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Centre name: 

 
Cherryfield Lodge Nursing Home 

 
Centre ID: 

 
0024 
 
Milltown Park Centre address: 
 
Dublin 6 

 
Telephone number: 

 
01-4985800 

 
Fax number: 

 
01-4970811 

 
Email address: 

 
Cherryfield@jesuit.ie 

 
Type of centre: 

 
 Private         Voluntary        Public 

 
Registered provider: 

 
The Society of Jesus 

 
Person authorised to act on 
behalf of the provider: 

 
 
Fr John Guiney 

 
Person in charge: 

 
Rachel McNeill 

 
Date of inspection: 

 
20 and 21 July 2011 

 
Time inspection took place: 

 
Day-1: Start 09:30 hrs   Completion: 18:30 hrs 
Day-2: Start: 09:30 hrs  Completion: 15:00 hrs  

 
Lead inspector: 

 
Fiona Whyte 

 
Support inspector: 

 
N/A 

Type of inspection: 

 
 Registration 
 Announced 
 Unannounced 
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About registration 
 
The purpose of regulation is to protect vulnerable people of any age who are 
receiving residential care services. Regulation gives confidence to the public that 
people receiving care and support in a designated centre are receiving a good, safe, 
service. This process also seeks to ensure that the health, wellbeing and quality of 
life of people in residential care is promoted and protected.  
 
The Health Information and Quality Authority has, among its functions under law, 
responsibility to regulate the quality of service provided in designated centres for 
children, dependent people and people with disabilities.  
 
Under section 46(1) of the Health Act 2007 any person carrying on the business of a 
designated centre can only do so if the centre is registered under this Act and the 
person is its registered provider.  
 
As part of the registration process, the provider must satisfy the Chief Inspector that 
s/he is fit to provide the service and that the service is in compliance with the Health 
Act 2007 (Care and Welfare of Residents in Designated Centre for Older People) 
Regulations 2009 (as amended).  
 
In regulating entry into service provision, the Authority is fulfilling an important duty 
under section 41 of the Health Act 2007. Part of this regulatory duty is a statutory 
discretion to refuse registration if the Authority is not satisfied about a provider’s 
fitness to provide services, or the fitness of any other person involved in the 
management of a centre. The registration process confirms publicly and openly that 
registered providers are, in the terminology of the law, “fit persons” and are legally 
permitted to provide that service.  
 
Other elements of the process designed to assess the provider’s fitness include, but 
are not limited to: the information provided in the application to register, the Fit 
Person self-assessment, the Fit Person interviews, findings from previous inspections 
and the provider’s capacity to implement any actions as a result of inspection.  
 
Following the assessment of these elements, a recommendation will be made by 
inspectors to the Chief Inspector. Therefore, at the time of writing this report, a 
decision has not yet been made in relation to the registration of the named service.  
 
The findings of the registration inspection are set out under eighteen outcome 
statements. These outcomes set out what is expected in designated centres and are 
based on the requirements of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended); the National 
Quality Standards for Residential Care Settings for Older People in Ireland. Resident’s 
comments are found throughout the report. 
 
The registration inspection report is available to residents, relatives, providers and 
members of the public, and is published on www.hiqa.ie in keeping with the 
Authority’s values of openness and transparency. 
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About the centre 
 

Location of centre and description of services and premises 
 

Cherryfield Lodge is a two-story centre with 20 places. This centre was purpose-built 
in 2008 to replace the original Cherryfield Lodge building which was being closed. 
The service provides long-term and convalescence care for members of the Society 
of Jesus (Jesuit Order). Some residents have dementia care needs.  
 
On the ground floor, there are seven single bedrooms with en suite toilet, shower 
and wash-hand basin. There is one large open-plan lounge area just inside the front 
door. A small library, physiotherapy room, treatment room and clinical room are on 
this floor. There is a kitchen with a serving hatch which opens into the small dining 
room. The oratory is double height and accessible from both floors. Staff facilities 
and administration offices are located on this floor as well as a sluice room, cleaners 
store and general store room. Separate toilet facilities are provided for catering, 
nursing staff and visitors. 
 
First floor accommodation consists of thirteen single bedrooms with en suite toilet, 
shower and wash-hand basin. The nurses’ station overlooks a second open plan 
lounge area. There is also a nursing office, clinical room, laundry and a second sluice 
room located on this floor. An assisted bathroom with specialised bath is available 
and there are additional toilets for residents close to the communal areas on both 
floors. 
 
A lift is available to allow residents move freely between the two floors. There are 
extensive gardens including a meditation walk, walled garden and a secure enclosed 
garden. Ample car parking is provided. 
 
The centre is located in Milltown Park, south Dublin and is on the campus of Milltown 
Institute of Education and Gonzaga College secondary school. 

 
 
Date centre was first established: 

 
2008 

 
Number of residents on the date of inspection: 

 
17 + 3 in hospital 

 
Number of vacancies on the date of inspection: 

 
0 

Dependency level of current 
residents: 

Max High Medium Low 

 
Number of residents 

5 
 

3 
 

6 
 

6 
 

Male  
( ) 

Female 
( ) 

 
Gender of residents 

 
√ 
 

 
 

 

Page 3 of 37 



 
Management structure 

 
The Provider is the Society of Jesus and the person authorised to act on behalf of the 
Provider is Fr John Guiney. The Person in Charge is Rachael McNeill and she reports 
to the Provider. There is a Board of Management in place and the Chairperson of the 
Board is Mary Rickard who is the National Health Delegate for the Society. She 
represents the Society in all health matters and assesses and recommends people for 
admission. She reports to the Board of Management and supports the Person in 
Charge on a daily basis. There is a Clinical Nurse Manager (CNM) Level 1 who reports 
to the Person in Charge along with administration, maintenance staff and the Chef. 
Nurses, care assistants and household staff report to the person in charge and/or 
CNM1.   
 
 
Number of 
staff on 
duty on day 
of 
inspection: 

Person 
in 
Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Morning 1 2 3 1 2 2 * 3 
Afternoon 1 1 3 1 2 1  
Evening 0 1 3 0 0 0  
Night 0 1 1.5 0 0 0  
  

* The provider, health delegate and maintenance person 
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Summary of compliance with Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 

 
This report set out the findings of a registration inspection, which took place 
following an application to the Health Information and Quality Authority (the 
Authority) for registration under Section 48 of the Health Act, 2007. 

 
The inspector met with residents, relatives, and staff members over the two day 
inspection. The inspector observed practices and reviewed documentation such as 
care plans, medical records, accident logs, policies and procedures and staff files. 
Separate fit person interviews were carried out with the provider and the person in 
charge, both of whom had completed the fit person self-assessment document in 
advance of the inspection. This was reviewed by the inspector, along with all the 
information provided in the registration application form and supporting 
documentation. 

 
The provider was primarily responsible for the strategic and daily financial servicing 
of the centre. He had systems in place to support strong clinical governance and 
both the provider and person in charge demonstrated their knowledge of the Health 
Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended) and the National Quality Standards for Residential 
Care Settings for Older People in Ireland. While areas for improvement were 
identified, overall, the inspector found that the provider and person in charge met 
the requirements of the Regulations and had established strong management and 
leadership processes.  

