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Organisation/Registered Provider: 
Healthcare Ireland (No. 4) Limited 
 
Responsible Individual: 
Ms Amanda Mitchell  
 

Registered Manager:  
Mrs Jaya Shree Ajith – not registered 
 

Person in charge at the time of inspection:  
Mrs Jaya Shree Ajith 
 

Number of registered places:  
58 
 
A maximum of 25 persons in category NH-I 
and 33 persons in category NH-DE. 
 

Categories of care:  
Nursing Home (NH) 
I – Old age not falling within any other 
category. 
DE – Dementia. 
 

Number of patients accommodated in the 
nursing home on the day of this 
inspection: 
38 
 

Brief description of the accommodation/how the service operates: 
This home is a registered nursing home which provides nursing care for up to 58 persons.  
Patients are accommodated over two floors.  Patients with a dementia are cared for on the 
lower ground floor and patients requiring general nursing care are cared for on the ground 
floor.  Patients have access to communal lounges and dining areas.   
  
There is a residential care home which occupies a corridor of the ground floor and the 
manager for this home manages both services. 
 

 

 
 
An unannounced inspection took place on 14 July 2022 from 7.05am to 5.00pm by a care 
inspector and on 26 July 2022 from 11.15am to 2.45pm by a finance inspector. 
 
The inspection assessed progress with all areas for improvement identified in the home since 
the last care inspection and to determine if the home was delivering safe, effective and 
compassionate care and if the service was well led.   
 
The home was warm, clean and comfortable.  Patients were well presented in their appearance 
and appeared happy and settled in the home.  Comments from patients were positive in regards 
to their interactions with staff and with the food provision in the home.   
 

Information on legislation and standards underpinning inspections can be found on our 
website https://www.rqia.org.uk/ 

1.0 Service information  

2.0 Inspection summary 

https://www.rqia.org.uk/
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Those patients unable to voice their opinions were observed to be relaxed and comfortable in 
their surroundings and in their interactions with staff.   
 
Staff promoted the dignity and well-being of patients and were knowledgeable and well trained 
to deliver safe and effective care.  There was a good working relationship between staff and 
management.  Staff told us that their managers were approachable and that they felt any 
concerns shared with managers were listened to.  Comments received from patients and staff 
are included in the main body of this report.   
 
An area for improvement was identified in relation to the management of hearing aids used by 
some patients in the home. 
 
RQIA was assured that the delivery of care and service provided in Carlingford Lodge Nursing 
Home was safe, effective and compassionate and that the home was well led.   
 
On 19 November 2021 a Performance Notice was issued from Southern Health and Social Care 
Trust (SHSCT) which placed a temporary sanction on admitting new patients to the home.  
Following the inspection we were advised by the SHSCT that the sanction was now lifted and 
the home could recommence admitting patients. 
 
The purpose of the finance inspection was to assess if the home was delivering safe, effective 
and compassionate care and if the home was well led with respect to the management of 
patients’ finances.  No new areas for improvement were identified during the finance inspection.   
 
The findings of this report will provide the manager and management team with the necessary 
information to improve staffs’ practice and the patients’ experience.  
 

 
 
RQIA’s inspections form part of our ongoing assessment of the quality of services.  Our reports 
reflect how they were performing at the time of our inspection, highlighting both good practice 
and any areas for improvement.  It is the responsibility of the service provider to ensure 
compliance with legislation, standards and best practice and to address any deficits identified 
during our inspections. 
 
To prepare for this inspection we reviewed information held by RQIA about this home.  This 
included the previous areas for improvement issued, registration information, and any other 
written or verbal information received from patients, relatives, staff or the Commissioning 
Trust.   
 
Throughout the inspection RQIA will seek to speak with patients, their relatives or visitors 
and staff for their opinion on the quality of the care and their experience of living, visiting or 
working in this home.   
 
Questionnaires were provided to give patients and those who visit them the opportunity to 
contact us after the inspection with their views of the home.  A poster was provided for staff 
detailing how they could complete an on-line questionnaire.   
  

3.0 How we inspect 
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The daily life within the home was observed and how staff went about their work.  A range of 
documents were examined to determine that effective systems were in place to manage the 
home.  A sample of patients’ financial files including records of transactions and records of 
patients’ personal property were also reviewed.   
 
The findings of the inspection were discussed with the manager and the regional manager at 
the conclusion of the inspection.  The findings of the finance inspection were discussed with Mrs 
Cherith Rogers, regional area manager. 
 

