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Centre name: 

 
Woodside House Nursing Home 

 
Centre ID: 

 
0306 
 
Killusty 
 
Fethard 

 
Centre address: 
 

 
Co Tipperary 

 
Telephone number: 

 
052-6131570 

 
Fax number: 

 
N/A 

 
Email address: 

 
woodsidehousenursinghome@yahoo.ie 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Irene O’Connell 

 
Person in charge: 

 
Irene O’Connell 

 
Date of inspection: 

 
18 April 2011 

 
Time inspection took place: 

 
Start: 14:45hrs            Completion: 23:15hrs  

 
Lead inspector: 

 
Mary Moore 

 
Support inspector: 

 
Catherine O’Keeffe 

Type of inspection:  Announced                          Unannounced 

Purpose of this inspection 
visit: 

 Application to vary registration conditions 
 Notification of a significant incident or event 
 Notification of a change in circumstance  
 Information received in relation to a complaint 
or concern 
 Follow-up inspection 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated centres for older people 
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About the inspection 
 
The purpose of inspection is to gather evidence on which to make judgments about 
the fitness of the registered provider and to report on the quality of the service. This 
is to ensure that providers are complying with the requirements and conditions of 
their registration and meet the Standards, that they have systems in place to both 
safeguard the welfare of service users and to provide information and evidence of 
good and poor practice. 
 
In assessing the overall quality of the service provided, inspectors examine how well 
the provider has met 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. 
 
Additional inspections take place under the following circumstances: 

 to follow up matters arising from a previous inspection to ensure that actions 
required of the provider have been taken 

 following a notification to the Health Information and Quality Authority’s Social 
Services Inspectorate of a change in circumstance for example, that a provider 
has appointed a new person in charge 

 arising from a number of events including information received in relation to a 
concern/complaint or notification to the SSI of a significant event affecting the 
safety or wellbeing of residents 

 to randomly “spot check” the service. 
 
All inspections can be announced or unannounced, depending on the reason for the 
inspection and may take place at any time of day or night.  
 
All inspection reports produced by the Health Information and Quality Authority will 
be published. However, in cases where legal or enforcement activity may arise from 
the findings of an inspection, the publication of a report will be delayed until that 
activity is resolved. The reason for this is that the publication of a report may 
prejudice any proceedings by putting evidence into the public domain. 
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About the centre 
 

Description of services and premises 

 
This centre closed on 19 August 2011 following cancellation of the centre’s 
registration by the Authority. 
 
Woodside House Nursing Home is registered to care for 20 residents and is primarily 
concerned with the provision of long-term care; some respite and convalescent care 
may be provided but is infrequent and dependent on bed availability. There were 17 
residents living in the centre at the time of this inspection, all of whom were in 
receipt of long-term care; 10 of the residents were greater than 80 years of age and 
two of the residents were less than 65 years of age. 
 
The centre is not purpose-built, it was originally a domestic dwelling and has 
operated as a care facility for older adults since 1992 and was extended with this 
function in mind in the mid to late 1990’s. It is a leased premises and has been 
leased by the current registered provider since 2007. All resident accommodation is 
provided on the ground floor, there is an attic-type first floor used for storage and to 
accommodate staff facilities. The premises is compact and laid out in two parallel 
linked blocks. The front block consists of the original dwelling and the main entrance 
leads to the reception hallway/lobby off which there is the stairwell to the first floor. 
To the left is the main dayroom/communal area off which there is a second “quiet” 
dayroom, both of these are domestic in character. Two bedrooms are accessed from 
this inner dayroom; there is a doorway leading to a small lobby area containing one 
twin-bedded room and one single bedroom. Neither of these rooms are en suite; 
however, there is a separate toilet and wash-hand basin provided. From this lobby a 
doorway also leads in to the main kitchen and ancillary area. This doorway had been 
sealed off on environmental health grounds but was recently reopened on the advice 
of a fire safety consultant to provide an extra fire escape. 
 
Returning to the main hallway to the right five single bedrooms are provided none of 
which are en suite. There is a bathroom with non-assisted bath, toilet and wash-
hand basin provided for residents’ use, a staff toilet and a designated smoking room 
for residents facilitated in a conservatory type structure.  
 
The main hallway continues as a narrow corridor, from which the main kitchen is 
accessed, and it then leads into the main dining room. The dining room is the link 
structure between the original building and the later build. From the dining room 
residents have access to a small secure garden with table and chairs. Walking 
through the dining room there is a corridor containing the sluice room, and to the 
right are located two twin-bedded rooms and one single bedroom none of which are 
en suite, and a separate assisted toilet with wash-hand basin. To the left is the 
nurses’ station, two twin-bedded rooms and three single bedrooms none of which 
have en suite facilities. There is a separate assisted toilet with wash-hand basin, a 
bathroom with non-assisted bath and assisted shower, and a linen press also located 
on this corridor. All of the bedrooms are without en suite but there is a wash-hand 
basin in each room.  
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Outside, the centre shares an entrance with an adjoining private dwelling but there is 
a second entrance into the grounds of the premise themselves. There is a large 
grassed area with mature trees and shrubbery to the front of the building. Limited 
but adequate care parking is also available to the front of the building.                 
 

Location 

 
Woodside House Nursing Home is located in a rural setting approximately one mile 
from the village of Killusty, four miles from Fethard town and 10 miles from Clonmel. 
 

 
Date centre was first established: 

 
1992 

 
Number of residents on the date of inspection: 

 
17 

 
Number of vacancies on the date of inspection: 

 
3 

 
 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
0 

 
5 

 
4 

 
8 

 
 

Management structure 
 
Irene O’Connell is the Registered Provider and the Person in Charge; she is 
supported in her role by a clinical deputy and a manager. A team of nurses, carers 
and catering staff attend to the health and care needs of residents on a daily basis. 
All staff report to the Person in Charge. 
 
Staff 
designation 

Person 
in 
Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on 
duty on day 
of 
inspection 
 

1 1* 2** 1 1 0 0 

 
* The provider/person in charge was the nurse on duty 
 
** One carer was also one of the two designated Key Senior Manager’s
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Background  
 
The centre was first inspected by the Authority on 23 September 2009. That first 
inspection was a scheduled announced inspection and overall inspectors found that 
significant improvements were required in relation to fire safety, health and safety, 
risk assessments, medication management practices, the quality of care plans and 
person-centred care. Inspectors also identified that some improvements were 
required in medical review, policies, staff training and development, residents’ access 
to the grounds and meaningful activities. The second inspection on 9 April 2010 was 
a follow-up visit and overall inspectors found that progress made since the first 
inspection was unsatisfactory and actions required had not been satisfactorily 
addressed. Inspectors also had to forward a letter to the provider to elicit a 
satisfactory action plan in response to the inspection findings.  
 