 
There was evidence of good practice in all areas. The provider, person in charge and 
staff demonstrated a comprehensive knowledge of residents’ needs, their likes, 
dislikes and preferences. Staff and residents knew each other well, referring to each 
other by first names. Residents were observed to be relaxed and comfortable when 
conversing with staff.  

 
The health needs of residents were met. Residents had access to medical cover, to a 
range of other health services and evidence based nursing care was provided. Areas 
for improvement were identified in the assessment and care planning process.  
 
The quality of residents’ lives was enhanced by the provision of a choice of 
interesting things for them to do during the day and the ethos and values of the 
Jesuit Order was strongly promoted and respected.  
 
Improvements were required in risk assessments, falls assessment and management, 
auditing and monitoring to enhance resident safety, staffing levels and organisation 
of work and some aspects of the premises.  
 
Areas for improvement are discussed further in the report and are included in the 
Action Plan at the end of this report. 
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Section 50 (1) (b) of the Health Act 2007  
Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older People 
in Ireland. 

 
1. Statement of purpose and quality management 
 

Outcome 1 
There is a written statement of purpose that accurately describes the service that is 
provided in the centre. The services and facilities outlined in the statement of purpose, 
and the manner in which care is provided, reflect the diverse needs of residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 
 
Inspection findings 
The inspector was satisfied that the statement of purpose accurately described the 
aims, objectives and ethos of the centre and the service that was provided. It met 
the requirements of Schedule 1 of Regulations.  
 
The inspector observed that the service’s capacity to meet the diverse needs of 
residents, as outlined in the statement of purpose, was reflected in practice. The 
inspector noted in particular that care was provided in accordance with the principles 
of the Jesuit Order, described as the core values of faith, justice, human dignity, 
compassion, quality and advocacy. This was confirmed to the inspector by residents, 
relatives and staff throughout the inspection and in their comments in the resident 
and relative questionnaires submitted. 
 

Outcome 2 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 

 
Inspection findings 
The inspector found some systems were in place to monitor and audit the quality of 
care and safety of the residents on an individual basis. However, there was no 
comprehensive auditing and monitoring for the purpose of improving the quality of 
service and safety of all residents. 
 
The inspector noted that there were a high number of falls notified to the Chief 
Inspector over the last six months. There were seventeen falls notified and some 
were residents who had repeated falls. Incidents and accidents were all recorded in 
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detail. The person in charge had a robust system in place to review and audit 
individual residents following a fall. Outcomes and additional measures were put in 
place to increase the safety of each resident. However, there was no comprehensive 
auditing of falls to identify trends for the purpose of improving the quality of service 
and safety of all residents.  
 
The inspector read the details of three medication errors. All were managed 
appropriately and documented accurately including the measures put in place 
following review of the individual errors. The minutes of staff meetings indicated that 
the errors were discussed to ensure learning and positive outcomes for those 
individual residents. However, the inspector noted that medication management 
practices in the centre were not subjected to routine audit in order to identify areas 
for improvement, reduce the risk of error and increase the safety of residents. 
 
The pharmacist reviewed all residents’ medications on a regular planned basis. The 
inspector read the last audit undertaken in May 2011 and noted that following 
consultation with the general practitioner (GP), validated changes were made to 
residents’ medications in order to manage residents’ healthcare needs more 
effectively and increase safety.  
 
The person in charge had put a system in place to gather clinical data related to 
infections, pressure ulcers and use of catheters. She proposed to use the clinical data 
to identify possible trends and for the purpose of improving the quality of service and 
safety of residents. While the data was not as yet being used for monitoring and 
auditing purposes, the person in charge outlined to the inspector how she had 
identified that urinary tract infections (UTIs) increased in the winter time. On further 
evaluation, she had identified that as the weather became colder, the heating in the 
centre increased and residents were more inclined to become dehydrated resulting in 
a UTI. She had put measures in place to ensure that residents’ fluid intake was 
increased during these times to prevent UTI recurrence and was monitoring this.  

 
Outcome 3 
The complaints of each resident, his/her family, advocate or representative, and visitors 
are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
 

 
Inspection findings 
The inspector was satisfied that complaints were well managed. The complaints 
policy was reviewed and found to be comprehensive. The complaints officer was 
identified and an independent appeals process was included. The complaints 
procedure was on display in several prominent areas of the building. However, the 
procedure on display was at slight variance with the procedure contained in the 
statement of purpose and the Residents’ Guide. This was highlighted to the person in 
charge who amended the procedure immediately following the inspection. 
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Five complaints had been received in 2011. All were from residents and some were 
issues raised at the residents’ forum. All were recorded accurately, detailed the 
outcome and whether the resident was satisfied or not. The inspector noted 
correspondence from relatives and residents praising the service were also 
maintained.  
 
Residents told the inspector they knew who to complain to or raise any query with 
should the need arise 
 
2. Safeguarding and safety 
 

Outcome 4 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 

 
Inspection findings 
The inspector found that some improvements were required to protect residents 
from being harmed or abused.  
 
The inspector reviewed the policy on the detection and prevention of elder abuse 
and noted it required further development. It was comprehensive up to the point 
where an allegation of abuse was made. However, the policy did not contain 
guidelines on what to do following an allegation of abuse being made.  
 
The inspector reviewed training records. It was not clear from the records if all staff 
had received training on identifying and responding to elder abuse and one staff 
member spoken to stated she had not received training. The person in charge was 
clear in stating that all staff had received training but acknowledged that the training 
records did not clearly reflect this. Both the person in charge and staff spoken to 
displayed sufficient knowledge of the different forms of elder abuse and all were 
clear on reporting procedures. Contact details of the local designated Elder Abuse 
Officer were available in the centre. There were no reports or allegations of abuse to 
date. Garda Síochána vetting was in place for staff including agency staff. 
 
The inspector reviewed the management of residents’ finances and noted that not all 
transactions were signed by two persons or the resident/representative. The records 
did not always state the purpose for which money was withdrawn and given to the 
resident. The finances of a number of residents were managed and small amounts of 
money were kept for safekeeping. Transactions were minimal as the Jesuit Order 
paid for most of the services for residents. The financial records were clear and 
transparent. Each resident’s money and the financial records were maintained 
securely by the administrator.  
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The design and layout of the building promoted a safe environment for residents. 
Handrails were provided to all circulation areas and grab rails were provided in all 
toilets and bathrooms. Call bell facilities were provided in all rooms and call bells 
were noted to be answered promptly. Safe floor covering was provided throughout 
the building and a lift was provided between floors.  
 
Residents spoken to and those who completed questionnaires confirmed to 
inspectors that they felt safe in the centre. They primarily attributed this to the staff 
being available to them at all times and the security systems in place. 

 
Outcome 5 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems 
 

 
Inspection findings 
The inspector had concerns that some practices in relation to the health and safety 
of residents and the management of risk did not sufficiently promote the safety of 
residents, staff and visitors. 
 
The fire procedure on display did not give clear guidance on what to do in the event 
of a fire. The fire policy was comprehensive and on review of the training records it 
was noted that all staff had received fire training. However, one agency staff 
member was not able to outline what she would do in the event of a fire. She stated 
that she had not received specific fire training related to this building.  
 
