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The Draft National Standards for Residential Care Settings for Older People in Ireland

contain standards and features. You can comment on one or all of them, or you may wish
to make general comments. When commenting on a specific standard or feature, it would
help us if you tell us the reference number of the standard (e.g. Standard 2.3) or feature
(e.g. Feature 2.3.1) that you are commenting on.
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General feedback questions

The consultation document presents the Draft National Standards for Residential Care
Settings for Older People in Ireland for public consultation and feedback.

The Standards are intended to provide a roadmap for the provision of safe and effective
residential services for older people in Ireland. The term residential services in this
document and the Draft Standards also includes nursing homes and respite services for
older people in Ireland.

We would like to hear your views on the use of these Draft Standards as part of an overall
strategy to drive improvements in safe and effective residential services in Ireland and we
would like to find out what you think of the Draft Standards. For example:

B Do you think that all the areas you consider important are covered?

B Are the standards and features clear and easy to understand?

Content of the Standards

Layout and design
Please note that these are Draft Standards for consultation. The final document may

contain different colours and images where suitable.

Question 1: Is the language used clear?

Please comment

It is important that the language used in social and health care standards is clear and
comprehensible and that criteria are specific and measurable.

The language used in the Draft Standards for Residential Care Settings for Older People in Ireland
is considerably more comprehensible than the language used in the National Standards for
Safer,Better Care.



Question 2: Is the layout and design of the Draft Standards clear, easy to follow and
understand?

Please comment

Question 3: Do you feel that the order and structure of the Draft Standards is presented
in a logical way for residential services for older people?

Please comment



Residential Services for Older People in Ireland

Safe and effective residential services are person-centred, effective, safe, promote health
and wellbeing, have good governance, leadership and management, make good use of
resources, have staff with the required skills, experience and competencies and make
good use of information.

Question 4: Do you feel that the Draft Standards will drive improvement in residential
services for older people?

Please comment

The IMO welcome the application of quality standards across all health and social care settings and
consider that the introduction of Standards to Residential Care Settings for Older People in Ireland
has contributed to some improvement in the quality of nursing home care since 2009. Regular
review of quality standards is welcome to ensure that they reflect best-practice but are also fit for
purpose and comprehensible.

The implementation of standards in health and social care settings requires structure and is not
without cost. There is some disconnect between the standards required and both the contractual
arrangements and the financial resources provided through the Nursing Home Support Scheme
(NHSS) and the General Medical Services (GMS) Scheme to meet those requirements. Failure to
clarify the provision of therapy services in nursing homes and the unilateral halving of fees to GPs
providing care to patients in nursing homes is in complete contradiction to the recommendations of
the Leas Cross Report to develop therapeutic and medical support to residents of nursing homes.

The single most integral part of Nursing Home care is the personalised, continuity of care provided
by a GP with whom a patient is registered, as recognised in the Frances Report of the Mid
Staffordshire NHS Foundation Trust. In the context of the withdrawal of significant resources (50%
reduction in fees since 2008) from the over 70s GMS patient and the continued lack of a weighted
payment for patients in nursing homes less than 70s years old, many GPs are concerned about
their ability to meet the the standards with current limited resources.

It behoves HIQA to assure appropriate resources are provided to meet the standards which HIQA
set.

Comprehensiveness

These Draft Standards apply to residential services for older people in Ireland, whether
they are operated by public, private or voluntary bodies or organisations.

Question 5: Do you feel that all the important areas have been covered or are there any
areas that should be included or excluded?

Please comment

Patients with cognitive impairment have higher medical need and/or higher dependency levels and
thus benefit from more intensive nursing and therapy support provided for in the public sector. The
cost of nursing home care in the public sector (which is 50% higher than private nursing home care)
reflects that medical need.



While the IMO welcomes the requirement in standard 2.3 for services to be designed and delivered
to meet the specific needs of patients with cognitive impairment, the IMO has serious concerns
about the reliance on the private sector to adequately cater for patients with cognitive impairment.