This inspection was the fourth inspection of Woodside House Nursing home by the 
Authority. This inspection was an unannounced one day follow-up inspection to 
assess the extent to which the provider had implemented the actions of the third 
inspection, the registration inspection that took place on 23 November 2010 and 24 
November 2010. The registration inspection had found that while staff were kind and 
caring to residents and were well intentioned, and residents spoke well of staff, 
inspectors found marginal but unsatisfactory improvement on previous inspection 
findings with continuing poor practice. There was an absence of strong clinical 
leadership and there was no evident culture of ongoing review, continuous 
improvement and an understanding of what was a quality service. Care was kind but 
basic and reflected a task-orientated approach that lacked a sound contemporary 
evidence base and an understanding of what it was to be truly person-centred. There 
was no evidence that residents were active participants in their own care or in the 
organisation of the centre and services provided to them. The premises was leased 
by the provider who did not have complete autonomy over all aspects of 
environmental maintenance and inspectors found that many of the fittings, furniture 
and equipment were in poor condition and poorly maintained.  
 
A significant number of required improvements were identified in order to comply 
with the requirements 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. 
These were dealt with in detail in the Action Plan at the end of the registration 
inspection report. 
 
These improvements included: 

 governance structures 
 medication management 
 timely medical review and follow up 
 nursing documentation 
 wound prevention and management 
 nutritional support 
 access to specialist health services 
 recruitment practices 
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 staff education and training 
 elder abuse training 
 maintenance of the environment. 

 
The provider had responded positively to the action plan and agreed acceptable 
timeframes with the Authority. 
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Summary of findings from this inspection  
 
 
Inspectors were dissatisfied with the progress made by the provider/person in charge 
in relation to the implementation of the action plan. That action plan consisted of 27 
actions and three recommendations. Inspectors found that; 

 five actions had been completed 
 nine actions had been partially addressed 
 13 actions had not been addressed 
 three recommendations had not been addressed. 

 
Where actions had been completed or partially addressed, they pertained primarily to 
the environment or the review of documentation. Overall, given that this was the 
fourth inspection of the centre by the Authority the improvements noted were not 
adequate. Of concern to the inspectors were the actions that had not been 
addressed as these were core actions pivotal to the standard and quality of care and 
services directly provided to residents such as care-planning, wound prevention and 
management, fluid and dietary intake, the provision of therapeutic and assistive 
devices, medication management, staff education and training, privacy, dignity and 
person-centred care and ongoing review of the quality and safety of care and 
services. Again while inspectors found an apparent willingness on behalf of the 
provider/person in charge and other staff to comply, no clear rationale was provided 
to account for the lack of progress evidenced. The findings from this inspection 
consolidated those of previous inspections and reflected a service that lacked vision 
and a clear future direction. There was an absence of strong clinical leadership and 
no evident culture of ongoing review, continuous improvement and an understanding 
of what was a quality service. Care was at best basic but at times neither suitable 
nor sufficient to meet the core assessed needs of the residents, regulatory and 
legislative requirements and contemporary evidence-based practice. There was a 
pervasive task-orientated approach and very little understanding of what it was to be 
truly person-centred. There was little evidence that the concept of residents as active 
participants in their own care or in the organisation of the centre and services 
provided to them had been embraced.  
 
Despite the chronology of inspections, repeat core findings and required actions in 
relation to the absence of quality, person-centred evidence-based care, inspectors 
found that aspects of the residents care were not acceptable and their quality of life 
was poor. This conclusion is supported by the repeated inability of the 
provider/person in charge to satisfactorily 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. 
 
The findings of this fourth inspection again resulted in a significant number of 
required improvements in order to comply with the requirements 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 
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Care Settings for Older People in Ireland. These are dealt with in detail in the Action 
Plan at the end of this inspection report. 
 
These required improvements include: 

 medication management practices 
 wound prevention and management 
 care-planning 
 the provision of therapeutic and assistive devices to residents 
 access to specialist services 
 nutritional support  
 staff access to education and training 
 person-centred care and practice 
 pre-admission procedures 
 contracts of care 
 ongoing review of the quality and safety of care and services. 
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Issues covered on inspection 
 
 
In March 2011 the Authority received information from two different sources 
outlining concerns pertaining to;  

 the procedures governing admission to the centre  
 the quality and sufficiency of care provided to dependent residents in line with 

their assessed needs.  
 
The provider/person in charge was advised by the inspectors of these concerns. As 
the issues raised by the concern initiators co-related to the findings and required 
actions of the previous inspection they were dealt with in the relevant “Actions 
reviewed on inspection” specifically;  

 medication management 
 care planning and the provision of a high standard of evidence-based nursing 

practice 
 review of the quality and safety of care and services provided to residents 
 the management, monitoring and documentation of residents’ nutritional and 

fluid intake 
 the provision of appropriate healthcare and the support provided to each 

resident on an individual basis to achieve and enjoy the best possible health.  
 
A separate issue covered on this inspection, while linked to the overall issues raised 
and the required actions, was the lack of robust admission procedures specifically at 
the pre-planning phase. The provider/person in charge told inspectors and a review 
of medical, nursing and other documentation confirmed that there was no formal 
pre-admission system or process in place, and there was evidence of poor 
communication with discharging facilities in relation to prospective residents.  
 
The admission of residents and the provision of care in line with their assessed needs 
was seen to be highly dependent on discharge information provided by the 
discharging hospital or facility; this information in two cases reviewed came with the 
resident at the time of admission. This did not support;  

 the admission of the resident to the centre only following a comprehensive 
assessment of their health, social and personal care needs undertaken by the 
appropriate health professional with knowledge of the centre and the care and 
services provided to ensure that these matched the residents assessed needs  

 the admission of residents to the centre in a planned and safe manner 
 the acquisition of all relevant information about the resident in a timely 

manner 
 appropriate continuity of care and prescribed treatments.  

 
A further action was required to address this and is included in the Action Plan at the 
end of this report.       
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Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Ensure that the post of person in charge of the designated centre is full time and 
that the person in charge is a nurse with a minimum of three years experience in the 
area of geriatric nursing within the previous six years. 
 
Ensure that there is an appropriately qualified registered nurse on duty and in charge 
of the designated centre at all times and a record thereof maintained.  
 
Put in place in consultation with all staff a clearly defined management structure that 
identifies the lines of accountability and authority, specific roles and responsibilities 
and that supports and promotes the delivery of quality care services. 
 
 
This inspection was unannounced and the provider/person in charge was in the 
centre was the nurse on duty and in charge. A review of staff rosters demonstrated 
and the provider/person in charge confirmed for inspectors, that over the previous 
thirteen weeks reviewed she had worked full time for twelve of those weeks. 
 
The organisational structure had been reviewed and now reflected that all staff with 
responsibility for the delivery of frontline services and care to residents had a 
reporting relationship to the nurse on duty and in charge of the centre where this 
was not the provider/person in charge. Staff spoken with understood this. 
 
The arrangements for replacement of the person in charge on a routine or 
unexpected basis were unsatisfactory and did not facilitate sufficient and appropriate 
replacement of and support to the person in charge. The clinical key senior manager 
was due to temporarily cease working on 1 May 2011 with no definitive arrangement 
in place for her replacement as both key senior manager and nurse on duty. The 
provider/person in charge told inspectors that she had recently undertaken a 
recruitment initiative for nursing staff but had as yet had no applicants.       
 
2. Action required from previous inspection:  
 
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 have been obtained in respect of 
each person. 
 
Put in place recruitment procedures to ensure the authenticity of the staff references 
referred to in Schedule 2. 
 
Provide full and satisfactory information in relation to all staff in respect of the 
matters listed in Schedule 2 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). 
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Though not fully compliant inspectors noted improvement in respect of the 
information required for each staff member employed as listed in Schedule 2 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). Evidence of medical and physical fitness 
was not in place for all staff. 
 