Service records showed that the fire alarm system was serviced on a three-monthly 
basis and the emergency lighting and fire equipment on a yearly basis. The inspector 
read the records which showed that daily inspections of fire exits were carried out 
along with a weekly inspection of fire doors and fire fighting equipment. The fire 
panels were in order and the inspector noted that fire exits were unobstructed.  
 
There was a health and safety statement in place since 2009 which included some 
environmental risk assessments. These risk assessments had not been reviewed or 
updated since then. A risk management policy was in place but only some risk 
assessments were undertaken. Risk assessments that were completed did not specify 
the risk rating, measures required to control the risk and the timeframes for 
implementing control measures. Some risks were not identified. For example, a staff 
member had received a needle-stick injury in the recent past - there was no risk 
assessment undertaken prior to or after the injury to identify measures to prevent 
recurrence and increase the safety of all staff members. Doors to some internal 
rooms such as the sluice room were not secure and could pose a potential risk to 

Page 9 of 37 



wandering residents. The risk management policy did not contain measures to 
manage all risks such as assault, accidental injury or self-harm.  
 
A health and safety representative had been appointed. The person in charge stated 
that he undertook a weekly walk around the centre to identify any deficits. There 
was no record kept of these checks and so no way of knowing if the issues were 
addressed or not.  
 
There was an emergency plan in plan but it required some development. It contained 
information on the management of emergencies such as fire, intruder and cardiac 
arrest. However, it did not provide guidance on what to do in the event of other 
emergencies such as power failure, loss of heating and disruption to water supply. It 
did not identify alternative accommodation in the event of residents having to be 
evacuated. 
 
The inspector reviewed training records and noted that all staff had received training 
on moving and handling. Staff spoken with were knowledgeable on the correct 
moving and handling techniques.  
 
Staff were generally knowledgeable on procedures to prevent cross infection. 
However, one staff member stated that sluicing of soiled laundry was regularly 
undertaken. This posed a risk of infection and was contrary to the laundry policy and 
the system implemented in the centre to prevent cross infection. Staff had access to 
supplies of latex gloves and disposable aprons and they were observed using the 
alcohol hand gels which were available throughout the centre. 
 
The environment was very clean and well maintained and there were measures in 
place to control and prevent infection, including arrangements for the segregation 
and disposal of waste, including clinical waste. 
 

Outcome 6 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 

 
Inspection findings 
The inspector found some improvements were required in the medication 
management process.  
 
One inspector accompanied the nurse on the midday medication round. The nurse 
demonstrated her competence and knowledge when outlining procedures and 
practices in medication management. The inspector reviewed the medication policy 
which gave clear guidance to nursing staff on areas such as medication recording, 
administration and safekeeping. The policy did not provide guidance on specific areas 
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such as prescribing, ordering, ‘as required’ medication (PRN), medications requiring 
strict controls and disposal of medications.  
 
The inspector reviewed a number of prescribing and administration records and 
found them to be generally in accordance with best practice. However, the maximum 
dosage of some PRN medications was not always included by the GP and some 
medications were not individually dated. 
 
Transcribing of medications was undertaken and a policy was in place to provide 
guidance but there was no signature of the transcribing nurse or witness nurse which 
was at variance with the centre’s policy and An Bord Altranais Guidelines. The policy 
also stated that transcribing was only to be carried out in an emergency but the 
nurse stated that transcribing was routinely carried out. 
 
There was no nurses’ signature sheet maintained. Following the inspection the 
person in charge confirmed to the inspector that she had commenced compiling the 
nurses’ signature sheet.  
 
There were appropriate procedures in place for the handling and disposal of unused 
and out-of-date medications requiring strict controls but there were no such 
procedures in place for general medications.  

 
Medications requiring strict controls were appropriately stored and managed. The 
inspector saw that these were stored in a double-locked cupboard in the locked 
clinical room. Records indicated that they were counted and signed by two nurses at 
change of each shift in accordance with the centre’s medication policy. The inspector 
checked the balances and found them to be correct.  
 
3. Health and social care needs 
 

Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied healthcare. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set out 
in an individual care plan, that reflect his/her needs, interests and capacities, are drawn 
up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
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Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
 
 
Inspection findings 
The inspector was satisfied that the residents’ general health and wellbeing was 
maintained but found improvements were required particularly in the area of 
documentation. 

 
On review of a number of residents’ files it was noted that there was no 
comprehensive nursing assessment undertaken on residents to identify their specific 
needs. There were limited additional risk assessments undertaken and as a result 
there was an absence of care plans in place for specific problems. For example, one 
resident had three falls yet had been assessed as low risk and did not have a care 
plan in place to address the issue. Different falls risk assessment tools were used and 
some of the risk assessments were not signed or dated therefore there was no 
means of knowing if they were current or not. Limited personal and social history 
was recorded but there was no care plan in place to address social or spiritual needs. 
The person in charge informed the inspector that a new comprehensive nursing 
assessment was in the process of being introduced. It had been completed for one 
recent new admission but it was not yet implemented for all residents.  
 
Each resident had a single care plan in place to address all their healthcare needs. All 
the problems identified were listed as one and all the interventions were listed as one 
beneath. This made it very difficult to see what interventions related to what specific 
need and there was no means of tracking the progress of the resident. Interventions 
were not comprehensive or person-centred. It was not clear what care plan was 
current as some were not signed, dated or evidence of review recorded. 
 
There was a policy on the use of restraint which guided practice. One resident was 
using bedrails as he had fallen from the bed while asleep on a number of occasions. 
Alternatives were tried such as low bed and alarm but the resident wished to have 
bedrails in place as a safety measure. A comprehensive assessment was completed 
and a signed record maintained of consultation between the resident, staff members 
and the GP. However, there was no care plan in place to manage the use of 
restraint. 
 
Daily charts such as mobility and fluid intake charts were in place for some residents. 
However, on the day of inspection the inspector noted that neither of the charts 
were completed at 5.00 pm. The non completion of daily charts in a timely manner 
could lead to inaccurate information being gathered resulting in poor healthcare 
outcomes for residents.  
 
There was a robust pre-admission process in place. The health delegate met with all 
potential residents well in advance of admission and tracked them through the 
various services offered by the Jesuit Order such as day care and respite services. 
The purpose of this was get to know the potential residents and to make the 
transition to residential care as seamless as possible for both the resident and family. 
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Potential residents were assessed by the health delegate, GP and person in charge 
prior to admission to ensure appropriate placement and equipment was provided. 

 
All residents had access to GP services and residents told the inspector that they 
could choose to retain their own GP if they so wished. The medication charts 
confirmed that all medications were reviewed on a three-monthly basis by each 
resident’s GP.  
 
The person in charge told the inspector that residents had access to a wide range of 
health professionals and the inspector noted that records of referrals, appointments 
and recommendations were maintained in residents’ files. All residents had access to 
physiotherapy on a weekly basis. Residents had weekly physiotherapy exercise 
classes either individually or in group sessions. Occupational therapy (OT) was 
available through the Health Service Executive (HSE) or privately on referral from the 
GP. Seating assessments were undertaken and the selection and provision of 
appropriate and individualised assistive equipment was evident. Chiropody was 
available regularly as were dental and optical services on referral. Dietetic services 
were available through the acute hospital on referral. Residents’ files showed that 
some residents had been reviewed by the psychiatry of later life team and/or 
consultant gerontologist.  
 
