made 
available to the inspector and had been reviewed in January 2019. The policies were 
made available to nursing staff who demonstrated adequate knowledge of these 
documents. Medicines for residents were supplied by a community pharmacy. 
Nursing staff with whom the inspector met outlined a robust procedure for the 
ordering and receipt of medicines in a timely fashion. Medicines were stored in a 
locked cupboard, medication trolley or within a locked room only accessible by 
nursing staff. Medicines requiring refrigeration were stored securely and 
appropriately. The temperature of the medication refrigerator and storage areas was 
noted to be within an acceptable range; the temperature was monitored and 
recorded daily. Robust measures were in place for the handling and storage of 
controlled drugs that were accordance with current guidelines and legislation. 
Nursing staff with whom the inspector spoke demonstrated knowledge of the 
general principles and responsibilities of medication management. Medication 
administration was observed and the inspector found that the nursing staff adopted 
a person-centred approach. Medicines were recorded as administered in accordance 
with guidance issued by An Bord Altranais agus Cnáimhseachais. Compliance aids 
were used by nursing staff to administer medicines. A sample of medication 
prescription records was reviewed. The practice of transcription was in line with the 
centre-specific policy and guidance issued by An Bord Altranais agus 
Cnáimhseachais for all prescriptions seen. Transcribed prescriptions were always 
signed by a second nurse who independently checked the prescriptions and co-
signed by the prescriber within 72 hours. Since the previous inspection,there had 
been a number of improvements in the management of medication. For example, 
nursing staff outlined the improved process for medications which were out of date 
or dispensed to a resident but are no longer needed. Such medications were stored 
in a secure manner, segregated from other medicinal products and were returned to 
the pharmacy for disposal. There was now a duplicate record book used to record 
this and maintained a verifiable audit trail. There was now a system in place for the 
reviewing and monitoring of safe medicines management practices. Regular audits 
were completed by both the visiting pharmacist and nursing staff which examined a 
number of areas related to medicines management including ordering, receipt, 
storage, disposal, and administration. Where any pertinent deficiencies were 
identified; clear preventative actions and learning from reviews had been 
implemented. Training records confirmed that training in medicines management 
had been facilitated for nursing staff in 2018. 

  
 

Judgment: Compliant 
 

Regulation 5: Individual assessment and care plan 

 

 

 
Overall care plans were developed on admission and reviewed at regular intervals to 
ensure residents needs were being met. There were pre-admission assessments 
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of prospective residents completed whenever possible, prior to admission. This gave 
the resident or their family an opportunity to meet in person, provide information 
and determine if the service could adequately meet the needs of the resident. 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 their skin 
integrity. Clinical observations such as blood pressure, pulse and weight were 
assessed on admission and as required thereafter. 

  
 

Judgment: Compliant 
 

Regulation 6: Health care 

 

 

 
Residents’ health care needs were met through timely access to treatment and 
therapies. Resident’s had suitable access to GP's, and allied health care 
professionals. There was evidence within the files and from speaking to residents 
and staff, that advice from allied health care professionals was acted on in a timely 
manner. 

  
 

Judgment: Compliant 
 

Regulation 7: Managing behaviour that is challenging 

 

 

 
The inspector noted that few residents had been identified as having behaviours 
that challenge. Staff spoken with were clear on the support needs for residents 
exhibiting behaviours that challenge and the use of suitable de-escalating 
techniques. There was evidence that residents who presented with behaviours that 
challenge were reviewed by their GP and referred to other professionals for review 
and follow up, as required. For example, there was regular supportive visits by the 
community psychiatric nurse in relation to supporting residents with anxiety and 
behavioural and psychological symptoms of dementia. 

  
 

Judgment: Compliant 
 

Regulation 8: Protection 

 

 

 
Residents were protected from abuse and harm, and residents who the inspector 
spoke to confirmed that they felt safe in the centre. Training records confirmed that 
staff had received training in relation to responding to incidents, suspicions or 
allegations of abuse. All staff who spoke with the inspector were knowledgeable of 
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what constituted abuse and of steps to take in the event of an incident, suspicion or 
allegation of abuse. There was suitable practice, policies and staff training to 
support residents with behaviours that challenge. Care plans recorded strategies to 
support residents with behaviours that challenge. In relation to financial 
arrangements, the provider representative confirmed that the centre did not 
manage any pensions on behalf of any resident.  