3. Action required from previous inspection:  
 
Compile a statement of purpose that consists of all matters listed in Article 5 and 
Schedule 1 of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). 
 
 
The statement of purpose had been revised and forwarded to the Authority prior to 
the inspection. It contained all of the matters listed in Article 5 and Schedule 1 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). 
   
4. Action required from previous inspection:  
 
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.   
 
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.  
 
Ensure that a record is maintained of all accidents affecting the resident and any 
other incident which is detrimental to the health or welfare of the incident. 
 
 
Some improvement was noted in that assessments for the risks as identified in the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended) were in place. The key senior manager had 
also conducted a review and risk assessment of the environment; risk assessments 
however were at a preliminary stage and not all risks with required controls had been 
identified. Inspectors noted and staff confirmed that one resident despite the 
provision of a designated smoking room, smoked in his own bedroom. Staff spoken 
with confirmed that there was no policy or risk assessment in place for resident 
smoking or non-compliance with the designated smoking area.  
 
Accident and incident records reviewed demonstrated that twelve incidents were 
recorded since the last inspection; inspectors were satisfied that the incidence of 
accidents and incidents as recorded, as opposed to the findings of the last 
inspection, was proportionate to the dependency levels, cognitive status and levels of 
mobility observed. Inconsistencies were noted however in relation to recording, 
review, learning and appropriate intervention. One resident was seen by inspectors 
to have a resolving area of discolouration beneath her left eye. Nursing records 
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reviewed demonstrated that this had been detected, recorded and medical opinion 
sought but no entry had been made in the accident/incident record in the absence of 
a clear explanation/ rationale for the injury. While repeat incidents of challenging 
behaviour had been reviewed and a plan of care and appropriate interventions 
devised to reduce risk, minimise reoccurrence and enhance outcomes for both 
residents and staff, this strategy had not been applied to incidents of recurrent or 
repeat falls.       
 
5. Action required from previous inspection:  
 
The person in charge will implement a wound prevention and management policy 
that is evidence based and adheres to best practice guidelines.  
 
The person in charge will ensure that all staff receive training in, are familiar with, 
and implement this policy and procedure so that a high standard of evidence-based 
nursing practice is delivered to the resident. 
 
Provide residents with such support, equipment and facilities as may be required by 
them to maintain their welfare and wellbeing having regard to their dependency and  
needs as set out in their care plan. 
 
Provide training for all staff on the appropriate use of therapeutic equipment and 
implement a system to audit the correct use of such equipment. 
 
 
No improvement was noted and inspectors were not satisfied that suitable and 
sufficient evidenced-based nursing care was provided to residents at risk of, with a 
wound, or with a history of pressure sore development. The Health Service Executive 
(HSE) National Best Practice and Evidence Based Guidelines for Wound Management 
2009 were in place but there was no evidence that staff were familiar with them and 
practice as reviewed by inspectors was not in line with policy. The care plans of three 
highly dependent, vulnerable residents were reviewed by inspectors and collectively 
demonstrated no evidence of a contemporary evidence based nursing approach to 
promoting and preserving their health and welfare and enhancing their clinical 
outcomes; 

 only one of the three residents had been provided with pressure-relieving 
equipment whereas all three had assessments and clinical findings 
requiring pressure reduction support surfaces in line with evidence-based 
policy and practice 

 one resident with documented erythematous (inflamed/reddened), broken 
and blistered pressure points had a wound assessment in place stating “no 
clinical evidence of pressure sore”  

 one resident with recently healed pressure sores of both hips and who was 
“nursed on alternate sides” had no wound risk assessment completed since 
October 2010 

 no resident had a specific wound care plan and documentation that was in 
place was duplicated, fragmented, inconsistently maintained, did not 
reflect evidence-based knowledge, practice and policy and was not 
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congruent with the residents actual needs as documented in the daily 
nursing record 

 staff did not have access to appropriate sterile and or aseptic equipment or 
single patient use wound care equipment and dressings. 

  
6. Action required from previous inspection:  
 
Ensure by providing education and any other means that all medication practices and 
procedures are compliant with current legislation and An Bord Altranais guidelines. 
 
Ensure that staff are familiar with and adhere to policies and procedures in relation 
to the handling and disposal of unused or out of date medicines. 
 
 
There was evidence of continuing poor and unsafe medication management 
practices. 
 
Where inspectors noted a discrepancy in the stock balance of a controlled drug, 
nursing staff told inspectors that they had “forgotten” to administer one dose of the 
prescribed medication. 
 
Nursing staff continued to transcribe prescription records and their practice was not 
in line with local policy or regulatory requirements. Transcribed records were still not 
signed or dated by the transcribers or co-signed by a witnessing nurse and this was 
compounded by the fact that the original medical prescriber prescribed the 
medication in its generic format and nursing staff continued in some cases to alter 
this to its trade name when transcribing. This is unsafe practice and outside of the 
nurses’ medication management scope of practice. 
   
Medication administered to one resident in an altered format, crushed, was not 
clearly prescribed to do so by the GP on the medication prescription sheet. There 
was no evidence of discussion of alternative preparations or forms of administration. 
 
Prescriptions and transcribed records were already in place for some residents for 
May 2011. When cross referenced with their medical notes there was no evidence of 
medical review of their medications.  
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7. Action required from previous inspection:  
 
The provider will review the policy and practice of restraint and aim towards a 
restraint-free environment for all residents. If restraint is used it is as a last resort. 
Policy and practice shall adhere to best practice guidelines. 
  
Accurate documentation shall be maintained of assessment, consent, the nature of 
the restraint, review, removal of the restraint, and opportunity for motion and 
exercise and all other matters as prescribed so as to comply with best practice, policy 
and regulatory requirements in relation to restraint.  
 
Provide residents and their representatives with the information required to make an 
informed decision about any proposed medical intervention or treatment. Written 
consent reflects this discussion and is specific to the proposed intervention, 
treatment or care giving. 
 
 
Inspectors found no evidence that the practice and documentation of restraint had 
been reviewed so as to establish a clear clinical rationale for its use, its continued 
requirement and evidence of enhanced outcomes for residents by virtue of its use. 
Inspectors observed that bedrails were routinely in use. A review of residents’ 
records demonstrated that while a restraint assessment was in place in some care 
plans they had not been reviewed since 2009, they were not correctly completed and 
they were not signed by residents, staff or responsible family members as 
appropriate.  
 
8. Action required from previous inspection:  
 
The person in charge shall ensure that the care plan is accurately completed in line 
with professional standards and best practice, accurately reflects the assessment 
findings and sets out in detail the action to be taken by staff. 
 
Ensure that the care plan is formally re-evaluated by staff in consultation with the 
resident and/or his/her representative and updated as indicated by the resident’s 
changing needs and circumstances and no less frequently than at three-monthly 
intervals.  
 
 
The findings of this inspection supported deterioration rather than an improvement in 
the care planning process. Four care plans of vulnerable, dependent residents were 
reviewed by inspectors. Care plans were not completed and maintained in line with 
professional standards and best practice, did not accurately reflect the assessment 
findings and set out in detail the action to be taken by staff. 
 