The inspector reviewed the policy on behaviour that challenged and found it to be 
comprehensive, well researched and gave clear guidance to staff. The policy was 
informing practice as the inspector noted that an assessment tool was being used 
with one resident who displayed behaviour that challenged on a regular basis. The 
tool assessed triggers and episodes of aggressive behaviour were recorded. 
Appropriate referral was made to the psychiatry of later life or GP.  

 
Outcome 8 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
 
References: 
Regulation 14: End of Life Care 
Standard 16: End of Life Care 
 

 
Inspection findings 
The inspector was satisfied that caring for a resident at end of life was regarded as 
an integral part of the care service provided in centre.  

 
This practice was informed by the comprehensive policy on end-of-life care. The 
policy provided comprehensive guidance on involving the resident and their families 
in planning the end-of-life care and covered other areas such as how to provide 
practical assistance and support to residents and families after the death of a 
resident.  
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All residents, being Jesuit, have access to a chaplain employed by the Order to 
provide daily spiritual care. The provider told the inspector how one staff member 
was attending a pastoral care education programme supported and financed by the 
Jesuit Order.  
 
Access to specialist palliative care services were available from St Vincent’s hospital. 

 
Outcome 9 
Each resident is provided with food and drink at times and in quantities adequate for 
his/her needs. Food is properly prepared, cooked and served, and is wholesome and 
nutritious. Assistance is offered to residents in a discrete and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes 
 

 
Inspection findings 
Overall residents nutritional needs were met to a high standard but the inspector 
noted some issues relating to choice. 
 
The inspector was satisfied that residents received a nutritious and varied diet. 
However, there was no choice of main course offered at the main meal. The menu 
was displayed in a notice board in the dining room. The menu showed one main 
course option and when asked about the lack of choice, the chef informed the 
inspector that he had tried offering a daily choice but on many occasions residents 
changed their minds and as a result there was insufficient main courses to go 
around. He stated that if a resident did not want the main course offered he would 
cook anything they wanted and residents confirmed this. He also stated that because 
he had worked in the centre for ten years he knew the residents very well and knew 
what each resident liked or disliked to eat therefore he could tailor the menu daily to 
suit all residents. All residents were noted to enjoy the main course offered on the 
day of inspection. 
 
Mealtimes were unhurried social occasions that provided opportunities for residents 
to interact with each other and staff. The inspector joined residents for lunch and 
noted that the meals were well presented. On tasting the food the inspector could 
confirm that it was appetising and tasty. The main course was served plated, and 
residents were offered a choice of sauces or gravy separately. Staff and residents 
were observed chatting to one another over lunch and the atmosphere was relaxed 
and unhurried. Staff were observed encouraging residents to eat independently and 
offered assistance discreetly.  
 
The inspector saw residents being offered a variety of snacks and drinks throughout 
the day. Staff regularly offered drinks to residents and the inspector noted some 
residents helping themselves to the fresh water available from dispensers. In the 
afternoon wine and other refreshments were offered to residents at a garden party. 
Residents told the inspector that they could have tea or coffee and snacks any time 
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they asked for them. Relatives also told the inspector that they were always offered 
tea or coffee. 
 
Residents’ dietary requirements were met to a high standard. The chef discussed 
with the inspector the special dietary requirements of individual residents and 
information on residents’ dietary needs and preferences. He stated he got this 
information directly from the nursing staff when a resident was admitted or if their 
needs changed.  
 
The inspector reviewed the comprehensive policy on monitoring residents’ nutritional 
intake and food and nutrition. Weight records were examined which showed that 
residents’ weights were checked monthly or more regularly if required. The inspector 
reviewed residents’ records and saw where residents were referred to the GP or for 
dietetic review if they lost weight or if there was any concern. Medication records 
showed that supplements were prescribed by a doctor and administered 
appropriately.  

 
4. Respecting and involving residents 
 

Outcome 10 
Each resident has an agreed written contract which includes details of the services to 
be provided for that resident and the fees to be charged. 
 
References: 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
 

 
Inspection findings 
The inspector was satisfied that this outcome was achieved. 
 
Recently updated contracts were developed to comply with the Regulations. These 
contracts were provided to residents and signed. The person in charge showed the 
inspector the new contract which set out the overall care and services provided to 
the residents and the fees charged, including any additional fees charged.  

 
Outcome 11 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. He/she 
is facilitated to communicate and enabled to exercise choice and control over his/her 
life and to maximise his/her independence.  
 
References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
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Standard 5: Civil, Political, Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts 
 

 
Inspection findings 
Residents’ privacy and dignity were respected by staff. Residents were consulted and 
supported to be involved in all aspects of daily life in the centre.  
 
All residents had single en suite bedrooms. Doors were kept closed at all times even 
when the room was empty. The inspector heard staff addressing residents by their 
preferred names and/or title and speaking in a clear, respectful and courteous 
manner. Staff paid particular attention to residents’ appearance and personal hygiene 
and were observed to be courteous and respectful towards the residents. 
 
There was a library available for residents’ use which also served as a quite area for 
residents to meet visitors in private.  

 
Residents’ religious and political rights were respected and facilitated. The person in 
charge and residents told the inspector that as all residents were members of the 
Jesuit Order, mass and prayer was particularly important to them. Mass took place 
daily, sometimes being said by the chaplain and at other times by one of the 
residents.  
 
Residents confirmed that they had been offered the opportunity to vote at elections. 
The person in charge told the inspector that the centre was designated voting centre 
and residents who wished to could transfer their vote to the centre. At the recent 
national election the returning officer came in to the centre on the day and residents 
were supported to vote in private. If residents did not wish to transfer their vote they 
were brought to their polling station to vote. Residents spoken with confirmed this.  
 
A residents’ committee was established and meetings were held monthly. The 
inspector read the minutes of some of these meetings and noted that attendance by 
residents was high. Issues were raised and discussed and where suggestions were 
made by residents, some of these had been addressed. Where other issues were 
raised and could not be addressed by the person in charge such as structural 
changes, these were referred to the Board of Management for discussion and 
feedback provided. The health delegate was appointed advocate for the residents 
and she spoke with them both formally and informally to obtain their opinion and 
feedback. 
 
Residents maintained links with the local community and they told the inspector how 
they were encouraged to go out often. Many residents took holidays in some other 
parts of the country, such as Lourdes and Knock. Students from the nearby Gonzaga 
secondary school visited often and scholastic students from overseas countries came 
to visit up to four times a year. The person in charge and residents said how 
important it was for them to link with the younger Jesuit students. On the day of 
inspection the annual garden party was held, residents, visitors and many members 
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of the local Jesuit working community attended. Food and refreshments were 
provided and all appeared to enjoy it immensely. 
 
