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1.0 Summary 

1.2 Actions/enforcement taken following the most recent inspection 

1.1 Inspection outcome 

 
  
 
An unannounced inspection of Bannview House Care Home took place on 24 February 2017 
from 10.30 to 16.30 hours.  A lay assessor, (Robert Milligan), was present during the 
inspection.  Comments provided by the lay inspector are included within the report. 
 
A serious concerns meeting was held in RQIA offices with the registered persons on 14 
December 2016 following the outcome of an inspection on 8 December 2016.  An action plan to 
address the issues was provided from the registered persons and a period of time was provided 
to implement the action plan.  The inspection sought to seek assurances that the issues raised 
during the previous inspection had been addressed and that the action plan had been fully 
implemented.   
 
One requirement and two recommendations were made following the inspection.  The five 
requirements and one recommendation made at the previous inspection dated 8 December 
2016 were validated as having been addressed.   
 
There was no enforcement action taken as a result of this inspection.  Refer to section 4.3 for 
details of the inspection findings. 
 
This inspection was underpinned by The Health and Personal Social Services (Quality 
Improvement and Regulation) (Northern Ireland) Order 2003, The Nursing Homes Regulations 
(Northern Ireland) 2005 and the DHSSPS Care Standards for Nursing Homes 2015. 
 
 
 
 

 Requirements Recommendations 

Total number of requirements and 
recommendations made at this inspection 

1 2 

 
Details of the Quality Improvement Plan (QIP) within this report were discussed with Cherith 
Rogers, deputy manager and Karen McElherron, regional manager, as part of the inspection 
process.  The timescales for completion commence from the date of inspection. 
 
Enforcement action did not result from the findings of this inspection. 
 
 
 
 
The most recent inspection of the home was an unannounced care inspection undertaken on 8 
December 2016.  Other than those actions detailed in the QIP there were no further actions 
required to be taken.  Enforcement action did not result from the findings of this inspection. 
 
RQIA have also reviewed any evidence available in respect of serious adverse incidents 
(SAI’s), potential adult safeguarding issues, whistle blowing and any other communication 
received since the previous care inspection. 
 
There were no further actions required to be taken following the most recent inspection. 
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2.0 Service details 

3.0 Methods/processes 

 
 
 

Registered organisation/registered 
person:  
Priory (Warrenpoint) Ltd 
Caroline Denny 
 

Registered manager:  
Roberta Wilson 
 

Person in charge of the home at the time 
of inspection:  
Cherith Rogers, deputy manager 
 
 

Date manager registered:  
22 December 2012 
 

Categories of care:  
NH-PH, NH-I, RC-I, NH-DE 
 

Number of registered places:  
80 

 
 
 
 
Following a serious concerns meeting on 14 December 2016 held in RQIA offices, a follow up 
inspection was arranged to validate the action plan presented by the registered persons 
following the previous inspection on 8 December 2016 and to follow up on the five requirements 
and one recommendation made in the Quality Improvement Plan (QIP) issued following the 
inspection.  The focus of the inspection was to review the following; 
 

 the management arrangements 

 staffing levels 

 daily routine 

 the management of wounds 

 management of care records  

 complaints 

 staff views  
 
Prior to inspection we analysed the following information:  
 

 the registration status of the home 

 written and verbal communication received by RQIA since the previous care inspection 

 the previous care inspection report 

 the returned QIP from the previous care inspection 

 notifications received since December 2016 
 

The following records were examined during the inspection: 
 

 duty rotas 

 complaints 

 care records 

 supplementary care records 

 training in relation to safeguarding and fire 
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4.0 The inspection 

4.1 Review of requirements and recommendations from the most recent inspection 

dated 08 December 2016  

4.2 Review of requirements and recommendations from the last care inspection dated 08 
December 2016 

 
 
 
 
 
 
 
The most recent inspection of the home was an unannounced care inspection.  The completed 
QIP was returned and approved by the care inspector.   
 