Care plans did not support the provision of suitable and sufficient evidence-based 
nursing care for residents; 

 not all care plans and assessment tools had been re-evaluated on a three-
monthly basis or more frequently as required in line with the resident’s 
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previous assessments and actual presentation and needs; some had not been 
reviewed since October 2010  

 assessments were not signed and dated by the assessing nurse 
 identified interventions such as pressure relieving equipment were not 

provided 
 care plans were not in place for identified problems such as weight loss, 

wound care and oxygen therapy 
 one highly dependent resident with complex needs had no care plans in place; 

inspectors were told by staff that these had been removed for photocopying 
purposes and had not been replaced 

 only one care plan reviewed had been signed as discussed with the resident 
and/or their representative. 

 
9. Action required from previous inspection:  
 
Ensure that the premises is kept in a good state of repair externally and internally 
and suitable for the purpose of achieving the aims and objectives of the centre as set 
out in the statement of purpose.  
 
 
The provider/person in charge had met with the owner of the premises and the 
Authority had received confirmation that works required would be completed in line 
with the findings of the last inspection.  
 
10. Action required from previous inspection:  
 
Have a person available, independent to the person nominated in regulation 39(5), 
to ensure that all complaints are appropriately responded to and that the person 
nominated under regulation 39(5) maintains the records specified under regulation 
39(7).  
 
Ensure the complaints procedure contains an appropriate independent appeals 
process, the operation of which is included in the designated centre’s policies and 
procedures.  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint, whether or not the complainant was satisfied and any learning and 
measures identified for improvement to prevent reoccurrence. 
 
 
While the complaints procedure had been revised and the person referred to in 
Article 39(10) had been identified, the procedure as displayed differed from that in 
the complaints policy. Arrangements were not in place under 39(2) which provided 
evidence of clear and fair internal review/appeal procedures; complainants were 
requested to refer the matter to the Ombudsman. No complaints were logged further 
to the complaint of October 2009. 
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11. Action required from previous inspection:  
 
Ensure that all escape routes facilitate safe evacuation in the event of fire and put in 
place a centre-specific evacuation plan so that all staff and in so far as is reasonably 
practicable, residents, are aware of the procedure to be followed in the event of fire. 
The evacuation plan should include a personal emergency evacuation plan for 
residents. 
 
Maintain, in a safe and accessible place, a record of all fire practices that take place 
in the designated centre.  
 
Maintain, in a safe and accessible place, a record of all fire alarm tests carried out at 
the designated centre together with the result of any such test and the action taken 
to remedy defects. 
  
 
Make adequate arrangements for reviewing fire precautions including checking and 
testing all fire equipment and means of escape at suitable and appropriate intervals. 
 
 
There was evidence of the implementation of two of these required actions.  
 
Records reviewed demonstrated that the key senior manager conducted checks and 
maintained weekly records of such checks of fire escape routes, the fire alarm 
system, emergency lighting and fire doors. 
 
The external ramp leading from one designated fire escape had been refurbished to 
accommodate the safe evacuation of dependent residents. Fire zones and escape 
routes were clearly displayed in each bedroom. 
 
The latter were beneficial to staff, visitors and competent residents requiring 
direction only in the event of fire. There were no specific plan in place for the safe 
evacuation of dependent residents; fire evacuation sheets had not been provided; 
the door of the smoking room still had a manual lock and no fire fighting equipment 
had been provided. Records were still not available to confirm that the fire alarm 
system and the emergency lighting had been tested and inspected to the required 
standard. The Fire Officer from South Tipperary County Council had visited the 
premises on 26 October 2010 and the provider/person in charge confirmed that she 
was in receipt of his recommendations. However, his report was not in the fire 
register and was not available to inspectors. 
 
Inspectors noted that a designated fire escape exited into the secure garden area. 
The gate to this area was locked on the outside and could not be unlocked from the 
inside by staff in the event that it was used as an escape route.  
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12. Action required from previous inspection:  
 
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. 
 
Improvements are clearly demonstrated and corrective action plans implemented. 
 
Consult with residents and their representatives in relation to the system for 
reviewing and improving the quality and safety of care, and the quality of life of 
residents. 
 
 
There was still no system or plans for the introduction of a system for reviewing on 
an ongoing basis the quality and safety of care and services provided to residents, 
staff and visitors. There was no evidence of the collection and use of data on 
significant issues evidenced by inspectors such as pressure sores, falls, restraint, 
weight loss, or chair and bed bound residents for the purposes of on-going quality 
monitoring and continuous improvement, or an understanding that its collection and 
review could improve on clinical and safety outcomes for residents. 
 
13. Action required from previous inspection:  
 
Make all necessary arrangements, by training staff and by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
or abuse. Maintain records of all such measures and make them available for 
inspection. 
 
 
Records reviewed by inspectors demonstrated that 16 staff had attended training on 
the prevention, detection and management of elder abuse. Staff spoken with 
confirmed their attendance.  
 
14. Action required from previous inspection:  
 
Provide all residents with opportunity to participate in meaningful and purposeful 
activity and occupation both inside and outside the centre that suit their individual 
needs, preferences and capacity. 
 
The programme of activity is informed by each resident’s previous routines, hobbies 
and interests, and their social and cultural background; it is reviewed with the 
residents on a regular basis and there is clear evidence of this.  
 
The programme of activities is clearly displayed for residents in a suitable format. 
 
 
There was evidence of some improvement. On the day of inspection a voluntary 
group were present and facilitated bingo and a sing-a-long with residents. Residents 
had previously told inspectors how they enjoyed and looked forward to these visits. 
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Staff were observed to play skittles and poly-bat with residents (table tennis). Staff 
spoken with confirmed that the exercise programme Fit-for-Life had commenced and 
a private physiotherapist also attended on a weekly basis. 
 
The programme of activities was not clearly displayed and had not been reviewed in 
line with the resident’s life story, likes, dislikes and abilities following consultation 
with both residents and/or their representatives. Again, residents were observed to 
spend prolonged periods with little to occupy them, stimulate them or engage them 
in a way that was meaningful and psychosocially beneficial to them. Dependent 
residents spent prolonged periods in their bedrooms with no meaningful social 
interaction or diversion other than staff attending to their care requirements. 
   
15. Action required from previous inspection:  
 
The registered provider shall ensure that all appropriate healthcare is facilitated and 
that each resident is supported on an individual basis to achieve and enjoy the best 
possible healthcare.   
 
The registered provider shall ensure that appropriate medical care by a medical 
practitioner of the residents’ choice or acceptable to the resident is provided in line 
with the residents’ assessed needs and no less frequently than three-monthly 
intervals. 
 
The registered provider shall ensure that a medical record with details of 
investigations made, diagnoses and treatment given, signed and dated by the 
medical practitioner is maintained for each resident. 
 
Medical records are maintained so as to ensure completeness, accuracy and ease of 
retrieval. 
 
 
The medical records of four residents were reviewed and confirmed that access to 
timely and appropriate medical review of residents was facilitated. Residents were 
reviewed in line with their assessed needs and generally on a monthly basis. There 
was evidence of appropriate referral to the acute hospital service for investigation 
and diagnosis of acute or chronic illness and formal discharge information was on file 
outlining details of investigations made, diagnosis and treatment recommendations. 
Medical review and treatment was seen to be available to residents on the day of 
inspection further to nursing concerns for their health and wellbeing. 
 