 
 
During the inspection we consulted with 11 patients and 11 staff.  Patients were complimentary 
on the care that they received and on their engagements with staff.  One told us, “It’s great 
here.  You can’t beat the staff and the food is good as well.”  Another commented, “The staff are 
lovely.”  All staff confirmed that they enjoyed interacting and engaging with the patients.  Staff 
told us that they had good working relationships with the manager and management team.   
Staff confirmed that they were happy working in the home. 
 
We received three questionnaire responses from relatives indicating that they were satisfied the 
care delivered in the home was safe, effective and compassionate and that the home was well 
led.  Comments received were shared with the manager for their review and action as 
appropriate.  We received no feedback from the staff online survey.   
 

 
 

 
 
 

Areas for improvement from the last inspection on 3 March 2022 
 

Action required to ensure compliance with The Nursing Homes 
Regulations (Northern Ireland) 2005 

Validation of 
compliance  

Area for improvement 1 
 
Ref: Regulation 18 (2) 
(n) 
 
Stated: Third and final 
time 
 

The registered person shall review the 
provision of activities in the home to ensure 
that all patients, who wish to engage, are 
included in regular meaningful activity.   

Met 
 

Action taken as confirmed during the 
inspection: 
There was evidence that this area for 
improvement has been met. 

Area for improvement 2 
 
Ref: Regulation 13 (4) 
 
Stated: First time 

The registered person shall ensure that the 
appropriate oversight is maintained of tasks 
delegated from registered nurses to care 
assistants.  This is in specific reference to the 
record keeping of the administration of 

 
 

Met 
 

4.0 What people told us about the service 

5.0 The inspection 

5.1 What has this service done to meet any areas for improvement identified at or  
           since last inspection? 
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 thickening agents and topical preparations.   
 

Action taken as confirmed during the 
inspection: 
There was evidence that this area for 
improvement has been met. 
 

Area for improvement 3 
 
Ref: Regulation 30 
 
Stated: First time 
 

The registered person shall ensure that 
completed monthly monitoring reports are 
submitted to RQIA for review within five days 
of the report completion.   

Met 
 

Action taken as confirmed during the 
inspection: 
There was evidence that this area for 
improvement has been met. 
 

Action required to ensure compliance with the Care Standards for 
Nursing Homes (April 2015) 

Validation of 
compliance  

Area for improvement 1 
 
Ref: Standard 41 
 
Stated: Third and final 
time 
 

The registered person shall review the staffing 
arrangements in the home to include the 
deployment of staff and morning routines to 
ensure the needs of patients are met.    

Met 
 

Action taken as confirmed during the 
inspection: 
There was evidence that this area for 
improvement has been met. 

Area for improvement 2 
 
Ref: Standard 28 
 
Stated: Third and final 
time 
 

The registered person shall ensure that topical 
preparations in the home are dated on 
opening and disposed of in accordance with 
manufacturer’s guidelines.   

 
 
 
 

Met 
 

Action taken as confirmed during the 
inspection: 
There was evidence that this area for 
improvement has been met. 
 

 

 
 

 
 
Staff were recruited safely ensuring all pre-employment checks had been completed and 
verified prior to the staff member commencing in post.  All staff were provided with a 
comprehensive induction programme to prepare them for working with the patients.  Checks 
were made to ensure that nursing staff maintained their registrations with the Nursing and 
Midwifery Council and care staff with the Northern Ireland Social Care Council.   
 

5.2 Inspection findings 
 

5.2.1 Staffing Arrangements 
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There were systems in place to ensure staff were trained and supported to do their job.  For 
example, staff received regular training in a range of topics such as infection prevention and 
control (IPC), patient moving and handling and fire safety.   
 
A system was in place to ensure that staff completed their training.  Training compliance 
records evidenced that 96.24 percent of all staff had successfully completed their mandatory 
training.  The manager confirmed that additional focused learning sessions were conducted with 
staff on topics such as falls management, record keeping, dysphagia, adult safeguarding and 
moving and handling protocols.  Staff had their own access to the home’s policies and protocols 
and to additional guidance documents. 
 
Staff confirmed that the teamwork in the home was good.  During the inspection the team were 
observed to work well and communicate well with one another.  Staff noted a reduction in the 
use of agency care assistants.  The manager confirmed that they had successively recruited 14 
new care assistants from March 22.  There remained vacancies for 11 full time nurses, 
however, gaps in the duty rota were covered by the home’s own nurses working additional shifts 
and by agency nurses who had been block booked to work in the home.  Additional nurses had 
been identified to commence employment in the home.  Staff were satisfied that the planned 
number and skill mix of staff on duty at any given time met the needs of the patients.   
 