 
 
 
 

Last care inspection statutory requirements 
Validation of 
compliance 

Requirement 1 
 
Ref: Regulation 13 
(1) 
 
Stated: Second time 
 

The registered persons must ensure the afternoon 
routine is immediately reviewed to ensure that the 
safety, health and welfare of patients are 
maintained at all times. 
 

Met 
 

Action taken as confirmed during the 
inspection: 
The inspector reviewed the afternoon routine in 
the home and found it to be well organised.  There 
were no health and safety risks observed.  Staff 
were knowledgeable and confirmed that the 
routine had been discussed at all levels 
 

Requirement 2 
 
Ref: Regulation 20 
(1) (a) (b) 
 
Stated: First time 
 

The registered person must ensure that staffing 
arrangements within the home meet the assessed 
needs of the patients accommodated within at all 
times. 
 

Met 
 

Action taken as confirmed during the 
inspection: 
A review of duty rotas from 13 February 2017 to 
12 March 2017 evidenced that staffing was being 
maintained in accordance with the needs and 
dependency of patients. 
 

Requirement 3 
 
Ref: Regulation 15 
(2) (a) (b) 
 
Stated: First time 
 

The registered person must ensure that 
assessments are completed as required on 
admission and reviewed when required or when 
the patients’ needs change. 

Met 
 

Action taken as confirmed during the 
inspection: 
A review of three care records evidenced that 
assessments were completed as required and 
when patients needs have changed.  All three care 
records reviewed were reflective of patients’ needs 
following discussion with staff. 
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Requirement 4 
 
Ref: Regulation 16 
(1) (2)(a)(b) 
 
Stated: First time 
 

The registered person must ensure that patients’ 
care plans were developed following identification 
of assessed needs; reviewed regularly and 
updated accordingly to meet the current needs of 
patients. 
 

Met 
 

Action taken as confirmed during the 
inspection: 
All three care plans reviewed evidenced that care 
plans were being prepared following identification 
of assessed needs of patients.  They were 
regularly reviewed and updated accordingly. 
 

Requirement 5 
 
Ref: Regulation 12 
(1) (a) (b) 
  
Stated: First time 
 

The registered person must ensure that all 
wounds in the home are monitored appropriately 
and that record keeping in relation to wound 
management is maintained appropriately in 
accordance with legislative requirements, 
minimum standards and professional guidance. 
 

Met 
 

Action taken as confirmed during the 
inspection: 
Two care records were reviewed for patients 
identified as having a wound or a pressure ulcer.  
They were being appropriately documented and 
there was evidence of timely referrals to tissue 
viability nursing staff (TVN). 
 
A review of wound management evidenced that 
they were being managed in keeping with the 
National Institute of Clinical Excellence, (NICE) 
guidelines. 
 

Last care inspection recommendations 
Validation of 
compliance 

Recommendation 1 
 
Ref: Standard 4 
 
Stated: First time 
 

The registered person should ensure that 
supplementary records in the home are recorded 
consistently by all staff and in a format which is 
understood by all staff.  A reference should be 
made within patient care records to identify any 
actions taken in response to any variances 
identified. 
 Met 

 Action taken as confirmed during the 
inspection:  
A review of the care bundles which contained 
supplementary care records evidenced that a key 
is used to guide staff.  Three care staff spoken 
with were aware of the key system and what the 
format for recording was. 
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4.3 Inspection findings 
 
 
 
4.3.1 Staffing levels 
 
A review of the duty rotas from the week commencing 13 February 2017 to 12 March 2017 
evidenced staff levels to be generally well maintained in keeping with the dependency and 
needs of patients residing in the home.  Each of the four units were individually staffed and 
staffing levels were being reviewed in keeping with patients’ needs.  Discussion with staff on 
duty and information returned in the questionnaires evidenced that staffing levels have been 
retained.  Management informed the inspector that an additional recruitment drive has secured 
permanent staff and they are able to maintain staffing in sufficient numbers and skill mix to meet 
the needs of patients.  There were no concerns raised during the inspection in relation to 
staffing levels.  
 