 
 
 
 
 
 
 
 
 

Page 18 of 52 



16. Action required from previous inspection:  
 
Implement comprehensive evidence based policy and guidelines for the 
management, monitoring and documentation of residents’ nutritional and fluid 
requirements. 
 
Where a resident requires speech and language review, dietician/nutritional services 
or any other services that may be required, access to such service is facilitated and 
records of all referrals and follow up appointments are maintained. 
 
Special therapeutic diets are provided when advised by healthcare and dietetic staff 
and formally communicated to all members of the team. 
 
 
Inspectors found no evidence that action had been taken to ensure suitable and 
sufficient care of residents with compromised nutritional and fluid intake by virtue of 
their age, illness, and level of dependency. The provider/person in charge confirmed 
that no resident had been referred to specialist services as requested. There was 
some evidence of consultation with dietetic services but no evidence that these 
discussions had been progressed by the provider/person in charge.  
 
While policy and guidelines for the management, monitoring and documentation of 
residents’ nutritional and fluid intake were in place they were still not implemented. 
Nursing records reviewed demonstrated that two residents had documented weight 
loss, one of which was a significant loss; however there was no evidence of 
appropriate commentary, intervention, monitoring, investigation, rationale or plan of 
care. The Malnutrition Universal Screening Tool (MUST) had not been implemented 
in practice as stated in policy. Where intake and output fluid balance charts were 
maintained they still did not have a cumulative total and therefore were not 
constructively utilised as intended to monitor and evaluate the resident’s intake of 
fluids and implement appropriate interventions where necessary. Entries suggested 
that fluids were provided over a concentrated period of time up to late evening only.  
The records of one resident reviewed confirmed that fluids were provided five to six 
times daily and the average daily fluid intake of this resident was 600mls. Staff could 
not objectively demonstrate that this was sufficient to her health and wellbeing. A 
review of her daily nursing notes found that nursing staff described her urine as 
“concentrated” and the resident had “difficulty drinking fluids”. The centre-specific 
evidence-based policy stated that staff should aim to provide residents with a 
recommended daily fluid intake of 1,500mls. Based on their observations inspectors 
were not satisfied that appropriate systems of delegation and supervision were in 
place to meet the nutritional and fluid requirements of vulnerable dependent older 
adults. No staff member was observed to enter the room of one dependent older 
resident for a prolonged period of time including mealtime; the provider/person in 
charge could not confirm for inspectors what staff member, if any, had attended to 
the nutritional needs of the resident. 
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17. Action required from previous inspection:  
 
Ensure that suitable adaptations are made and such support, equipment and facilities 
as may be required are provided for residents. Specialist medical devices and 
equipment are made available to both residents and staff. 
 
 
The person in charge told inspectors that she had purchased two new standard 
hospital beds and she had plans to purchase two more. The corroded frames of 
some beds and bed tables had been repainted. However, inspectors were not 
satisfied that a proactive, evidence-based approach had been taken to the findings of 
the last inspection with insufficient improvement noted in the facilities and 
equipment available to residents in line with their assessed needs, the maintenance 
and promotion of health, contemporary standards, effective infection prevention and 
control and respect for the concept of person-centred care.  
 
The standard and condition of furnishing, bedding and equipment observed including 
that directly required for resident care was very poor. Worn and torn, stained 
bedding was in place as was at least one mattress of a domestic type sealed in a 
plastic covering, with a foam overlay. One frail resident was provided with a foam 
mattress overlay (not sufficient to her assessed needs) that was also encased in such 
a plastic covering. Staff spoken with told inspectors that this covering was 
uncomfortable for the resident to sleep on as she sweated profusely with it in place.  
 
There was a deficit of pressure-relieving seating and equipment in line with the 
assessed needs of the residents and residents were still seated on pillows and 
domestic type cushions. They were still provided with universal seating of a domestic 
type not appropriate to individual seating and posture requirements, the covering on 
some was torn and damaged, on others was permeable and not suitable to effective 
cleaning, infection prevention and control. Inspectors were not provided with 
evidence to support that plans were in place to provide the appropriate equipment 
and assistive devices. The rusted shower chair had been removed and replaced with 
a plastic garden/patio chair on which residents were now showered. Notwithstanding 
the symbolic absence of respect for the dignity of the resident this chair was not 
specifically designed or constructed to provide for and maximise resident safety and 
comfort or support safe and appropriate manual handling of residents.  
 
A hoist was available to staff but was not seen to be utilised by them; frail 
dependent older adults were continuously manually handled from chair to wheelchair 
to bed. Some manual handling plans reviewed were unsigned and undated; others 
had not been reviewed since May 2009. One incident pertaining to manual handling 
was recorded in the accident and incident log; the staff member involved had not 
received mandatory manual handling training.  
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18. Action required from previous inspection:  
 
Provide at least one bedpan washer. 
 
Ensure that policies and procedures consistent with current national guidelines on 
infection prevention and control systems are used by staff on a daily basis. These 
include the safe handling of soiled and infected linen and disposal of healthcare risk 
waste. 
 
Ensure that all staff receive all the required equipment, education and training and 
regular updates (at least annually) on the risks of infection that are commensurate 
with their work activities, responsibilities and their role in preventing and managing 
infection.  
 
 
Inspection findings supported the partial implementation of these actions. The 
bedpan washer was in place, plumbed and wired but was not in working order as it 
had not been commissioned. Seven staff had attended infection control education. 
The external healthcare risk waste bin was locked.  
 
Staff spoken with told inspectors that water soluble/alginate bags were still not 
available and they still manually sluiced soiled linen.  
 
The sluice room was locked by means of combination lock but not all staff were 
observed to be familiar with the code. 
 
Inspectors observed staff to leave used incontinence wear in bedrooms. 
 
19. Action required from previous inspection:  
 
Put in place a programme of routine maintenance and renewal of the fabric and 
decoration of the premises, implement it and maintain records of works requested 
and completed. 
 
Put in place suitable adaptations to ensure that the centre is accessible to all 
residents and visitors including those using wheelchairs or other mobility aids. 
 
Ensure that locking mechanisms on all external doors are in good working order. 
 
Provide adequate appropriate storage space to ensure that equipment and assistive 
devices are stored in a discreet and safe manner. 
 
Restrict access to the main stairwell and the sluice room. 
 
Ensure that all furnishing and equipment provided to residents by the provider is in 
accordance with the comfort, safety, dignity and assessed needs of the residents. All 
furnishing and equipment provided is in good condition, meets current fire safety and 
infection control guidelines and is maintained in good working order. 
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Remove carpets and provide floor covering that is impermeable, washable, anti-slip 
and easily cleaned including the management of blood and body fluid spillages. 
 
Provide suitable and sufficient worktops and racking for sorting, drying and storing 
laundry and ensure that all laundry equipment is in proper working order. 
 
Ensure that the secure outdoor area is accessible to all residents, including residents 
with mobility impairments and those using wheelchairs. 
 
 
There was evidence of remedial environmental works. The centre was now 
accessible to all residents and visitors, including those using wheelchairs or other 
mobility aids as was the secure outdoor area. The main stairwell and sluice room had 
restricted access. 
 
While some shelving had been provided, the laundry was not equipped with suitable 
and sufficient worktops and racking for sorting, drying and storing laundry. 
 