The staff duty rota accurately reflected all of the staff working in the home on a daily basis and 
the capacity in which they worked.  The duty rota identified the nurse in charge of the home 
when the manager was not on duty.  An additional care assistant nominated to provide activities 
for patients was also allocated on the duty rota.   
 
Patients spoke highly on the care that they received and confirmed that staff attended to them 
when they needed them.  It was observed that staff responded to call bells sounding and any 
requests for assistance in a timely manner.  Patients who could not verbalise their feelings 
appeared to be settled and content in their environment.   
 

 
 
Staff met at the beginning of each shift to discuss any changes in the needs of the patients. 
Staff were provided with a handover sheet which acted as an aide memoir when assisting 
patients.  An allocation sheet was utilised to identify which areas in the home each staff member 
was assigned to provide care.  Staff were knowledgeable of patients’ needs, their daily routine, 
wishes and preferences.  A diary was maintained to ensure important daily activities were not 
missed such as blood tests or appointments.  Staff confirmed the importance of keeping one 
another up to date with any changing needs in patients’ care throughout the day.  A daily ‘Flash 
Meeting’ was conducted at around 12.00pm with staff from Monday to Friday to discuss any 
emerging concerns regarding patient care and/or staffing. 
 
Staff provided dignified care by their actions such as knocking on doors before entering; 
discussing patients’ care in a confidential manner and by offering personal care to patients 
discreetly.  This was good practice.  Staff were observed to be prompt in recognising patients’ 
needs and any early signs of distress, especially in those patients who had difficulty in making 
their wishes known.  Staff communicated well with patients and they were respectful, 
understanding and sensitive to their needs.   
 

5.2.2  Care Delivery and Record Keeping  
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Patients’ needs were assessed at the time of their admission to the home.  Following this initial 
assessment care plans were developed to direct staff on how to meet patients’ needs.  Patients’ 
care records were held confidentially.   
 
Where a patient was at risk of falling, a falls care plan was in place to direct staff in how to 
manage this area of care.  The number of falls in the home was low.  A review of accident 
records following a patient’s unwitnessed fall evidenced that the appropriate persons had 
been notified of the fall, including the next of kin; the Trust and RQIA.  Neurological 
observations had been taken at the time of the fall and monitored appropriately.  The 
manager confirmed that as part of their recorded daily walk around the home, they would 
check that all the appropriate actions had been taken following any fall in the home. 
 
Pressure management risk assessments using the Braden risk assessment tool had been 
completed monthly to determine if patients were at risk of skin breakdown.  Where a risk was 
identified, a care plan was in place to guide staff on how to manage this risk.  Wound care 
records had been completed well and a system was in place to monitor the progress of the 
wound care.  Recommendations from other healthcare professionals, such as the tissue viability 
nurse or podiatrist, had been included within the wound care plans. 
 
Good nutrition and a positive dining experience are important to the health and social wellbeing 
of patients.  Patients may need a range of support with meals; this could include simple 
encouragement through to full assistance from staff.  Staff assisted patients throughout the day 
with food and fluids in an unhurried manner.  Records of patients’ intake and outputs were 
recorded where this was required.  Nutritional risk assessments were carried out to monitor for 
weight loss and weight gain using the Malnutrition Universal Screening Tool (MUST).   
 
Patients could choose where to have their meals; their own room, a communal room or the 
dining room.  The dining room was well supervised by staff who were wearing the appropriate 
personal protective equipment (PPE).  A range of drinks were served with the meal.  The menu 
was varied and offered a choice of meal at lunch and evening meals.  Patients were 
complimentary in relation to the food provision in the home. 
 
There was a substantial improvement noted on the recording of the administration of thickening 
agents and topical preparations.  An area for improvement in this regard has now been met. 
  
Patients’ individual likes and preferences were reflected throughout the records.  Daily records 
were kept of how each patient spent their day and the care and support provided by staff.   
  

 
 
Examination of the home’s environment included reviewing a sample of bedrooms, storage 
spaces and communal areas such as lounges and bathrooms.  The home was warm, clean and 
comfortable and there were no malodours detected.  The manager confirmed that the home 
was working through a refurbishment plan.  Flooring had been identified for replacement and 
areas around the home had been identified for redecoration. 
 