The IMO's view is that as Neurodegenerative disease (stroke, dementia etc.) is the most common
reason for admission to nursing home care, nursing home care should be an integral part of the
public health services.

The care of cognitively impaired patients requires significant general practice input. If best practice

is to be sought in provision of appropriate care GMS capitation fees for provision of such care need
to be resourced appropriately. Cognitive impairment does not respect age. Unfortunately capitation
rates for patients in nursing homes only apply on the basis of age and not complexity of care need.

The latter needs to be remedied.

Applicability

These Draft Standards are intended to be used in day-to-day practice to encourage
consistency in relation to how residential services are provided across Ireland.

Question 6: Do you think these Draft Standards are applicable to residential services for
Older People?

Please comment



Accessibility of Standards

It is intended that these Draft Standards will be frequently referenced by residential
services for older people and by members of the public.

Question 7: What do you think would be the most useful format for the Draft Standards:
hardcopy, electronic, audio, easy read, symbols, Braille or other?

Please comment

HIQA standards for social and healthcare settings require that information relating to services
are provided in a format appropriate to the communication needs of residents and patients.
This same standard should apply to HIQA and thus the standards should be available in all
accessible formats.

Guidance for residential services for older people

The Health Information and Quality Authority also develops guidance to support quality
improvement in residential services. These documents explain concepts and give some
specific examples and templates that may assist residential services in meeting the
regulations and in implementing the Standards. To date, the Authority has developed
guidance to support quality improvement in residential services in the following areas:

Guidance on Intimate Care
Guidance on Risk Management
Guidance on Statement of Purpose
Resident’s Finances

Restrictive Procedures Guidance
Intimacy and Sexual Relationships



Question 8: Are there any specific areas covered in the Draft Standards which could
benefit from further guidance? If yes, please list areas.

Please comment

Standard 2.3
The IMO welcomes the requirement for residential services to meet the specific needs of
patients who are cognitively impaired.

However many private residential services are ill-equipped to meet the medical needs of
patients with cognitive impairment. Detailed guidance may be needed to support many
aspects of care for patients with cognitive impairment, but most importantly appropriately
trained staff and resources are required to ensure that residential services meet the specific
needs of these patients.



Specific feedback questions

In this section please provide your comments on the Draft Standards and or features.
Please consider the following questions as part of your review:

B Is the language used in the Draft Standards and features easy to understand?

B Can these Draft Standards and features be applied within residential services for
older people?

Theme 1: Person Centred Care and Support

Please include Draft Standard / feature number

1.1.2 Residents are given information on their rights in multiple forms and they are
supported in understanding their rights.

Feature 1.1.2 is too broad and needs to be more clearly defined.

1.1.4 Each resident receives the appropriate assistance and support they may require
to uphold their right to recognition before the law and to exercise their legal

capacity. This includes assistance to access legal advice and representation in any
forum where their rights are being determined in litigation.

The IMO have concerns about the cost of legal advice and representation and how this is to be
funded to ensure accessibility.

1.1.5 Each resident is facilitated in accessing advocacy services, and receives
information about their rights.

The financing of independent advocacy services must be assured.

1.1.7 Each resident’s right to decline care and treatment is respected by the residential
service. The reasons for declining care and treatment should be discussed fully
with the resident and documented in their care plan.

In the case of altered cognitive function, some clarification is needed as to who determines the
capacity of the resident to give informed consent and how this is to be resourced. Determining the
treatment preferences and wishes of patients where cognitive function is declining is becoming an
increasingly grey area . While the Assisted Decision Making (Capacity) Bill 2013, when enacted will
provide some legal clarity in this area, capacity assessments are time consuming and regular
assessments are not provided for in the GMS Contract.



Theme 2: Effective Services

Please include Draft Standard / feature number
2.2.10 There are arrangements for referral to the nutrition and dietetics service ....