Carpets in main circulation areas and in some bedrooms had been replaced with 
impermeable flooring that facilitated effective cleaning; however, the atmosphere in 
some areas was still malodorous, oppressive and offensive. 
 
Actions in relation to the furnishing and equipment available to residents in 
accordance with their comfort, safety, dignity and assessed needs had not been met. 
 
Inadequate storage was available for equipment, wheelchairs were stored in the 
main hall, the hoist and mobility aids were stored in the bathroom. 
 
20. Action required from previous inspection:  
 
A review of the skills and competencies of all staff should be undertaken by the 
person in charge to establish their training requirements and suitable arrangements 
put in place to meet their identified training needs.  
 
The person in charge shall ensure that staff have access to and undertake education 
that provides them with the necessary skills and competencies to meet the assessed 
care needs of the residents in accordance with contemporary evidence-based nursing 
practice. 
 
 
The provider/person in charge told inspectors that the only training facilitated for 
staff since the last inspection was infection control training. Records of attendance 
were not available to inspectors but staff spoken with confirmed their attendance.  
Documentation was not available confirming that education and training specific to 
the needs of residents as observed and assessed and specific to the findings of this 
and previous inspections such as wound management, medication management, 
nutrition, person centred care and caring for persons with dementia had been 
accessed and was to be made available.   
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21. Action required from previous inspection:  
 
Provide a menu daily that offers an explicit choice of meal at each mealtime. The 
menu is displayed in a suitable format and appropriate location so that the resident 
and/or their representative know what is available at each mealtime. The menu is 
influenced by residents’ dietary preferences, likes and dislikes and there is clear 
evidence of this. 
 
Provide appropriate assistance to residents who, due to infirmity or other causes, 
require assistance with eating and drinking. Assistance is offered discreetly, 
sensitively and according to each individual resident’s assessed needs. 
 
 
On the previous inspection there was evidence that the menu observed which 
offered an explicit choice was very recently introduced and residents told inspectors 
that they had not seen the menu before. 
 
This inspection was unannounced, inspectors noted that there was no menu in place 
and prominently displayed for residents or their representative. Residents spoken 
with told inspectors that a menu was not available to them. Staff spoken with 
confirmed this. Disposable paper “kitchen towels” rather than napkins were made 
available to residents at mealtimes and residents requiring modified utensils to 
maintain independence or requiring assistance to maintain fluid intake were seen to 
be provided with paediatric drinking beakers complete with nursery themed imagery. 
As with the previous inspection findings, such practices were not conducive to 
respecting and promoting the dignity and a positive sense of self for residents, or the 
principles of a quality person-centred service for older people.  
 
Inspectors were not satisfied that appropriate assistance was available at all times to 
residents in line with their assessed needs. 
 
22. Action required from previous inspection:  
 
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private. 
 
Provide bed screens in shared rooms that fully enclose the bed space and each 
occupant from all other parties who may enter the room. 
 
Provide each resident with the freedom to exercise choice over their care and 
routines to the extent that such freedom does not infringe on the rights of other 
residents.  
 
Put in place arrangements to facilitate individually and/or collectively consultation 
with and the participation of the residents in the organisation of the designated 
centre. 
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Bedroom doors, bathroom doors and toilet doors could not be locked to promote and 
protect the privacy and dignity of the occupant. Records reviewed still demonstrated 
a task-orientated approach to resident care. A “shower book” was still in place a 
review of which demonstrated that residents were routinely showered once a week 
on a prescribed day. A collective record of each resident’s pattern of bowel 
elimination was also maintained. An individualised record maintained in each 
resident’s plan of care and supported by a validated elimination assessment tool 
rather than subjective opinion had not been implemented. The provider/person in 
charge told inspectors that quotations to replace the existing bed screens had been 
obtained but they were not available to inspectors for inspection. 
 
There was no evidence that the views, wishes and preferences of the residents 
informed the organisation of the service and the delivery of services. A residents 
committee was still not in place. The key senior manager showed inspectors notes 
depicting individual consultation with residents that had been recently commenced; 
records were brief, fragmented and poorly maintained. Staff and residents spoken 
with told inspectors that breakfast was served at 07:20hrs.  
 
23. Action required from previous inspection:  
 
The person in charge will ensure that all staff receive training in, are familiar with 
and implement all polices and procedures within the designated centre to guide and 
inform a high standard of evidence-based nursing practice. There is clear evidence in 
this regard. 
 
 
Practice did not reflect policy, best practice or regulatory requirements and therefore 
did not support that staff were familiar with and implemented all policies and 
procedures within the designated centre to guide and inform a high standard of 
evidence-based nursing practice. Of particular note were the findings in relation to 
wound prevention and management, medication management, nutrition and care 
planning.  
 
24. Action required from previous inspection:  
 
Put in place practices that facilitate and encourage each resident to communicate. 
 
Ensure that all staff have the skills and knowledge to allow them to communicate 
effectively with all residents including those with communication difficulties and a 
cognitive impairment. 
 
Put in place systems to ensure that all staff directly involved in the provision of 
resident care have available to them all necessary information to enable them to 
deliver care that is safe and appropriate.  
 
Put in place appropriate signage and other communication and reality orientation 
aids for residents to assist mobility and orientation. 
 
 

Page 24 of 52 



Some improvement was noted. Resident and staff files had been segregated and 
separate storage provided. There was improved social engagement and meaningful 
conversation between staff and residents at mealtime and while attending to 
personal care. Care staff were observed by inspectors to be included in the verbal 
handover given at change of shift. A staff meeting was taking place as inspectors 
arrived at the centre. 
 
There were however prolonged periods of silence observed in both communal rooms 
where the only form of communication was the television and residents sat either 
sleeping or disengaged. Staff had received no education or training to equip them 
with the skills and knowledge to allow them to communicate effectively with all 
residents including those with communication difficulties, challenging behaviours and 
a cognitive impairment. There was little evidence of enhanced communication and 
orientation cues such as talking mats, pictorial signage or orientation/whiteboards. 
  
Further examination of the call-bell system revealed that there was an “old” and a 
“new” system. Staff confirmed for inspectors that the old system was generic in its 
operation and did not allow staff to differentiate and establish which resident out of 
seven required assistance as one bell and light functioned for seven bedrooms. In 
the event of a bell sounding staff had to enter all seven rooms to establish which 
resident required assistance. 
 
25. Action required from previous inspection:  
 
Review the current contracts of care and provide each resident with a contract that is 
relevant to recent changes to financial reimbursement schemes and the current 
legislative and regulatory context of residential care. 
 
 
Current and revised contracts of care were not evidenced by inspectors. The 
provider/person in charge confirmed that these were not in place as requested. A 
contract of care had not been provided to the most recently admitted resident or 
their representative within one month of their admission in February 2011. 
 
26. Action required from previous inspection:  
 
Make a copy of the Health Act 2007 and the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
available to all staff in the designated centre. 
 
Make staff members aware, commensurate with their role, of the provisions of the 
Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended), the statement of purpose 
and any policies and procedures dealing with the general welfare and protection of 
residents. 
 
 
A copy of the Health Act 2007 and the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
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was available to all staff in the designated centre. Staff spoken with were 
knowledgeable as to the provisions of the act commensurate with their role.  
 