  
 

Judgment: Compliant 

 

Regulation 9: Residents' rights 

 

 

 
Residents were supported to retain as much control of their own decision making as 
possible. Residents were kept informed about their rights, including, civil, political 
and religious rights. These rights were respected by staff, and advocacy services 
were also available to assist residents, where required. Residents were supported to 
engage in activities that aligned with their interests and capabilities, and facilities for 
these were available in the centre. Residents' rights, privacy and dignity was 
respected by staff in the centre and residents were facilitated to maintain their 
privacy and generally undertake any personal activities in private. However, the 
inspector noted that one communal bathroom door required review, as this door did 
not have any suitable lock to ensure privacy.  

  
 

Judgment: Substantially compliant 
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Appendix 1 - Full list of regulations considered under each dimension 
 

 Regulation Title Judgment 

Capacity and capability  

Regulation 14: Persons in charge Compliant 

Regulation 15: Staffing Compliant 

Regulation 16: Training and staff development Compliant 

Regulation 21: Records Not compliant 

Regulation 23: Governance and management Not compliant 

Regulation 3: Statement of purpose Substantially 
compliant 

Regulation 34: Complaints procedure Compliant 

Regulation 4: Written policies and procedures Compliant 

Quality and safety  

Regulation 17: Premises Compliant 

Regulation 18: Food and nutrition Compliant 

Regulation 20: Information for residents Compliant 

Regulation 26: Risk management Substantially 
compliant 

Regulation 27: Infection control Compliant 

Regulation 28: Fire precautions Not compliant 

Regulation 29: Medicines and pharmaceutical services Compliant 

Regulation 5: Individual assessment and care plan Compliant 

Regulation 6: Health care Compliant 

Regulation 7: Managing behaviour that is challenging Compliant 

Regulation 8: Protection Compliant 

Regulation 9: Residents' rights Substantially 
compliant 
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Compliance Plan for Greenhill Nursing Home OSV-
0004584  
 
Inspection ID: MON-0026267 

 
Date of inspection: 04/02/2019    
 
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.  
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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 21: Records 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 21: Records: 
Records shall be kept in the centre in accordance to regulation 21.To come in to 
compliance with Regulation 21 the following actions shall be taken. 
 
The Garda vetting disclosure was received for the staff member being inducted on 
Thursday 7th February and she commenced work on the week of Monday 11th. Garda 
vetting disclosures will be in place prior to any staff member commencing induction or 
work going forward. 
 
Care plans are currently being reviewed by the PIC, CNMs and nursing staff. Person 
centred medication management plans are being developed for each resident. All 
residents will have a medication management plan in place by 31 March and going 
forward. These plans will be reviewed 3 monthly. 
 
 
 
 
 
 

Regulation 23: Governance and 
management 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 23: Governance and 
management: 
The centre shall have sufficient resources and management systems in place to ensure 
effective delivery of care, safety and consistency of care.  To come into compliance with 
Regulation 23 the following actions shall be taken: 
 
All audits will have a clear action plan developed going forward. 
 



 
Page 20 of 25 

 

All staff will have Garda Vetting disclosure in place prior to commencing induction or 
work in the centre. 
 
The first full staff meeting of the year was held on 28 February. All staffs were invited to 
attend. The plan for the year is to hold staff meetings with appropriate groups i.e carers, 
nurses, household and kitchen. If required full meetings can be arranged again also. The 
PIC will plan all meetings throughout the year. 
 
Going forward the PIC will arrange a full meeting at the start of every year and develop a 
plan for further meetings. Minutes of all staff meetings will be clearly documented. The 
minutes of the previous meeting will be read at the opening of the following meeting. 
 
 
 
 
 
 

Regulation 3: Statement of purpose 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 3: Statement of 
purpose: 
To come into compliance with Regulation 3 the following actions shall be taken: 
 
The statement of purpose has been reviewed and updated. A copy of the revised 
statement of purpose was sent to the centre’s HIQA Inspector on Thursday 14 February. 
The statement of purpose will be reviewed and revised at intervals of not less than one 
year. 
 