4.3.2 Daily routine/care delivery 
 
The daily routine in the home has recently been reviewed in order to ensure the safety and 
health and welfare of patients is being met at all times.  The deputy manager stated that since 
the previous inspection, supervision has been held with all care staff individually.  The 
importance of not leaving patients in wheelchairs for lengthy periods of times was discussed 
during supervision.  One patient observed to be sleeping in their wheelchair for a period of up to 
35 minutes was identified to the nurse in charge of the unit who stated that this was the patient’s 
choice.  This patient was moved to a more comfortable seating arrangement following 
consultation with the nurse in charge of the unit.  There were no other lengthy periods observed 
where patients were seated in wheelchairs. 
 
There were a number of patients placed in bed who did not have a means for summonsing for 
assistance (call bell) in place.  The lay assessor observed two alarm mats placed on the ground 
not to be properly connected to the nurse call system.  A recommendation is made to carry out 
a review of the management of alarm mats to ensure they are appropriately connected and that 
the nurse call system is reviewed to ensure that patients who are placed in bed for any period of 
time has their call bell within easy reach. 
 
The lay assessor also commented that they felt the home was clean, comfortable, spacious and 
fresh smelling throughout.  He also felt the decoration in the home was welcoming, although 
some areas would benefit from being painted.  The lay assessor also commented that staff 
moral seemed to be high and everyone was happy at their work and they seemed to be happy 
to chat and all the residents appeared clean and well-dressed at the time of our visit. 
 
4.3.4 The management of wounds 
 
The records of two patients identified as having wounds/pressure ulcers was reviewed.  Both 
records were being maintained in keeping with the NICE guidelines.  There were up to date 
care plans were in place to manage the wounds/pressure ulcers.  There was evidence that the 
Tissue Viability Nurse (TVN) had been consulted and the advice provided was included in the 
plan of care.  Dressing regimes were being adhered to and information on the condition of the 
wounds was recorded.  There was photographic evidence of the condition of the 
wounds/pressure ulcers alongside the dates and times they were taken.  The Braden scale was 
completed monthly and body maps were updated as necessary. 
 
The manager also completes weekly wound care audits and regularly reviews the care records 
of patients identified as having wounds or pressure ulcers.   
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4.3.5 Management of care records  
 
A review of ‘care bundles’ which contained supplementary care records evidenced that they 
were completed contemporaneously.  They were dated and signed by the person completing 
the record alongside the time of the entry.  The record included a key code for ease of reference 
for staff.  The record was completed using the correct key.  Staff spoken with were familiar with 
the key and what the information represented. 
 
The manager confirmed that audits of care records are completed monthly and where deficits 
are identified they are amended by the named registered nurse.  The manager confirmed that 
on-going issues in relation to care records management are addressed at individual supervision 
with staff. 
 
All three care records reviewed evidenced that patients’ care plans were developed following a 
period of assessed need.  All the care records reviewed were reflective of the care required as 
described by staff.  The records were updated accordingly and in a timely way. 
 
4.3.6 Complaints 
 
Complaints were being managed in accordance with DHSSPS guidelines.  The complaints 
policy was displayed in the throughout various areas in the home.  There were no concerns 
raised by patients, relatives/patient representatives or staff during the inspection. 
 
4.3.7 Staff views  
 
All staff on duty were spoken with by the inspector.  All felt staff morale in the home was good 
and they were satisfied with the staffing arrangements.  All stated there were regular staff 
meetings and they felt included and were kept informed of management decisions in the home.  
Staff were aware of the management arrangements in the home and felt that they could 
approach management with any issues they had.  All stated that they had received adequate 
training for their roles and responsibilities and were knowledgeable regarding patient care. 
 