Activities were tailored to suit members of the Jesuit Order, religious and spiritual 
practice was promoted and facilitated at every opportunity. The person in charge and 
staff spoken with were able to outline what each resident liked to do during the day. 
This knowledge was detailed without reference to any documentation. Activities 
provided included art appreciation, film evenings, weekly Pilate’s classes, daily drives 
and weekly exercise classes. Many residents had outings arranged on a personal 
basis. For example, one resident wished to go to a hotel in the west of Ireland for a 
short break. This was arranged and facilitated by the health delegate and the person 
in charge. All documentation including receipts was provided as confirmation. 
Another resident had his own computer which he used to purchase items online 
using his own credit card. When questioned about the provision of appropriate 
recreation and activity for residents with cognitive impairment, the person in charge 
said that each resident’s interests were individually looked at including those with 
impaired cognitive function and activities provided accordingly. She had ensured that 
these residents were provided with opportunities for personal growth and were 
included in the daily life of the centre. One resident with a cognitive impairment liked 
art but was unable to paint. The person in charge arranged for an artist to come to 
the centre to paint pictures of animals for him which evoked memories of his years 
spent abroad. Some staff members were trained to deliver activity programmes such 
as Sonas (a therapeutic communication activity which focuses on sensory 
stimulation).    
 

Outcome 12 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
 

 
Inspection findings 
The practices and processes in place to manage residents’ personal possessions and 
laundry were appropriate. 
 
There was a laundry on site which catered for all residents’ clothing as well as 
general bed linen. The laundry room was equipped with one industrial washing 
machine and a dryer. There was also a smaller domestic washing machine for 
catering and cleaning items and adequate space for ironing.  
 
Some residents and staff commented that clothing sometimes got mislaid despite all 
clothing being marked discreetly on admission. A new system had just been 
introduced in an effort to alleviate this problem. A shelved area was provided in the 
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laundry for each resident and all laundry was placed on this shelf once ready for 
distribution to the bedrooms. This system will need to be monitored to ensure it is 
effective in reducing the loss of clothing. The inspector saw that great care and 
attention had been given to ironing some shirts belonging to the residents.  

 
The inspector reviewed the policy on management of residents’ personal property. It 
was also noted that residents had adequate personal storage space including secure 
space in their bedrooms.  

 
5. Suitable staffing 
 

Outcome 13 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management 
 

 
Inspection findings 
The person in charge was a registered nurse, she worked full-time and was normally 
on duty Monday to Friday. She had been employed in the post since 2007 and prior 
to that was a staff nurse in the old Cherryfield Lodge centre. She had completed and 
attended many courses and short educational programmes in gerontology such as 
Parkinson’s Disease (Advanced) and Diabetes (Advanced). 
 
She had robust deputising and on call arrangements in place. The CNM1 or the 
health delegate, who was a registered nurse, deputised in the absence of the person 
in charge. If neither were available to deputise, a named senior nurse was appointed 
and this was recorded on the roster. There was an emergency on-call roster in place 
whereby the person in charge, the CNM1 and the health delegate rotated on call 
every three weeks.  
 
The person in charge had good knowledge of the Regulations and Standards and her 
statutory responsibilities were sufficiently demonstrated both during the interview 
and by the documentation available. Throughout the inspection process, the person 
in charge demonstrated competence, insight and a commitment to delivering good 
quality care to residents. The inspector observed that she had a strong and inclusive 
presence in the centre and there was evidence of good leadership. All documentation 
requested by the inspector was readily available. 
 
Residents and staff spoken to said that the person in charge was very approachable 
and were satisfied that should they have a concern or issue that it would be dealt 
with in an efficient, appropriate and timely manner. 
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Outcome 14 
There are appropriate staff numbers and skill-mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision 
 

 
Inspection findings 
The inspector was concerned that staffing levels at times might not be adequate to 
meet the needs of the residents. The inspector identified the need to review the 
staffing levels in line with the organisation of work to ensure residents’ healthcare 
needs and safety needs were being met. 
 
Residents’ dependency levels were assessed using a validated tool. There were 
usually two nurses and three care assistants on duty during the day time and one 
nurse and two care assistants on duty at night time. The person in charge was also 
on duty five days a week. Staffing rotas reviewed by the inspector and staff 
interviewed confirmed these arrangements were in place.  
 
Care assistants on both day and night duty were responsible for doing the laundry as 
well as delivering resident care. This meant that at regular intervals throughout the 
day, the care assistants left the floor to go and do the laundry. Staff confirmed that 
the process included segregation, washing, drying, some ironing, folding and 
returning clothing to resident’s rooms which took a lot of time at intervals throughout 
the day. They felt this reduced the time they had to deliver care, interact with 
residents and provide supervision. The high number of falls noted could possibly be 
attributed to decreased supervision of residents at times. Staff also felt they rushed 
the laundry work in order to return to delivering care and this could result in mislaid 
clothing.  
 
During the two days of inspection the inspector noted the chef to be extremely busy. 
He was responsible for all preparation, cooking and delivery of meals as well as 
ordering, storage and cleaning in specific areas of the kitchen. The most recent 
Environmental Health Officer report indicated many deficits in the cleanliness of the 
kitchen. While the chef stated he was able generally able to clean the kitchen as he 
worked, he did not have sufficient time to ensure the kitchen was deep cleaned 
regularly. Household staff duties were generally to lay the tables, do the washing up 
and clean other areas of the building apart from the kitchen.  
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There was no written operational recruitment policy. The inspector examined a 
number of staff files. They did not contain the information required by the 
Regulations. Staff spoken with outlined how they were orientated and worked 
supernumerary with a more senior member on commencing employment. However, 
there was no formal staff induction policy/programme in place. 
 
Staff turnover was low and most of the staff had worked in the centre for a number 
of years. They were knowledgeable about residents, had established a good 
relationship with them and the inspector saw them responding to residents’ needs in 
an informed way. Staff were clear about their roles and responsibilities and were able 
to explain these to the inspector. 
 
While there was no formal staff appraisal system in place, the person in charge told 
inspectors that she did discuss training needs and staff development with staff on an 
ongoing basis. Staff spoken to confirmed that they were supported, encouraged and 
had opportunities to attend training courses appropriate to their roles. The provider 
and person in charge were committed to providing ongoing training to staff. 
Extensive training had been undertaken in the last 12 months including training on 
dynamics in quality care, financial elder abuse, emergency response training, treating 
hard to heal wounds, living well with dementia and management of residents’ with 
dysphagia. The inspector read the training records and staff spoken with confirmed 
that they had attended. However, the certificates of attendance were not all 
available. While there was no formal staff appraisal system in place staff spoken with 
confirmed that they were supported, encouraged and had opportunities to attend 
training courses appropriate to their roles. 
 
Many care assistants had completed the eight module Further Education and Training 
Awards Council (FETAC) Level 5 training. Staff spoken with confirmed how much 
they had enjoyed doing the training and how it helped them in their work.  
 
Volunteers had been vetted appropriate to their role but there was no written 
agreement outlining their roles and responsibilities in place as required by the 
Regulations. Volunteers provided very valuable assistance to residents. The person in 
charge was in the process of finalising a policy on the role of volunteers in the 
centre. She stated it would be implemented shortly.  
 
6. Safe and suitable premises 
 

Outcome 15 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
 
References: 
Regulation 19: Premises 
Standard 25: Physical Environment 
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Inspection findings 
While the centre was purpose-built, there were some deficits noted.  
 
The dining room was inadequate to cater for all residents and some residents were 
noted to have to dine in the open plan lounge area on the ground floor. This did not 
provide privacy as the area was a walk through area for staff, residents and visitors 
and the front door opened directly into this area. Residents and relatives confirmed 
that this was an issue for them.  
 