Due to the absence of Dietetic support, Nursing Homes may rely on nutritional companies whose
assessment may depend on their own product being prescribed. This needs to be resolved by
suitable provision of Dietetic Services by the State.

2.3.5 Each resident with a cognitive impairment receives the support they may require
to uphold their right to exercise their legal capacity...

The Assisted Decision-Making (Capacity) Bill 2013 when enacted will update legislation in relation
to capacity and consent. Detailed guidance is required to ensure that care in nursing homes
complies with both the legislation and best practice in seeking informed consent from residents with
a cognitive impairment. Capacity in a patient may vary from day to day and the new Bill and best
practice takes a functional approach determining capacity at the time of the decision making. While
GPs endeavour to provide the most appropriate care to patients based on clinical evidence and
best practice, the current GMS contract does not provide for regular assessment of capacity.

2.4.5 ...plans are put in place to address their additional palliative care needs ...

Where residents reach the end of life stage care plans are put in place that have been written and
agreed with the patient and the GP on the basis of informed consent.

Continued in General Comments

Theme 3: Safe Services

Please include Draft Standard / feature number

3.3.5 Information is available on infection prevention and control for residents, visitors
and staff, including availability of appropriate vaccinations...

Staff as well as patients in residential care facilities should be encouraged to avail of the seasonal
flu vaccine.
3.3.8 Outbreaks of infection are managed in accordance with evidence-based practice...

Effective infection control minimises the both the health and economic effects of diseases such as
Clostridium Difficile, influenza and outbreaks of foodborne illness and should be resourced
appropriately and take into account an aging population. Outbreaks of infectious diseases must be
notified to the local public health authorities and not just to HIQA.

3.4.7 Medication is reviewed at regular specified intervals ...

While GPs endeavour to provide the most appropriate care to patients based on clinical evidence
and best practice, the current GMS contract does not provide for regular medication review. With
capitation fees halved GPs have serious concerns about their ability to provide adequate care to

elderly patients in residential care homes.

3.6.4 Each resident has a full risk assessment prior to any episode of restraint ....

GPs have no particular training in assessment for restraint and has medico-legal implications.



Theme 4: Health and Wellbeing

Please include Draft Standard / feature number

4.1.1 ...each resident receives healthcare that is delivered according to policies, guidelines,
protocols and care pathways that are based on best available evidence.

While GPs endeavour to provide the most appropriate care for their patients the GMS Contract is an
acute illness-based contract and does not provide for chronic disease management.

4.1.5 Each resident has access to healthcare services including primary care, secondary
care, specialist services, allied health professionals, and assistive devices ..

4.1.6 Each resident has timely access to a general practitioner (GP) or suitably qualified
medical practitioner of their choice.

4.1.7 Each resident has timely access to mental health services, where appropriate.

Access to services in Primary and Secondary care, including GP Services, therapy services, mental
health services and specialist geriatric services, are dependent on state resources. Currently the
health system is suffering from 6 years of budget cuts reducing health service funding by 27% or
€4bn. Waiting lists apply across all hospital specialties and to ancillary Primary care services.
General Practice has been subject to 40% resource reduction as a result of successive FEMPI cuts.
As a result GMS posts, particulary in rural and deprived areas, are left unfilled and many GPs are
concerned about their ability to provide adequate care given the halving of capitation payments for
GMS patients over 70 years, no weighted payments for nursing home patients under 70 years, and
no recognition of visitation rates or distance allowances.

Continued in General Comments

Theme 5: Leadership, Governance and Management

Please include Draft Standard / feature number

GPs are ideally placed to engage in leadership and input to governance and management within
nursing homes. These are significant resource intense areas that are not provided for in the GMS
contract nor any other contract. If best practice is to prevail a recognition of the need for the
resourcing of protected time for GP input needs to be stated and provided for, in addition to the
capitation rates that only allow for clinical care input albeit at an insufficiently resourced capitation
rate that takes no cognisance of the burden of care taken on by the GP.