Two members of staff returned questionnaires both expressed that they were very satisfied with 
all aspects of safe, effective and compassionate care.  They felt very satisfied that the service 
was well led. 
 
4.3.8 Patients views 
 
Patients spoken with stated they were content and happy in the home.  All stated that the food 
was good and that staff were kind and attentive.  They stated that the call bell was usually 
answered quite quickly and that they were content and felt well cared for. 
 
Five patient questionnaires were retuned and all expressed satisfaction with the care and 
services in the home.  All stated they were satisfied or very satisfied with the safe, effective and 
compassionate care and they felt the home was well managed.  There were no concerns raised 
during the inspection. 
 
4.3.9 Relatives views 
 
During the course of the inspection the inspector spoke with six relatives/patient 
representatives.  All spoke highly of care in the home and commended staff regarding their work 
ethic and compassion.   
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Relatives spoken with stated that they felt they were kept well informed of their loved ones 
conditions.  They felt staff communicated with them in relation to how their family members 
were and if there was any communication with allied professionals. 
 
4.3.10   Environment 
 
A review of the environment found it welcoming and clean and generally well maintained.  There 
were no foul odours detected.  Many areas displayed patients’ contributions to arts and crafts 
and activities attended in the home.  Information boards displayed relevant information for 
visitors/relatives and patients in the home.  This included the planned activities and outings and 
photographs of patients’ participation.  Relevant health information was also displayed.  
 
The carpet is required to be replaced in the corridor areas of both dementia units and the dining 
rooms require to be repainted.  A recommendation is made that menus are clearly displayed in 
relevant areas in the home and that sluice rooms are maintained locked when not in use. 
 
Areas for improvement 
 
There was one requirement and two recommendations made following this inspection.  The 
requirement is in relation to replacing the identified carpet in the dementia units.  One 
recommendation is in relation to the management of the nurse call system.  A 
recommendation is also made in relation to the management of menus and sluice room doors. 
 

Number of requirements 1 Number of recommendations 2 

 

 
 
Any issues identified during this inspection are detailed in the QIP. Details of the QIP were 
discussed with Cherith Rogers, deputy manager and Karen McElherron, regional manager, as 
part of the inspection process.  The timescales commence from the date of inspection.   
 
The registered provider/manager should note that failure to comply with regulations may lead to 
further enforcement action including possible prosecution for offences.  It is the responsibility of 
the registered provider to ensure that all requirements and recommendations contained within 
the QIP are addressed within the specified timescales. 
 
Matters to be addressed as a result of this inspection are set in the context of the current 
registration of the nursing home.  The registration is not transferable so that in the event of any 
future application to alter, extend or to sell the premises RQIA would apply standards current at 
the time of that application. 
 

 
 
This section outlines the actions which must be taken so that the registered provider meets 
legislative requirements based on The Nursing Homes Regulations (Northern Ireland) 2005. 
  

5.0 Quality improvement plan  

5.1 Statutory requirements  
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This section outlines the recommended actions based on research, recognised sources and 
The Care Standards for Nursing Homes 2015.  They promote current good practice and if 
adopted by the registered provider/manager may enhance service, quality and delivery.   
 

 
 
The QIP should be completed and detail the actions taken to meet the legislative requirements 
and recommendations stated.  The registered provider should confirm that these actions have 
been completed and return the completed QIP to RQIA’s office for assessment by the inspector. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

5.2 Recommendations  

5.3 Actions to be taken by the registered provider 

It should be noted that this inspection report should not be regarded as a comprehensive review of all strengths 
and areas for improvement that exist in the service.  The findings reported on are those which came to the 
attention of RQIA during the course of this inspection.  The findings contained within this report do not exempt 
the registered provider from their responsibility for maintaining compliance with the regulations and standards.  It 
is expected that the requirements and recommendations outlined in this report will provide the registered 
provider with the necessary information to assist them to fulfil their responsibilities and enhance practice within 
the service. 
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