Fire safety measures were in place to ensure that patients, staff and visitors to the home were 
safe.  Corridors were clear of clutter and obstruction and fire exits were also maintained clear.  
Fire extinguishers were easily accessible.   
 

5.2.3  Management of the Environment and Infection Prevention and Control  
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Patients could choose where to sit or where to take their meals and staff were observed 
supporting patients to make these choices.  
 
Systems and processes were in place to ensure the management of risks associated with 
COVID-19 infection and other infectious diseases.  All visitors to the home were required to 
wear face coverings.  Visits were by appointment only.   
 
Review of records, observation of practice and discussion with staff confirmed that effective 
training on IPC measures and the use of PPE had been provided.  Signage promoting effective 
hand hygiene and safe use of PPE was displayed throughout the home.   
 

 
 
Discussion with patients confirmed that they were able to choose how they spent their day.  For 
example, patients could have a lie in or stay up late to watch TV.  Patients confirmed that they 
could remain in their bedroom or go to a communal room when they requested.  Patients, who 
could, could choose what they wore and what they preferred to eat.   
 
Two new activities therapists had recently been recruited and were in the process of final 
recruitment checks prior to commencing in post.  In the interim, additional care staff were on 
duty to facilitate activities with patients.  Daily records of completed activities were maintained.  
Activities held included music therapy, sing-a-longs, hand massage, chatting, nail care, arts and 
crafts, games and movies.   
 
There was a relatives’ open day at the end of June 2022 where relatives had been invited to 
attend the home.  Relatives were further updated on activity provision and any changes to the 
homes’ Covid-19 management through the publication of ‘The Lodge News’ which was emailed 
to them on a monthly basis. 
 
The manager operated an open door policy allowing staff, patients and relatives access to her 
at all times.  Relatives had the manager’s direct contact telephone number.  Time was set aside 
each Thursday for the manager to have pre-arranged meetings with relatives. 
 
Each patient had a care assistant assigned to them known as their keyworker.  The keyworker 
was responsible to make contact with patient’s families on a weekly basis to discuss the 
patient’s progress and identify any needs which the patient may have. 
 
Patients’ meetings were hosted monthly in the home.  Minutes of the meetings were maintained 
and feedback provided to management.  Topics discussed included the provision of activities, 
kitchen provision, laundry provision, care provision, housekeeping and any other topics the 
patients wished to discuss. 
 
Visiting arrangements were in place, in line with the Department of Health guidelines, with 
positive benefits to the patients.  As well as indoor visiting, patients were permitted outings with 
family members away from the home.   
  

5.2.4 Quality of Life for Patients 
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Since the last inspection the management arrangements in the home had changed.  Mrs Jaya 
Shree Ajith commenced the manager’s role on 12 April 2022.  Healthcare Ireland took over as 
the provider company of the home on 16 March 2022.  Discussion with the staff confirmed that 
there were good working relationships between staff and management.  Staff described the 
manager as supportive and approachable and confirmed that they felt that they would be 
listened too should they ever have to share any concerns with her. 
 
Staff were aware of who the person in charge of the home was in the manager’s absence.   
Staff told us that they were aware of their own role in the home and how to raise any concerns 
or worries about patients, care practices or the environment.   
 
There was evidence that a system of auditing was in place to monitor the quality of care and 
other services provided to patients.  Areas audited included care plans, staff training, restrictive 
practice, patients’ weights and IPC.   
 
It was established that the manager had a system in place to monitor accidents and incidents 
that happened in the home.  Accidents and incidents were notified, if required, to patients’ next 
of kin, their care manager and to RQIA.  
 
A complaints file was maintained.  Complaints records included the nature of the complaint and 
all corresponding actions taken in response to the complaint including response letters to the 
complainant.  Cards and any compliments received were kept on file and shared with staff.   
 
The home was visited each month by a representative of the registered provider to consult with 
patients, their relatives and staff and to examine all areas of the running of the home.  The 
reports of these visits were completed; where action plans for improvement were put in place, 
these were followed up to ensure that the actions were correctly addressed.  Completed reports 
were available for review by patients, their representatives, the Trust and RQIA.   
 

 
 
A safe place was provided within the home for the retention of patients’ monies and valuables.  
At the time of the inspection there were satisfactory controls around the physical location of the 
safe place and the members of staff with access to it.  Records of monies held at the home on 
behalf of patients were up to date at the time of the inspection.  
 
A review of the safe place confirmed that an item was retained for a discharged patient.  The 
manager was advised to contact the patient’s representative at the Health and Social Care 
Trust to arrange for the item to be returned to the patient.  This will be reviewed at the next 
RQIA inspection. 
 