The lounge areas on both floors did not provide any of the comfort of a domestic 
style sitting room as it was open plan and a walk through area for staff, residents 
and visitors. Residents also confirmed that the noise from the phones and staff 
discussion at the adjacent nurses’ station could be disruptive to them when watching 
television or holding conversation.  
 
The environment was bright, clean and well maintained throughout. Some bedrooms 
had wheelchair accessible touch pads to open their doors and promote resident 
independence. Bedroom accommodation met residents’ needs for privacy, leisure 
and comfort. All bedrooms were of a good size and were well designed and laid out. 
The en suite facilities were all assisted and very large in size. Bedrooms had 
specialised beds, call bell facilities and adequate personal storage space. They were 
personalised with residents own personal items.  

 
There were two sluice rooms, a cleaners’ store and a treatment room, all of which 
were appropriately equipped. Staff were provided with dining, changing, storage and 
toilet facilities.  
 
A passenger lift provided access between the two floors and residents were seen to 
independently use it. 
 
The centre had extensive gardens including a meditation walk, walled garden, and a 
secure enclosed garden. There were seating areas in all gardens and one was 
specially landscaped as a wild flower garden. The gardens were safe for use by all 
residents, and they told the inspector that they enjoyed spending time in the garden 
during fine weather. There was a garden party on one of the inspection days and 
many residents and relatives were seen sitting outside enjoying the event. There was 
a contract in place for landscaping and garden maintenance.  
 
The kitchen was found to be well organised and equipped with sufficient storage 
facilities. The inspector observed a plentiful supply of fresh and frozen food.  
 
There was appropriate assistive equipment available such as hoists, pressure 
relieving mattresses, cushions, specialized beds, chairs, wheelchairs and walking 
frames. Handrails were available to promote independence. A detailed inventory of 
equipment was maintained which included the service date of equipment. Hoists and 
all other equipment had been maintained and service records were up-to-date. A 
maintenance person was employed and was responsible for the day-to-day 
maintenance of the centre. 
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7. Records and documentation to kept at a designated centre 
 

Outcome 16 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained in 
a manner so as to ensure completeness, accuracy and ease of retrieval. The designated 
centre is adequately insured against accidents or injury to residents, staff and visitors. 
The designated centre has all of the written operational policies as required by 
Schedule 5 of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). 
 

References: 
Regulation 21: Provision of Information to Residents 
Regulation 22: Maintenance of Records 
Regulation 23: Directory of Residents 
Regulation 24: Staffing Records 
Regulation 25: Medical Records 
Regulation 26: Insurance Cover  
Regulation 27: Operating Policies and Procedures  
Standard 1: Information 
Standard 29: Management Systems 
Standard 32: Register and Residents’ Records 
 

 
Inspection findings 
* Where “Improvements required” is indicated, full details of actions required are in 
the Action Plan at the end of the report.  
 
Resident’s guide  
 
Substantial compliance                                          Improvements required*  
 
Records in relation to residents (Schedule 3) 
 
Substantial compliance                                          Improvements required*  
 
General records (Schedule 4) 
 
Substantial compliance                                          Improvements required*  
 
The fire procedure did not give clear instruction on the procedure to be followed in 
the event of a fire, or where a fire alarm was given. 
 
The residents’ financial records did not always state the purpose for which the 
money was used and did not always have a nurse and the resident/representative 
signature on transactions. 
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Operating policies and procedures (Schedule 5) 
 
Substantial compliance                                          Improvements required*  
 
While all operational policies and procedures were in place, some were very 
cumbersome and not tailored to the centre. Some staff members stated that while 
they tried to read the policies they were so lengthy, some up to 30 pages, they could 
not take in all of the information.  
 
Directory of residents 
 
Substantial compliance                                          Improvements required*  
 
The directory of residents did not contain the referral agency or the address and 
phone number of the next of kin in some instances. 
 
Staffing records 
 
Substantial compliance                                          Improvements required*  
 
Staff files did not contain the information required by the Regulations. For example, 
there was no photo ID, three references, medical declaration and job descriptions on 
some files. 
 
Medical records 
 
Substantial compliance                                          Improvements required*  
 
Insurance cover 
 
Substantial compliance                                          Improvements required*  
 
The insurance policy did not state the provider’s liability to each resident of up to 
€1000 against loss or damage to any one item.  

 
Outcome 17 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 

 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
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Inspection findings 
Practice in relation to notifications of incidents was satisfactory.  
 
The person in charge was aware of the legal requirement to notify the Chief 
Inspector regarding incidents and accidents. To date all relevant incidents had been 
notified to the Chief Inspector by the person in charge.  

 
Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designed centre and the arrangements in place for the management of the 
designated centre during his/her absence.  

 
References: 
Regulation 37: Notification of periods when the Person in Charge is absent from a 
Designated Centre 
Regulation 38: Notification of the procedures and arrangements for periods when the 
person in charge is absent from a Designated Centre 
Standard 27: Operational Management 
 

 
Inspection findings 
There were appropriate arrangements in place for the absence of the person in 
charge. Deputising arrangements were robust as outlined in Outcome 13. 
 
The person in charge and provider were aware of their responsibilities to notify the 
Authority but as yet this was not required. The inspector was informed that there 
have been no absences of the person in charge for such a length that required 
notification to the Chief Inspector. 
 
Closing the visit  
 

At the close of the inspection visit a feedback meeting was held with the health 
delegate and the person in charge to report on the inspectors’ findings, which 
highlighted both good practice and where improvements were needed.  
 
Acknowledgements 
 
The inspectors wish to acknowledge the cooperation and assistance of the residents, 
relatives, provider and staff during the inspection. 
 
Report compiled by:  
 
Fiona Whyte 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
25 July 2011 

Page 24 of 37 



 
 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 

 
Provider’s response to inspection report∗ 
 

 
Centre: 

 
Cherryfield Lodge 

 
Centre ID: 

 
0024 

 
Date of inspection: 

 
20 and 21 July 2011 

 
Date of response: 

 
15 August 2011 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care settings for Older People in Ireland. 
 
Outcome 2: Reviewing and improving the quality and safety of care  

1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspector found there was no comprehensive auditing and monitoring for the 
purpose of improving the quality of service and safety of all residents. For example, 
there was no comprehensive auditing of falls and medication practices in order to 
identify areas for improvement, reduce the risk of error and increase the safety of 
residents. 
 
Action required:  
 
Establish and maintain a system for reviewing the quality and safety of care provided 
to, and the quality of life of, residents in the designated centre at appropriate 
intervals. 
 
 

                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Action required: 
 
Establish and maintain a system for improving the quality of care provided at, and the 
quality of life of residents in, the designated centre. 
 
Action required: 
 
Make a report in respect of any review conducted by the registered provider for the 
purposes of Regulation 35(1), and make a copy of the report available to residents 
and, if requested, to the Chief Inspector. 
 
Reference: 

Health Act, 2007 
                   Regulation 35: Review of Quality and Safety of Care and Quality of Life 
                   Standard 30: Quality Assurance and Continuous Improvement 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
1. Continue robust individual review of – 

 falls 
 medication management audit 
 health and safety issues 

 
2. Implement a general review of falls, medication management 
    and health and safety issues to identify trends to improve  
    quality and safety of care. 
                

 
 
August 2011 
 
 
 
 
December 2011 

 
Outcome 4: Safeguarding and safety 

2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspector found that some improvements were required to protect residents from 
being harmed or abused.  
 