27. Action required from previous inspection:  
 
Produce a Residents’ Guide which includes a summary of the statement of purpose; 
the terms and conditions in respect of accommodation to be provided for residents; a 
standard form of contract for the provision of services and facilities to residents; the 
most recent inspection report; a summary of the complaints procedure provided for 
in regulation 39; and the address and telephone number of the Chief Inspector. 
 
  
The Residents’ Guide had not been reviewed as stated since the last inspection. 
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Recommendations reviewed on inspection: 
 
Standard Best practice recommendations 
 
Standard 24:  
Training and 
Supervision 
 

 
Develop a staff appraisal policy and train key staff in its implementation. 
Each staff member is informed of his/her progress and strengths and 
has an opportunity to develop his/her capabilities and strengths. 
 

 
No review or progress noted. 
 
Standard Best practice recommendations 
 
Standard 25: 
Physical 
Environment 
 

 
Provide a separate dedicated room with facilities in place to 
accommodate the services of allied health professionals, clinical 
examinations and therapies.  
 

 
No review or progress noted. 
 
Standard Best practice recommendations 
 
Standard 25: 
Physical 
Environment  
 

 
Provide additional toilet facilities that are wheelchair accessible and 
identified for use by visitors. 
 
 

 
No review or progress noted. 
 
Standard Best practice recommendations 
 
Standard 25: 
Physical 
Environment  
 

 
The current quiet room/visitors room is multi-purpose and was observed 
to be used by residents throughout the day posing challenges to 
ensuring privacy for relatives and other visitors. Consideration should be 
given to the provision of a suitable private space in which residents can 
meet visitors.  
 

 
No review or progress noted. 
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Report compiled by: 
 
Mary Moore 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
26 April 2011 
 

Chronology of previous HIQA inspections 
Date of previous inspection: Type of inspection: 

 
 
23 September 2009 and 24 September 
2009 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
9 April 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
23 November 2010 and 24 November 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 

 
 
Provider’s response to inspection report ∗ 
 
 
Centre: 

 
Woodside House Nursing Home 

 
Centre ID: 

 
0306 

 
Date of inspection: 

 
18 April 2011 

 
Date of response: 

 
24 May 2011 

 
Requirements 
 
These requirements set out what the registered provider must do to meet 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. 
 
1. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The arrangements for replacement of the person in charge on a routine or 
unexpected basis were unsatisfactory and did not facilitate sufficient and appropriate 
replacement of and support to the person in charge. 
 
Action required:  
 
Put in place appropriate procedures and arrangements for the management of the 
designated centre during the absence of the person in charge on a routine or 
unexpected basis. 
 
Action required:  
 
Ensure that the new arrangements facilitate sufficient and appropriate replacement 
of and support to the person in charge. 
 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

Page 29 of 52 



Reference:  
Health Act 2007 

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

Timescale: 
 

Provider’s response: 
 
Procedures will be put in place in the absence of the person in 
charge and are currently being discussed with staff. 
 

 
 
20 June 2011 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Not all information was still in place in relation to all staff in respect of the matters 
listed in Schedule 2 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). 
 
Action required:  
 
Provide full and satisfactory information in relation to all staff in respect of the 
matters listed in Schedule 2 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). 
 
Reference:  

Health Act 2007 
                   Regulation 18: Recruitment 
                   Standards 22: Recruitment  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All staff have been requested to have the appropriate information 
in their files; those wishing to not comply will go through 
disciplinary procedures. 
 

 
 
10 June 2011 
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3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
Risk management policy did not identify and assess all risks throughout the 
designated centre and the precautions in place to control the risks identified such as 
resident smoking.   
 
Inconsistencies were noted in the management of accidents and incidents in their 
recording, review, learning and appropriate intervention. 
 
Manual handling plans reviewed were unsigned and undated; others had not been 
reviewed since May 2009. 
 
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. Risk assessment is ongoing.  
 
Action required:  
 
Put in place consistent procedures for the identification, recording, investigation and 
learning from serious or untoward incidents or adverse events involving residents. 
Ensure that all staff are familiar with and adhere to such procedures. 
 
Action required:  
 
Ensure that each resident requiring manual handling has a current evidence-based 
manual handling assessment and plan, which is the subject of ongoing review. 
Ensure that staff adhere to the plan and use assistive devices appropriately. 
  
Reference:  

Health Act 2007 
                   Regulation 31: Risk Management Procedures 
                   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: 
 
The risk management register being updated. Procedures for the 
identification, recording, investigation and learning from serious 
or untoward incidents involving residents are being updated. 
Each resident now has a manual handling assessment in their 
care plan. 
 

 
 
10 June 2011 
 

 

Page 31 of 52 



4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
No improvement was noted and inspectors were not satisfied that suitable and 
sufficient evidenced-based nursing care was provided to residents at risk of, with a 
wound, or with a history of pressure sore development. 
 
Action required:  
 
The person in charge will ensure that all staff receive training in, are familiar with, 
and implement evidence based policy and procedure so that a high standard of 
evidence-based nursing practice is delivered to the resident. 
 
Action required:  
 
Provide residents with such support, equipment and facilities as may be required by 
them to maintain their health, welfare and wellbeing having regard to their 
dependency and needs as set out in their care plan, by validated assessment tools 
and as prescribed by evidence-based policy. 
  
Action required:  
 
Provide staff with the appropriate equipment to allow them to mange wounds in line 
with best practice in wound care and infection prevention and control.  
 
Reference:  

Health Act 2007 
                   Regulation 25: Medical Records 
                   Regulation 8: Assessment and Care Plan 
                   Regulation 6: General Welfare and Protection 
                   Regulation 19: Premises 
                   Standard 11: The Resident’s Care Plan 
                   Standard 29: Management Systems 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Two new pressure-relieving mattresses were ordered directly 
after the inspector’s last visit, delivery has been delayed by the 
company. Residents who need this equipment are being 
monitored closely and there has been no deterioration in skin 
pressure areas. 
 
Wound management policy is being followed; general training of 
policy and its implementation will be done in-house.  
 
Training will be given on wound care by an external facilitator on 

 
 
27 May 2011 
 
 
 
 
 
10 June 2011 
 
 
11 July 2011 
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11 July 2011 which is the only date available on this subject.  
 
Sterile dressing packs and other dressings are available as 
needed. 
 
 
 
5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was evidence of continuing poor and unsafe medication management 
practices. 
 
Prospective prescriptions were in place without supporting evidence of review. 
 
Action required:  
 
The provider/person in charge shall ensure that suitable practices and appropriate 
procedures and written policies are in place in accordance with current regulations, 
guidelines and legislation for the ordering, prescribing, storing and administration of 
medicines to residents and ensure that all staff are familiar with such policies and 
procedures. 
 
Action required:  
 
Ensure by providing education and any other means that all medication practices and 
procedures are compliant with current legislation and An Bord Altranais guidelines. 
 
Reference:  

Health Act 2007 
                   Regulation 33: Ordering, Prescribing, Storing and Administration of 

Medicines 
                   Standard 14: Medication Management  
                   Standard 15: Medication Monitoring and Review 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Training will be provided in-house for medication management in 
line with An Bord Altranais guidelines. A medication management 
workshop will be available in July 2011. 
 