Theme 6: Use of Resources

Please include Draft Standard / feature number

The implementation of standards in health and social care settings is not without cost and there is
some disconnect between the standards required and both the contractual arrangements and the
financial resources provided through both the NHSS and the GMS to meet those requirements.
Nursing Homes are responsible for meeting that gap. For example Tendering arrangements under
the NHSS make no provision for therapy supports or non-basic aids and appliances and the current
GMS contract does not provide for, chronic disease management, regular medication reviews or
capacity assessment.

Since 2008 GMS capitation payments to General Practitioners for over 70s patients in nursing
homes have been halved from €978.08 per patient to €434.17. GPs are extremely concerned over
their ability to provide adequate care for patients with complex and time-consuming needs.

Many of the most dependent patients resident in Nursing Homes are less than than 70 years old.
While there is a recognition in the the provision of a higher capitation rate for over 70s GMS patients
resident in Nursing Homes however there is no similar weighted capitation for those less 70 years.
This anomaly needs to be immediately corrected.

HIQA must engage with the Department of Health on the funding requirements to meet and exceed
health and social care standards otherwise quality standards become aspirational documents
confined to the State library.

Theme 7: Responsive Workforce

Please include Draft Standard / feature number
7.1.3 Each resident, where appropriate, is consulted on the skills and expertise required
by staff and contributes to the development of staff job descriptions.

In practice this standard would be impossible to implement and should be removed as it's continual
presence may act as a hindrance to the employment of appropriately qualified staff.



Theme 8: Use of Information

Please include Draft Standard / feature number

8.2.6 The privacy of each resident’s personal information is protected and respected,
and any personal information is treated as confidential and held in accordance
with legislation, regulations and best available evidence.

The IMO support 8.2 that ensures that residential care settings for older people have information
governance arrangements in place to safeguard confidentiality and privacy of residents however,
many GPs have expressed concern about access to medical files by non-medically trained HIQA
inspectors.

The Medical Council’'s Guide to Professional Conduct and Ethics for Registered Medical
Practitioners 2009 and best-practice advises that when disclosing information to a Third Party,
physicians should obtain consent and inform patients as to why it is necessary to disclose the
information. De-identify the patient, where possible, and only disclose the necessary information to
the relevant person or authority.

Some clarity is needed in relation to confidentiality, Data Protection and the rights of HIQA
inspectors to examine detailed medical records.



Are there any other general comments you would like to make? Please feel free
to use additional space or continue on a separate page.

Further Comments on Theme 2: Effective Services

2.5.7 ...aresident is not unnecessarily transferred to an acute setting except for specific medical
reasons...

The determination of specific medical reasons for transfer to an acute setting interferes with the
clinical autonomy of a GP to act in the best interests of their patient.

2.5.10 There is a written procedure for staff to follow after the death of a resident in
relation to the verification and certification of death.

Time constraints for the verification and certification of death must be practical and realistic.

Further Comments on Theme 4: Health and Well-being

4.1.5 Each resident has access to healthcare services including primary care, secondary
care, specialist services, allied health professionals, and assistive devices to meet
their assessed needs, irrespective of geographical location or place of residence.

There are ongoing issues with access to HSE community/primary care services. Patients in Private
Nursing Homes under the NHSS can be denied access to these services despite being GMS
patients. patients in residental care should have the same access to services that they are afforded
while living in the community.

General Comments

HIQA approach to inspection should be supportive rather than punitive to ensure nursing homes
meet and exceed national standards.

The HIQA inspection process can be overly bureaucratic and fail to take consider changes in
patients as a result of the natural aging process. HIQA Inspectors should be required to have some
basic medical training particulalry in the area of medical care of the elderly and cognitively impaired.



Thank you for taking the time to give us your views on the
Draft National Standards for Residential Care Settings for

Older People in Ireland.