The policy on the detection and prevention of elder abuse did not contain guidelines 
on what to do following an allegation of abuse being made.  
 
It was not clear from the training records if all staff had received training on 
identifying and responding to elder abuse and one staff member spoken to stated she 
had not received training.  
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The inspector reviewed the management of residents’ finances and noted that not all 
transactions were signed by two persons or the resident/representative. The records 
did not always state the purpose for which money was withdrawn and given to the 
resident.  
 
Action required: 
 
Put in place all reasonable measures to protect each resident from all forms of abuse. 
 
Action required: 
 
Put in place a policy on and procedures for the prevention, detection and response to 
abuse. 
 
Action required: 
 
Make all necessary arrangements, by training staff or by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
or abuse. 
 
Reference: 

Health Act, 2007 
                   Regulation 6: General Welfare and Protection 
                   Standard 8: Protection 
                   Standard 9: The Resident’s Finances 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Amend the existing policy to include guidelines on what to do 
following an allegation of abuse being made: 
 
Re-organise mandatory training records to reflect level of training 
received by staff. Continue annual training of all staff in elder 
abuse, fire training, bi-annual patient handling training. 
 
All monies received from residents or returned to residents is 
signed for, and its’ use will be documented in the future with 
regard to the ethos of the Society of Jesus and the residents vow 
of poverty. 
 

 
 
August 2011 
 
 
September 2011 
 
 
 
July 2011 
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Outcome 5: Health and safety and risk management  
3. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspector had concerns that some practices in relation to the health and safety of 
residents and the management of risk did not sufficiently promote the safety of 
residents, staff and visitors. 
 
The fire procedure on display did not give clear guidance on what to do in the event 
of a fire. One agency staff member was not able to outline what she would do in the 
event of a fire. She stated that she had not received specific fire training related to 
this building.  
 
Risk assessments had not been completed since 2009. Some risks were not identified 
and those that were did not specify the risk rating, measures required to control the 
risk and timeframes. Doors to some internal rooms such as the sluice rooms were not 
secure and could pose a potential risk to wandering residents. The risk management 
policy did not contain measures to manage all risks such as assault, accidental injury 
or self harm. There was no record kept of the weekly health and safety checks. 
 
The was an emergency plan did not provide guidance on what to do in the event of 
emergencies such as power failure, loss of heating and disruption to water supply. It 
did not identify alternative accommodation in the event of residents having to be 
evacuated. 
 
One staff member stated that sluicing of soiled laundry was regularly undertaken. 
This posed a risk of infection and was contrary to the laundry policy and the system 
implemented in the centre to prevent cross infection.  
 
Action required:  
 
Put in place written operational policies and procedures relating to the health and 
safety, including food safety, of residents, staff and visitors. 
 
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the identification 
and assessment of risks throughout the designated centre and the precautions in 
place to control the risks identified.  
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Action required:  
 
Ensure that the risk management policy covers the precautions in place to control the 
following specified risks: the unexplained absence of a resident; assault; accidental 
injury to residents or staff; aggression and violence; and self-harm.  
 
Action required:  
 
Put in place an emergency plan for responding to emergencies. 
 
Action required:  
 
Display the procedures to be followed in the event of fire in a prominent place in the 
designated centre. 
 
Reference: 

Health Act, 2007 
                   Regulation 30: Health and Safety 
                   Regulation 31: Risk Management Procedures 
                   Regulation 32: Fire Precautions and Records 
                   Standard 26: Health and Safety  
                   Standard 29: Management Systems  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Continue with our Fire Management Policy – 

 Daily check on fire doors 
 Weekly test of fire alarm 
 Monthly practice of fire evacuation drill 
 3 monthly check of fire alarm 
 3 monthly check of emergency lighting 
 6 monthly service of alarm system 
 Annual check of fire extinguishers and fire blankets 
 Annual training of all staff 

 
Amend the ‘false alarm strategy’ to include procedure for fire 
detection and response. Continue with the monthly evacuation of 
a resident practice drill to include staff on duty and agency staff. 
 
Expand and develop the emergency plan to include guidelines for 
assault, accidental injury to residents or staff, power failure, loss 
of heating, disruption to water supply, evacuation to agreed 
emergency shelter, aggression, violence and self harm. 
 

 
 
 
 
 
 
 
 
 
 
 
 
August 2011 
 
 
 
August 2011 
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An agreement was reached between Milltown Park Community 
Residence and Cherryfield Lodge to provide emergency shelter, 
food and heating since October 2010. This agreement was held 
as an appendix to the emergency plan is now incorporated into 
the plan. 
 
A comprehensive Risk Management Policy has been 
commissioned to manage medical and non-medical risks. 
 
Written record of Health and Safety checks are held. 
 

August 2011 
 
 
 
 
 
December 2011 
 
 
September 2011 

 
Outcome 6: Medication management 

4. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The inspector found some improvements were required in the medication 
management process.  
 
The medication policy did not provide guidance on specific areas such as prescribing, 
ordering, ‘as required’ medication (PRN), medications requiring strict controls and 
disposal of medications.  
 
The maximum dosage of some PRN medications was not always included by the GP 
and some medications were not individually dated. 
 
Transcribing of medications was undertaken and a policy was in place to provide 
guidance but there was no signature of the transcribing nurse or witness. The policy 
also stated that transcribing was only to be carried out in an emergency but the nurse 
stated that transcribing was routinely carried out. 
 
There was no signature sheet of nurses maintained.  
 
While there were procedures in place for the handling and disposal of unused and out 
of date medications requiring strict controls, there were no procedures in place for 
the handling and disposal of unused and out of date general medications.  
 
Action required:  
 
Put in place suitable arrangements and appropriate procedures and written policies in 
accordance with current regulations, guidelines and legislation for the handling and 
disposal of unused or out of date medicines and ensure staff are familiar with such 
procedures and policies. 
 
Action required:  
 
Maintain, in a safe and accessible place, a record of each drug and medicine 
administered in respect of each resident, giving the date of the prescription, dosage, 
name of the drug or medicine, method of administration, signed and dated by a 
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medical  practitioner and the nurse administering the drugs and medicines in 
accordance with any relevant professional guidelines.  
 
Reference: 

Health Act, 2007 
                   Regulation 33: Ordering, Prescribing, Storing and Administration of  
                   Medicines 
                   Standard 14: Medication Management  

 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Suitable arrangements, policies and procedures in accordance 
with current regulation and legislation have been put in place for 
the disposal of unused or out of date medicines, PRN medications 
and prescribing of medications. A nurse signature sheet is now 
maintained.  
 
Staff will be informed of changes and updates made through the 
usual system of discussion at hand over times and through team 
meetings.  
 

 
 
August 2011 
 
 
 
 
 
September 2011 
 

 
Outcome 7: Health and social care needs 

5. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
The inspector found improvements were required particularly in the area of 
documentation. 

 
On review of a number of residents’ files it was noted that there was no 
comprehensive nursing assessment undertaken on residents to identify their specific 
needs. There were limited additional risk assessments undertaken and as a result 
there was an absence of care plans in place for specific problems. Different falls risk 
assessment tools were used and some of the risk assessments were not signed or 
dated therefore there was no means of knowing if they were current or not. Limited 
personal and social history was recorded but there was no care plan in place to 
address social or spiritual needs.  
 
