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Part 1 - Service Information for non-Registered Service 

 
 
Name of Service:                                                              
Thie Meanagh 
 
Tel No:                                                             
(01624) 686725 
 
Name of Manager: 
Emanuelle Gamil 
 
Date of any additional regulatory action in the last inspection year (i.e. improvement 
measures or additional monitoring): 
None 
 
Date of previous inspection: 
22 & 26 July 2019 
 
Person in charge at the time of the inspection:  
Emanuelle Gamil 
 
Name of Inspector: 

William Kelly 
 
  



Part 2 - Descriptors of Performance against Standards 

 
Inspection reports will describe how a service has performed in each of the standards 
inspected. Compliance statements by inspectors will follow the framework as set out below. 
 
 
Compliant 
Arrangements for compliance were demonstrated during the inspection. There are appropriate 
systems in place for regular monitoring, review and any necessary revisions to be undertaken. 
In most situations this will result in an area of good practice being identified and comment 
being made.  
 
Substantially compliant 
Arrangements for compliance were demonstrated during the inspection yet some criteria were 
not yet in place. In most situations this will result in a requirement being made. 
 
Partially compliant 
Compliance could not be demonstrated by the date of the inspection. Appropriate systems for 
regular monitoring, review and revision were not yet in place. However, the service could 
demonstrate acknowledgement of this and a convincing plan for full compliance. In most 
situations this will result in requirements being made. 
 
Non-compliant 
Compliance could not be demonstrated by the date of the inspection. This will result in a 
requirement being made.  
 
Not assessed 
Assessment could not be carried out during the inspection due to certain factors not being 
available. 
 
Recommendations based on best practice, relevant research or recognised sources may be 
made by the inspector.  They promote current good practice and when adopted by the 
registered person will serve to enhance quality and service delivery.  
 
  



Part 3 - Inspection information 

 
The purpose of this inspection is to check the service against the service specific minimum 
standards – Section 37 of The Regulation of Care Act 2013 and The Regulation of Care (Care 
Services) Regulations 2013 part 3, regulation 9. 
 

 

Inspections concentrate on specific areas on a rotational basis and for most services are 
unannounced. 
 
 

The inspector is looking to ensure that the service is well led, effective and safe. 
 

Summary from the last inspection 

 
 
Number of requirements from last inspection: 
Nine (9) 
 
Number met:  
Two (2) 
 
Number not met: 
Three (3) 
 
Number not assessed during this inspection: 
Four (4) 
 
All requirements not met will be addressed within this inspection report  
 

*Please note that any requirement carried forward for three consecutive 
inspections will to the service being served an improvement notice.* 

 
 
 

Overview of this inspection 

 
Due to Covid-19 the inspection process for this year has altered slightly. All information 
and evidence has been sought from providers electronically and the inspection team 
have assessed this information through a desktop inspection. 
 
 
  



Part 4 -  Inspection Outcomes, Evidence and Requirements 

 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 1 – Introduction, Assessment and Admission 
People are confident that the home’s information reflects the services practice and that written 
information is accurate and current. The registered provider is able to clearly establish that the 
home’s facilities and staff can meet the individual’s specific needs and requirements. The admission 
process is planned and people are clear on the terms and conditions surrounding their residency.  
1.1 

 
Our Decision: 
Compliant 
 
Reasons for our decision: 
The inspector had an opportunity to review the most recent Statement of Purpose, dated January 
2021, which was found to contain all of the criteria under Schedule 3 of the registration regulations. 
 
Evidence Source:  

Observation 

 

 Records  Feedback  Discussion  

 
Requirements: 
None 
 
Recommendations:  
None 
 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 2 - Daily Living  
People are supported to set and carry out their activities and routines in suitable surroundings. 
The environment is conducive to people’s well-being and safety. People live in a home that is safe, 
warm clean and comfortable. People have access to the aids, equipment and facilities they need.  
2.7, 2.11, 2.15 

 
Our Decision: 
Substantially Compliant 
 
Reasons for our decision: 
The maintenance records for aids and equipment used throughout the home were examined. 
Records determined that all of the hoists used within the home had been maintained and serviced 
by an external company in March 2020. 
 
The home did not provide the inspector with records for the servicing and maintenance of the 
nurse-call alarm system. There was no evidence to support that the alarm system had been 
inspected and maintained on a regular basis. 
 