Please return your form to us either by email or post.

S

You can download a feedback form at www.higa.ie
and email the completed form to standards@higa.ie.

You can print off a feedback form and post the
completed form to:

Health Information and Quality Authority,
Draft National Standards for Residential Care
Settings for Older People,

George’s Court,

George’s Lane,

Smithfield,

Dublin 7

If you have any questions on this document, you can
contact the consultation team by calling (01) 8147439.

Please return your form to us either by email or post before

Wednesday 24 September 2014.

Please note that the Authority is subject to the Freedom of Information (FOI) Acts and the

statutory Code of Practice regarding FOI.

Following the consultation, we will publish a paper summarising the responses received.
For that reason, it would be helpful if you could explain to us if you regard the information
you have provided as confidential. If we receive a request for disclosure of the information

we will take full account of your explanation, but we cannot give an assurance that

confidentiality can be maintained in all circumstances.
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The language used in the Draft Standards for Residential Care Settings for Older People in Ireland is considerably more comprehensible than the language used in the National Standards for Safer,Better Care. 
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The single most integral part of Nursing Home care is the personalised, continuity of care provided by a GP with whom a patient is registered,  as recognised in the Frances Report of the Mid Staffordshire NHS Foundation Trust.  In the context of the withdrawal of significant resources (50% reduction in fees since 2008) from the over 70s GMS patient and the continued lack of a weighted payment for patients in nursing homes less than 70s years old, many GPs are concerned about their ability to meet the the standards with current limited resources. 
It behoves HIQA to assure appropriate resources are provided to meet the standards which HIQA set. 
	Text7: Patients with cognitive impairment have higher medical need and/or higher dependency levels and thus benefit from more intensive nursing and therapy support provided for in the public sector. The cost of nursing home care in the public sector (which is 50% higher than private nursing home care) reflects that medical need. 



	Text8: While the IMO welcomes the requirement in standard 2.3 for services to be designed and delivered to meet the specific needs of patients with cognitive impairment, the IMO has serious concerns about the reliance on the private sector to adequately cater for patients with cognitive impairment. 

The IMO's view is that as Neurodegenerative disease (stroke, dementia etc.) is the most common reason for admission to nursing home care, nursing home care should be an integral part of the public health services.

The care of cognitively impaired patients requires significant general practice input. If best practice is to be sought in provision of appropriate care GMS capitation fees for provision of such care need to be resourced appropriately. Cognitive impairment  does not respect age. Unfortunately capitation rates for patients in nursing homes only apply on the basis of age and not complexity of care need. The latter needs to be remedied. 
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	Text10: HIQA standards for social and healthcare settings require that information relating to services are provided in a format appropriate to the communication needs of residents and patients. This same standard should apply to HIQA and thus the standards should be available in all accessible formats. 
	Text11: Standard 2.3 
The IMO welcomes the requirement for residential services to meet the specific needs of patients who are cognitively impaired. 

However many private residential services are ill-equipped to meet the medical needs of patients with cognitive impairment. Detailed guidance may be needed to support many aspects of care for patients with cognitive impairment, but most importantly appropriately trained staff and resources are required to ensure that residential services meet the specific needs of these patients. 


	Text12: 1.1.2 Residents are given information on their rights in multiple forms and they are
supported in understanding their rights.

Feature 1.1.2 is too broad and needs to be more clearly defined.

1.1.4 Each resident receives the appropriate assistance and support they may require
to uphold their right to recognition before the law and to exercise their legal
capacity. This includes assistance to access legal advice and representation in any
forum where their rights are being determined in litigation.

The IMO have concerns about the cost of legal advice and representation and how this is to be funded to ensure accessibility. 

1.1.5 Each resident is facilitated in accessing advocacy services, and receives
information about their rights.

The financing of independent advocacy services must be assured.