Bank accounts were in place to retain patients’ personal monies and comfort fund monies, 
these are monies donated to the home for the benefit of all patients.  A sample of statements 
from the bank accounts were reviewed, the accounts only contained patients’ monies and were 
not used for the running of the care home.   
 

5.2.5  Management and Governance Arrangements 
 

5.2.6 Finance Inspection   
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A sample of records evidenced that reconciliations (checks) of monies held on behalf of patients 
were undertaken on a weekly basis.  Reconciliations of the bank accounts were undertaken on 
a monthly basis.  The records of the reconciliations were signed by the member of staff 
undertaking the reconciliation and countersigned by a senior member of staff.   
 
Two patients’ finance files were reviewed.  Written agreements were retained in both files.  The 
agreements included the details of the current weekly fee paid by, or on behalf of, patients and 
a list of services provided to patients as part of their weekly fee.  A list of services available to 
patients at an additional cost, such as hairdressing, was also included within the agreements.  
The agreements were signed by the patient, or their representative, and a representative from 
the home.   
 
The contracts in place with patients’ for their fees were issued by Healthcare Ireland Ltd 
however; the remaining parts of the written agreements were issued by the previous provider. 
Discussion with staff confirmed that Healthcare Ireland Ltd was in the process of implementing 
new agreements for patients.  It was envisaged that the new agreements would be issued, 
signed and returned by November 2022. This will be reviewed at a future inspection.  
 
Review of records and discussion with staff confirmed that patients’ weekly fees were paid to 
the home’s head office.  A sample of records of fees received for two patients’ evidenced that 
the amounts received were in line with the amounts owed by the patients.  Discussion with staff 
confirmed that patients were not paying an additional amount towards their fee over and above 
the amount agreed with the health and social care trusts.   
 
Discussion with the manager confirmed that no member of staff was the appointee for any 
patient, namely a person authorised by the Department for Communities to receive and manage 
the social security benefits on behalf of an individual.   
 
A sample of records of payments to the hairdresser and podiatrist was reviewed.  These 
records were up to date at the time of the inspection.  The records were signed by the 
hairdresser and podiatrist and countersigned by a member of staff to confirm that the treatments 
took place.   
 
A sample of records of monies deposited at the home on behalf of a patient was reviewed.  
Records were up to date at the time of the inspection.  Receipts were provided to the person 
depositing the monies on behalf of the patient.   
 
A sample of two patients’ files evidenced that property records were in place for both patients.   
The system operated to record and check personal property within patients’ rooms was 
discussed with the manager.  The manager agreed to implement a more robust system for 
recording and checking patients’ property.  This procedure will be reviewed at the next RQIA 
inspection.  
.   
Policies and procedures for the management and control of patients’ finances were available for 
inspection.  The policies were readily available for staff use.  The policies were up to date and 
reviewed at least every three years.   
  
Discussion with staff confirmed that no transport scheme was in place at the time of the 
inspection. 
 
No new areas for improvement were identified during the finance inspection.    
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Areas for improvement have been identified were action is required to ensure compliance with 
The Nursing Homes Regulations (Northern Ireland) 2005 and/or the Care Standards for Nursing 
Homes (April 2015). 
 

 Regulations Standards 

Total number of Areas for Improvement 0 1 

 
Areas for improvement and details of the Quality Improvement Plan were discussed with 
Amanda Mitchell, Responsible Individual and Jaya Shree Ajith, Manager, as part of the 
inspection process.  The timescales for completion commence from the date of inspection.   
  

6.0 Quality Improvement Plan/Areas for Improvement  
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Quality Improvement Plan 

 
Action required to ensure compliance with the Care Standards for Nursing Homes 
(April 2015) 

Area for improvement 1 
 
Ref: Standard 6 
Criteria (14) 
 
Stated: First time 
 
To be completed by:  
30 August 2022 
 

The registered person shall ensure that a system is in place to 
make sure that patients who have a hearing aid are supported in 
keeping these clean, functioning and maintained in good 
working order to promote hearing. 
 
Ref: 5.2.4 
 

Response by registered person detailing the actions taken:  
This has been addressed with the staff. The hearing aids are 
being audited every Friday by the senior staff to make sure they 
are clean, functioning and maintained in good working order. 
This is also monitored as a part of Reg 29 visit by the RAM.  
 

 
*Please ensure this document is completed in full and returned via Web Portal 
 
 
 



 

 

 
 
 