The home had use of a passenger lift for the benefit of the residents. Records demonstrated that 
this had been routinely inspected and maintained by an external company on the 1 March 2021. 
 
Annual checks of staff driving licences had been undertaken by the manager on 13 April 2020.  



 
Records provided by the home established that wheelchairs belonging to the service users had been 
routinely cleaned and checked for defects on a regular basis and outcomes/findings recorded. 
 
The home produced weekly menus, which demonstrated choices of different meals for the 
residents, as well as catering for people with special dietary requirements. 
 
The home organised daily activities for the residents, specific to their individual needs and interests. 
A monthly calendar had been developed, identifying the activities on a daily basis and each activity 
had a pictorial representation to support the residents understanding. 
 
Evidence Source:  

Observation 

 

 Records  Feedback  Discussion  

 
Requirements: 
One 
 
Recommendations:  
None 
 
 

Regulation of Care Act 2013 Part 2 (37) and Care Services Regulations Part 3 (9)    
Standard 4 - Environmental and Personal Safety and Comfort  
Systems, checks, policies, procedures and staff training ensure that people’s dignity, well-being 
and safety is promoted and protected.  
4.3, 4.4, 4.8, 4.10, 4.12, 4.13, 4.16, 4.17, 4.18, 4.19 

 
Our Decision: 
Substantially Compliant 
 
Reasons for our decision: 
The home had a whistleblowing policy which had been reviewed and signed off on 29 November 
2019. The policy identified that it should have been reviewed ‘one year from the date signed’; 
therefore was out of date at the time of the inspection. The policy also had a number of 
appendices. Appendix ‘D’ made reference to the ‘Data Protection Act 2002’. This Act was 
superseded with the Data Protection Act 2018. 
 
The inspector had an opportunity to review the home’s staff training records, which indicated that 
safeguarding training had lapsed for a number of staff members. The training record identified that 
safeguarding training must be refreshed every three years. 
 
The home had a complaints policy and procedure, which had been reviewed in November 2018. 
This policy was found to be written in plain language and met all of the criteria within the standard. 
This policy is due to be reviewed again in November 2021. 
 
The home had an up-to-date fire risk assessment, which had been produced by an external 
consultant in September 2020. The fire action plan had been reviewed in February 2021 and was 
scheduled to be reviewed every two years. 
 
Fire safety records confirmed that the fire alarm had been serviced and maintained in June 2020 by 
an external company. 



 
Fire safety records demonstrated that the fire alarm had been tested on a weekly basis. 
 
The home provided the inspector with two separate documents used for the recording of monthly 
emergency lighting tests; however, the records showed that the emergency lighting had not been 
checked every month. 
 
The emergency lighting had undergone an annual 3-hour test by a qualified technician on the 23 
June 2020; however, the report identified that a number of fittings had failed the test but there is 
no evidence that these faults had been fixed. 
 
Records verified that firefighting equipment around the home had been examined and serviced by 
an external company on the 23 September 2020. Records also determined that the firefighting 
equipment had been visually checked on a monthly basis by staff. 
 
Records established that the home had conducted a minimum of two fore drills in a 12-month 
period; however, the records also verified that not all staff had participated in a fire drill. The 
home’s responses to the COVID-19 pandemic was instrumental in the disruption of this schedule 
being completed. 
 
Staff training records also confirmed that some staff had lapsed in their fire safety training and 
some staff had not attended. 
 
Staff training records determined that the cross-infection hygiene control training had lapsed for a 
number of staff. 
 
The home produced a recording sheet specifically for the checking of resident’s mattresses. These 
documents demonstrated a clear routine for the inspection of the mattresses and each document 
was signed by a member of staff. 
 
Records determined that resident’s slings were also checked and cleaned on a regular basis. 
 
There was a schedule for the cleaning of the curtains, which was signed and dated; however, the 
year had been omitted on the recording sheets. 
 
Records were available for the cleaning of resident’s rooms. The rooms had been subjected to being 
cleaned with ‘Chlorclean’ twice daily. Records of this were presented, which had been filled out 
consistently and signed off by a member of staff. 
 
The home provided evidence that the electrical installations had been tested and maintained by an 
external company in July 2019. The report identified that the condition of the installation required 
further investigation. A follow-on report was further submitted identifying that all remedial work had 
been completed by a qualified technician during the same month. 
 