Each resident had a single care plan in place to address all their healthcare needs. All 
the problems identified were listed as one and all the interventions were listed as one 
beneath. This made it very difficult to see what interventions related to what specific 
need and there was no means of tracking the progress of the resident. Interventions 
were not comprehensive or person centred. It was not clear what care plan was 
current as some were not signed, dated or evidence of review recorded. 
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There was no care plan in place to manage the use of restraint. 
 
Daily charts such as mobility and fluid intake charts were in place for some residents 
but were not completed in a timely manner which could lead to inaccurate 
information.  
 
Action required: 
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
 
Action required:  
 
Provide a high standard of evidence based nursing practice. 
 
Reference: 

Health Act, 2007 
                   Regulation 8: Assessment and Care Plan 
                   Standard 10: Assessment 
                   Standard 11: The Resident’s Care Plan 

 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The existing nursing assessment will be replaced with a 
comprehensive nursing assessment document together with 
relevant care plans. 
 
A care plan to manage the use of restraint is in place. This 
includes ongoing review by the nursing team, weekly review by 
the GP and review as condition of resident requires. 
 
All daily charts such as mobility and intake/output charts are 
completed hourly. 
 

 
 
September 2011 
 
 
 
August 2011 
 
 
 
August 2011 
 

 
Outcome 9: Food and nutrition  

6. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
There was no main course choice offered at the main meal.  
 
Action required:  
 
Provide each resident with food that is varied and offers choice at each mealtime. 
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Reference: 
Health Act, 2007 

                   Regulation 20: Food and Nutrition 
                   Standard 19: Meals and Mealtimes   

 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Optional choices are available on request each day. 

 
 
August 2011 
 

 
Outcome 14: Suitable staffing 

7. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
The inspector was concerned that staffing levels at times might not be adequate to 
meet the needs of the residents. The inspector identified the need to review the 
staffing levels in line with the organisation of work to ensure residents healthcare 
needs and safety needs were being met. 
 
Care assistants on both day and night duty were responsible for doing the laundry as 
well as delivering resident care. This meant that at regular intervals throughout the 
day, the care assistants left the floor to go and do the laundry. Staff confirmed that 
the process included segregation, washing, drying, some ironing, folding and 
returning clothing to resident’s rooms which took a lot of time at intervals throughout 
the day. They felt this reduced the time they had to deliver care, interact with 
residents and provide supervision. The high number of falls noted could be attributed 
to decreased supervision of residents at times. Staff also felt they rushed the laundry 
work in order to return to delivering care and this could result in mislaid clothing.  
 
During the two days of inspection the inspector noted the chef to be extremely busy. 
He was responsible for all preparation, cooking and delivery of meals as well as 
ordering, storage and cleaning in specific areas of the kitchen. The most recent 
environmental health report indicated many deficits in the cleanliness of the kitchen. 
While the chef stated he was able generally able to clean the kitchen as he worked he 
did not have sufficient time to ensure the kitchen was deep cleaned regularly.  
 
Household staff duties were generally to lay the tables, do the wash up and clean 
other areas of the building apart from the kitchen.  
 
There was no written operational recruitment policy. The inspector examined a 
number of staff files. They did not contain the information required by the 
Regulations.  
 
Volunteers’ had been vetted appropriate to their role but there was no written 
agreement outlining their roles and responsibilities in place as required by the 
Regulations.  

Page 33 of 37 



Action required:  
 
Ensure that the numbers and skill-mix of staff are appropriate to the assessed needs 
of residents, and the size and layout of the designated centre. 
 
Action required:  
 
Put in place written policies and procedures relating to the recruitment, selection and 
vetting of staff. 
 
Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory information 
and documents specified in Schedule 2 of the Regulations have been obtained in 
respect of each person. 
 
Action required:  
 
Set out the roles and responsibilities of volunteers working in the designated centre in 
a written agreement between the designated centre and the individual. 
 
Reference: 

Health Act, 2007 
                   Regulation 16: Staffing 
                   Regulation 18: Recruitment 
                   Regulation 34: Volunteers 

Standard 22: Recruitment  
                   Standard 23: Staffing Levels and Qualifications 

 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A review of current laundry practice and general falls review to 
establish if current laundry practice is contributing to the number 
of falls experienced is underway. 
Findings will determine whether the current staffing levels require 
reviewing. 
 
Detailed schedule of cleaning has been amended and resourced 
to respond to the Environmental Health Officer Report. 

 
 
September 2011 
 
 
 
 
 
December 2011 
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Recruitment procedure for the recruiting, selecting and vetting of 
staff is in place. A policy to support and guide this procedure will 
be written to include volunteers. Present procedures require for 
all new staff – 

 Identification 
 Birth certificate 
 Three references 
 Curriculum Vitae 
 Garda Vetting 
 Evidence and verification of qualifications 
 Medical 

 

August 2011 

 
Outcome 15: Safe and suitable premises 

8. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The dining room was inadequate to cater for all residents and some residents were 
noted to have to dine in the open plan lounge area on the ground floor.  
 
The lounge areas on both floors did not provide any of the comfort of a domestic 
style sitting room as it was open plan and a walk through for staff, residents and 
visitors.  
 
Action required:  
 
Provide adequate communal accommodation for residents. 
 
Reference: 

Health Act, 2007 
                   Regulation 19: Premises 
                   Standard 25: Physical Environment 

 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A proposal for the enlargement of the dining room has been 
developed with the support of the residents through the 
residents’ forum. This was presented to the board of 
management and after discussions was approved and presented 
to the Provincial of the order, who has supplied funding and 
approval. Planning permission is being sought for the extension 
to the dining room and the ground floor lounge area. 
 
In the interim additional dining space is being provided in the 
lounge area. Residents also have the choice of visiting Milltown 
Park if desired. 

 
 
August 2011 
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Outcome 16: Records and documentation to be kept at a designated centre 

9. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
While all operational policies and procedures were in place, some were very 
cumbersome and not tailored to the centre.  
 
The directory of residents did not contain the referral agency or the address and 
phone number of the next of kin in some instances. 
 
The insurance policy did not state the provider’s liability to each resident of up to 
€1000 against loss or damage to any one item.  
 
Action required:  
 
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) in a manner so to ensure completeness, accuracy and 
ease of retrieval. 
 
Reference: 

Health Act, 2007 
                   Regulation 22: Maintenance of records 
                   Standard 32: Register and Residents’ Records 

 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The referral agency and the phone number of next of kin of all 
residents is in place.  
 
The insurance policy has been amended to include the provider’s 
liability of up to €1,000 against loss or damage of any one 
resident’s item. 
 
While the operational policies are detailed, procedures are in 
place to assist staff when referring to policies and operational 
matters. 
 

 
 
August 2011 
 
 
August 2011 
 
 
 
August 2011 
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Any comments the provider may wish to make: 
 
 
Provider’s response:   
 
We would like to acknowledge the professionalism and courtesy offered to residents, 
relatives, friends and staff of Cherryfield Lodge by the inspector during her visit. 
 
Provider’s name: Mary Rickard 
Date: 19 August 2011    
 
 
 
 
 
 
 
 
 
 
 
 