1.1.7 Each resident’s right to decline care and treatment is respected by the residential
service. The reasons for declining care and treatment should be discussed fully
with the resident and documented in their care plan.

In the case of altered cognitive function, some clarification is needed as to who determines the capacity of the resident to give informed consent and how this is to be resourced. Determining the treatment preferences and wishes of patients where cognitive function is declining is becoming an increasingly grey area . While the Assisted Decision Making (Capacity) Bill 2013, when enacted will provide some legal clarity in this area, capacity assessments are time consuming and regular assessments are not provided for in the GMS Contract.
	Text13: 2.2.10 There are arrangements for referral to the nutrition and dietetics service  ....

Due to the absence of Dietetic support, Nursing Homes may rely on nutritional companies whose assessment may depend on their own product being prescribed. This needs to be resolved by suitable provision of Dietetic Services by the State. 

2.3.5  Each resident with a cognitive impairment receives the support they may require
to uphold their right to exercise their legal capacity...

The Assisted Decision-Making (Capacity) Bill 2013 when enacted will update legislation in relation to capacity and consent. Detailed guidance is required to ensure that care in nursing homes complies with both the legislation and best practice in seeking informed consent from residents with a cognitive impairment. Capacity in a patient may vary from day to day and the new Bill and best practice takes a functional approach determining capacity at the time of the decision making. While GPs endeavour to provide the most appropriate care to patients based on clinical evidence and best practice, the current GMS contract does not provide for regular assessment of capacity.

2.4.5 ...plans are put in place to address their additional palliative care needs ...

Where residents reach the end of life stage care plans are put in place that have been written and agreed with the patient and the GP on the basis of informed consent. 

Continued in General Comments 
	Text14: 3.3.5 Information is available on infection prevention and control for residents, visitors
and staff, including availability of appropriate vaccinations...

Staff as well as patients in residential care facilities should be encouraged to avail of the seasonal flu vaccine.
3.3.8 Outbreaks of infection are managed in accordance with evidence-based practice...

Effective infection control minimises the both the health and economic effects of diseases such as Clostridium Difficile, influenza and outbreaks of foodborne illness and should be resourced appropriately and take into account an aging population. Outbreaks of infectious diseases must be notified to the local public health authorities and not just to HIQA.

3.4.7 Medication is reviewed at regular specified intervals ...

While GPs endeavour to provide the most appropriate care to patients based on clinical evidence and best practice, the current GMS contract does not provide for regular medication review. With capitation fees halved GPs have serious concerns about their ability to provide adequate care to elderly patients in residential care homes. 

3.6.4 Each resident has a full risk assessment prior to any episode of restraint ....

GPs have no particular training in assessment for restraint and has medico-legal implications.
	Text15: 4.1.1 ...each resident receives healthcare that is delivered according to policies, guidelines, protocols and care pathways that are based on best available evidence.

While GPs endeavour to provide the most appropriate care for their patients the GMS Contract is an acute illness-based contract and does not provide for chronic disease management. 

4.1.5 Each resident has access to healthcare services including primary care, secondary
care, specialist services, allied health professionals, and assistive devices ..
4.1.6 Each resident has timely access to a general practitioner (GP) or suitably qualified
medical practitioner of their choice.
4.1.7 Each resident has timely access to mental health services, where appropriate.

Access to services in Primary and Secondary care, including GP Services, therapy services, mental health services and specialist geriatric services, are dependent on state resources. Currently the health system is suffering from 6 years of budget cuts reducing health service funding by 27% or €4bn. Waiting lists apply across all hospital specialties and to ancillary Primary care services. General Practice has been subject to 40% resource reduction as a result of successive FEMPI cuts. As a result GMS posts, particulary in rural and deprived areas, are left unfilled and many GPs are concerned about their ability to provide adequate care given the halving of capitation payments for GMS patients over 70 years, no weighted payments for nursing home patients under 70 years, and no recognition of visitation rates or distance allowances. 
Continued in General Comments
	Text16: GPs are ideally placed to engage in leadership and input to governance and management within nursing homes. These are significant resource intense areas that are not provided for in the GMS contract nor any other contract. If best practice is to prevail a recognition of the need for the resourcing of protected time for GP input needs to be stated and provided for, in addition to the capitation rates that only allow for clinical care input albeit at an insufficiently resourced capitation rate that takes no cognisance of the burden of care taken on by the GP. 