Portable electrical equipment around the home had been tested in January 2020. The report 
identified that the portable electrical equipment was due a further review in January 2021; 
however, the impact of the COVID-19 pandemic has disrupted this schedule. 
 
The inspector had an opportunity to review the home’s Legionella risk assessment, which had been 
reviewed in July 2020. 
 



A report, dated 21 December 2020, established that a sample of water had been tested and 
determined clear of the Legionella bacteria. 
 
The home had records confirming that the thermal mixer valves/water blenders had been serviced 
in February 2021; however, it was reported that the ‘cut-off’ had failed for 19 thermal mixer valves. 
There was no evidence to support that these faults had been rectified. 
 
Records verified that the boiler and central heating system had been serviced and maintained in 
April 2020. No faults had been reported. 
 
The home had a public liability insurance certificate which was current up to September 2021. 
 
Evidence Source:  

Observation  Records  Feedback  Discussion  

 
Requirements: 
Six 
 
Recommendations: 
None 
 
 

Regulation of Care Act 2013 Part 2 (37) and Care Services Regulations Part 3 (9)    
Standard 6 - Staffing  
Staff are recruited following a rigorous and robust recruitment programme. There are sufficient 
numbers of trained competent staff (including ancillary staff) to meet the needs of the people at 
the home. There are robust policies in place to ensure effective supervision and continuous 
professional development.  
6.3 

 
Our Decision: 
Compliant 
 
Reasons for our decision: 
The inspector had an opportunity to examine the Nursing and Midwifery Council (NMC) register, 
which confirmed that all nurses employed within the home were registered with the NMC with no 
restrictions on their practice. 
 
Evidence Source:  

Observation  Records  Feedback  Discussion  

 
Requirements: 
None 
 
Recommendations: 
None 
 
 

Regulation of Care Act 2013 Part 2 (37) and Care Services Regulations Part 3 (9)    
Standard 7 – Management Quality and Improvement  



People have confidence that the systems in place support the smooth running of the home. 
The registered manager is qualified and competent to manage the home. People are 
consulted about how the home is run and their opinions are taken into account. The home 
has an annual development plan that makes provision for the home to develop and improve.  
7.9 

 
Our Decision: 
Substantially Compliant 
 
Reasons for our decision: 
The inspector had an opportunity to review the most recent annual report, which listed a number of 
audits the home had carried out, together with acknowledgement that actions were required. 
However, the report did not expand on what those actions were, or what the home had done to 
address the outcomes of the audits (carried over from the previous inspection). 
 
Evidence Source:  

Observation  Records  Feedback  Discussion  

 
Requirements: 
One 
 
Recommendations: 
None 
 
 

Other areas identified during this inspection /or previous requirements which have 
not been met.  

 
Standard 2.9 
The inspector had an opportunity to review the plans for the future development of the garden; 
however, work on the garden area of the home, to make it more suited to the needs of the 
residents, had not started at the time of the inspection. 
 
Four previous requirements were not able to be assessed on this desktop inspection 
 
Evidence Source:  

Observation  Records  Feedback  Discussion  

 
Requirements: 
Five 
 
Recommendations:  
None 
 
 
 
 
 
The inspector would like to thank the management, staff and service users for their 
co-operation with this inspection. 



 
 
If you would like to discuss any of the issues mentioned in this report or have 
identified any inaccuracies, please do not hesitate to contact the Registration and 
Inspection Team. 
 
 
 
Inspector: William Kelly Date: 31 March 2021 

 
  



Provider’s Response  

 
 
From:  Thie Meanagh 
 
 
I / we have read the inspection report for the inspection carried out on 31 March 2021 at the 
establishment known as Thie Meanagh, and confirm that there are no factual inaccuracies in 
this report.    ☒ 

 
 
I/we agree to comply with the requirements/recommendations within the timescales as stated 
in this report.                                                                                                  ☒              

 
 
Or 
 
 
I/we am/are unable to confirm that the contents of this report are a fair and accurate representation 
of the facts relating to the inspection conducted on the above date(s)       ☐             

 
 
Signed 
Responsible Person Click here to enter text 
Date    Click here to enter text 
 
 
Signed   Emanuelle Gamil 
Registered Manager  
Date    08/06/2021 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