 
 
 
 
 

Regulation 26: Risk management 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 26: Risk 
management: 
To come into compliance with Regulation 26 the following actions shall be taken: 
 
A racking system for urinals has been ordered by the Provider. This will allow for the 
correct drying system of urinals going forward. 
 
The PIC has rearranged the storage of risk assessment documents in order to ensure 
completeness, accuracy and ease of retrieval of the documents. 
 
The PIC has reviewed all risk assessments with regards to the recent medication 
management incident. Appropriate controls have been identified and implemented in 
order to control the level of risk. 
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Management will ensure that all hazards identified will have an assessment of risks 
completed with the appropriate measures and actions in place to control the identified 
risks. 
 
 
 
 
 
 

Regulation 28: Fire precautions 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 28: Fire precautions: 
The PIC and Provider are will continue to take adequate precautions against the risk of 
fire. To come into compliance with Regulation 28 the following actions shall be taken: 
 
PEEP documents are being reviewed and updated for each resident. The PIC shall ensure 
that all PEEP documents have a photograph of each resident and clearly state the 
residents understanding of the fire alarm sounding and if they require supervision 
following evacuation. 
 
A fire safety risk assessment has been completed by the PIC. Any holes in any storage 
area and electricity cupboard leading to the attic space have been sealed by a certified 
contracted company who provide fireproofing, fire stopping and passive fire protection 
services. Photograph showing completed works was sent to HIQA Inspector on Thursday 
14 February. 
 
 
 
 
 
 

Regulation 9: Residents' rights 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 9: Residents' rights: 
A risk assessment has been completed for the use of locks on bathrooms doors and the 
appropriate controls identified. 
 
The communal bathroom door which on the day of inspection had no lock has been 
reviewed and a suitable lock has been identified and installed.  All bathrooms will have 
suitable locks to ensure privacy and dignity of residents is respected while enabling staff 
to access the room if locked in the case of an emergency. 
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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 21(1) The registered 
provider shall 
ensure that the 
records set out in 
Schedules 2, 3 and 
4 are kept in a 
designated centre 
and are available 
for inspection by 
the Chief 
Inspector. 

Not Compliant    Red 
 

04/02/2019 

Regulation 23(c) The registered 
provider shall 
ensure that 
management 
systems are in 
place to ensure 
that the service 
provided is safe, 
appropriate, 
consistent and 
effectively 
monitored. 

Not Compliant Orange 
 

28/02/2019 

Regulation 
26(1)(a) 

The registered 
provider shall 
ensure that the 
risk management 
policy set out in 
Schedule 5 
includes hazard 
identification and 

Substantially 
Compliant 

Yellow 
 

05/02/2019 
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assessment of 
risks throughout 
the designated 
centre. 

Regulation 
26(1)(b) 

The registered 
provider shall 
ensure that the 
risk management 
policy set out in 
Schedule 5 
includes the 
measures and 
actions in place to 
control the risks 
identified. 

Substantially 
Compliant 

Yellow 
 

05/02/2019 

Regulation 
28(1)(c)(i) 

The registered 
provider shall 
make adequate 
arrangements for 
maintaining of all 
fire equipment, 
means of escape, 
building fabric and 
building services. 

Not Compliant   
Orange 
 

13/02/2019 

Regulation 
28(2)(iv) 

The registered 
provider shall 
make adequate 
arrangements for 
evacuating, where 
necessary in the 
event of fire, of all 
persons in the 
designated centre 
and safe 
placement of 
residents. 

Substantially 
Compliant 

Yellow 
 

31/03/2019 

Regulation 03(1) The registered 
provider shall 
prepare in writing 
a statement of 
purpose relating to 
the designated 
centre concerned 
and containing the 
information set out 
in Schedule 1. 

Substantially 
Compliant 

Yellow 
 

13/02/2019 

Regulation 9(3)(b) A registered 
provider shall, in 
so far as is 

Substantially 
Compliant 

Yellow 
 

15/02/2019 
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reasonably 
practical, ensure 
that a resident 
may undertake 
personal activities 
in private. 

 
 