	Text17: The implementation of standards in health and social care settings is not without cost and there is some disconnect between the standards required and both the contractual arrangements and the financial resources provided through both the NHSS and the GMS to meet those requirements. Nursing Homes are responsible for meeting that gap. For example Tendering arrangements under the NHSS make no provision for therapy supports or non-basic aids and appliances and the current GMS contract does not provide for, chronic disease management, regular medication reviews or capacity assessment. 

Since 2008 GMS capitation payments to General Practitioners for over 70s patients in nursing homes have been halved from €978.08 per patient to €434.17. GPs are extremely concerned over their ability to provide adequate care for patients with complex and time-consuming needs. 
Many of the most dependent patients resident in Nursing Homes are less than than 70 years old. While there is a recognition in the the provision of a higher capitation rate for over 70s GMS patients resident in Nursing Homes however  there is no similar weighted capitation for those less 70 years. This anomaly needs to be immediately corrected. 

HIQA must engage with the Department of Health on the funding requirements to meet and exceed health and social care standards otherwise quality standards become aspirational documents confined to the State library. 

	Text18: 7.1.3 Each resident, where appropriate, is consulted on the skills and expertise required
by staff and contributes to the development of staff job descriptions.

In practice this standard would be impossible to implement and should be removed as it`s continual presence may act as a hindrance to the employment of appropriately qualified staff. 
	Text19: 8.2.6 The privacy of each resident’s personal information is protected and respected,
and any personal information is treated as confidential and held in accordance
with legislation, regulations and best available evidence.

The IMO support 8.2 that ensures that residential care settings for older people have information governance arrangements in place to safeguard confidentiality and privacy of residents however, many GPs have expressed concern about access to medical files by non-medically trained HIQA inspectors. 

The Medical Council’s Guide to Professional Conduct and Ethics for Registered Medical Practitioners 2009 and best-practice advises that when disclosing information to a Third Party, physicians should  obtain consent and inform patients as to why it is necessary to disclose the information. De-identify the patient, where possible, and only disclose the necessary information to the relevant person or authority.

Some clarity is needed in relation to confidentiality,  Data Protection and the rights of HIQA inspectors to examine detailed medical records. 
	Text20: Further Comments on Theme 2: Effective Services

2.5.7 ...a resident is not unnecessarily transferred to an acute setting except for specific medical reasons...

The determination of specific medical reasons for transfer to an acute setting interferes with the clinical autonomy of a GP to act in the best interests of their patient. 

2.5.10 There is a written procedure for staff to follow after the death of a resident in
relation to the verification and certification of death.

Time constraints for the verification and certification of death must be practical and realistic. 


Further Comments on Theme 4: Health and Well-being 

4.1.5 Each resident has access to healthcare services including primary care, secondary
care, specialist services, allied health professionals, and assistive devices to meet
their assessed needs, irrespective of geographical location or place of residence.

There are ongoing issues with access to HSE community/primary care services. Patients in Private Nursing Homes under the NHSS can be denied access to these services despite being GMS patients. patients in residental care should have the same access to services that they are afforded while living in the community. 


General Comments 

HIQA approach to inspection should be supportive rather than punitive to ensure nursing homes meet and exceed national standards. 

The HIQA inspection process can be overly bureaucratic and fail to take consider changes in patients as a result of the natural aging process. HIQA Inspectors should be required to have some basic medical training particulalry in the area of medical care of the elderly and cognitively impaired. 