 
 
20 July 2011 
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6. The provider/person in charge has failed to comply with a regulatory 
requirement in the following respect: 
 
Inspectors found no evidence that the practice and documentation of restraint had 
been reviewed so as to establish a clear clinical rationale for its use, its continued 
requirement and evidence of enhanced outcomes for residents by virtue of its use. 
 
Action required:  
 
The provider will review the policy and practice of restraint and aim towards a 
restraint-free environment for all residents. If restraint is used it is as a last resort. 
Policy and practice shall adhere to best practice guidelines.  
 
Action required:  
 
Accurate current documentation shall be maintained of assessment, consent, the 
nature of the restraint, review, removal of the restraint, and opportunity for motion 
and exercise and all other matters as prescribed so as to comply with best practice, 
policy and regulatory requirements in relation to restraint.  
 
Action required:  
 
Provide residents and their representatives with the information required to make an 
informed decision about any proposed medical intervention or treatment. Written 
consent reflects this discussion and is specific to the proposed intervention, 
treatment or care giving. 
 
Reference:  

Health Act 2007 
                   Regulation 6: General Welfare and Protection 
                   Regulation 10: Residents’ Rights, Dignity and Consultation 
                   Regulation 25: Medical Records 
                   Standard 3: Consent 
                   Standard 21: Responding to Behaviour that is Challenging 
                   Standard 29: Management Systems 
                   Standard 24: Training and Supervision  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Restraints are being assessed and have been removed from most 
residents where it is in their safety to do so. 
 
Policy and procedure on restraint has been reviewed and is in line 
with best practice. 
 
Where appropriate, relatives are given the opportunity to be 

 
 
31 May 2011 
 
 
Completed 
 
 
31 May 2011 
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involved with the use of restraints and this will be documented in 
the resident files. 
 
 
7. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
Care plans were not completed and maintained in line with professional standards 
and best practice, did not accurately reflect the assessment findings and set out in 
detail the action to be taken by staff. 
 
Care plans did not support the provision of suitable and sufficient evidence-based 
nursing care for residents. 
 
Not all care plans and assessment tools reviewed had been re-evaluated on a three-
monthly basis or more frequently as required in line with the resident’s previous 
assessments and actual presentation and needs. 
 
Action required:  
 
The person in charge shall ensure that the care plan is accurately completed in line 
with professional standards and best practice, accurately reflects the assessment 
findings and sets out in detail the action to be taken by staff to ensure that all 
aspects of the resident’s health, welfare, personal and social needs are appropriately 
managed and met. 
 
Action required:  
 
Ensure that the care plan is formally re-evaluated by staff in consultation with the 
resident and/or his/her representative and updated as indicated by the resident’s 
changing needs and circumstances and no less frequently than at three-monthly 
intervals.  
 
Reference:  

Health Act 2007 
                   Regulation 8: Assessment and Care Plan 
                   Regulation 25: Medical Records 
                   Standard 4: Privacy and Dignity 
                   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: 
 
All care plans have been updated with assessments in place for 
each resident. All care plans are being re-evaluated every three 
months or sooner where necessary. 
 

 
 
Completed 
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8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The complaints procedure as displayed differed from that in the complaints policy. 
 
Arrangements were not in place under 39(2) which provided evidence of clear and 
fair internal review/appeal procedures; complainants were requested to refer the 
matter to the Ombudsman. 
 
Action required:  
 
Ensure that complaints procedures as displayed are consistent with the operational 
policies and procedures of the designated centre.  
 
Action required:  
 
Ensure the complaints procedure contains an appropriate independent appeals 
process that facilitates fair internal review/appeal, the operation of which is included 
in the designated centre’s policies and procedures.  
 
Action required:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint, whether or not the complainant was satisfied and any learning and 
measures identified for improvement to prevent reoccurrence. 
 
Reference:  

Health Act 2007 
                   Regulation 39: Complaints Procedures 
                   Standard 6: Complaints  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Complaints procedure is now consistent with operational policy 
and procedure. 
 
The appeals procedure for fair internal review or appeals will be 
put in place. 
 
There is a complaints book located in the office to deal with 
complaints and will be reviewed to learn from complaints and any 
measures to stop any reoccurring complaints. 
 

 
 
Completed 
 
 
31 May 2011 
 
 
31 May 2011 
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9. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The required fire records were not maintained in the centre. 
 
There was no specific plan in place for the safe evacuation of dependent residents; 
fire evacuation sheets had not been provided. 
 
Inspectors noted that one designated fire escape route led to an enclosed area. 
 
Action required:  
 
Ensure that all escape routes facilitate safe evacuation in the event of fire and put in 
place a centre-specific evacuation plan so that all staff and in so far as is reasonably 
practicable, residents, are aware of the procedure to be followed in the event of fire. 
The evacuation plan should include a personal emergency evacuation plan for 
dependent residents. 
 
Action required:  
 
Maintain, in a safe and accessible place, all records pertaining to fire prevention and 
management including; emergency lighting, a record of all fire alarm tests carried 
out at the designated centre together with the result of any such test and the action 
taken to remedy defects.  
 
Reference:  

Health Act 2007 
                   Regulation 32: Fire Precautions and Records 
                   Standard 26: Health and Safety  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The escape route leading into the enclosed area was not an issue 
to the fire officer as there were sufficient exits around the home 
and the opposite fire exit was leading to the fire assembly point. 
 
Personal emergency evacuation plans for dependant residents 
are now in place. 
 
All fire records will be held in the office for inspection. The 
electrician who did the system for the landlord last year has 
found the documentation for the emergency lighting and fire 
alarm tests and will be coming on 31 May 2011 to do this years 
testing. 
 

 
 
 
 
 
 
Completed 
 
 
31 May 2011 
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10. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was still no system or plans for the introduction of a system for reviewing on 
an ongoing basis the quality and safety of care and services provided to residents, 
staff and visitors. 
 
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. Improvements are clearly demonstrated and corrective action plans 
implemented. 
 
Action required:  
 
Consult with residents and their representatives in relation to the system for 
reviewing and improving the quality and safety of care, and the quality of life of 
residents. Provide appropriate evidence of their input that demonstrates respect for 
and belief in their input. 
 
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: 
 
A system will be put in place for reviewing and improving the 
quality and safety of care and the quality of life of residents. This 
will involve the residents and relatives. 
 

 
 
20 June 2011 

 
11. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was a lack of structured, person centred, meaningful engagement and 
occupation for residents. 
 
The programme of activities was not clearly displayed and had not been reviewed in 
line with the resident’s life story, likes, dislikes and abilities following consultation 
with both residents and/or their representatives. 
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Action required:  
 
Provide all residents with opportunity to participate in meaningful and purposeful 
activity and occupation both inside and outside the centre that suits their individual 
needs, preferences and capacity. 
 
Action required:  
 
Particular consideration is given to residents with dementia and other cognitive 
impairment, residents with communication difficulties and residents whose physical 
dependency hinders their social inclusion and integration.  
 
Action required:  
 
The programme of activity is informed by each resident’s previous routines, hobbies 
and interests, and their social and cultural background; it is reviewed with the 
residents on a regular basis and there is clear evidence of this.  
 
Action required:  
 
The programme of activities is clearly displayed for residents in a suitable format. 
 
Reference:  
                 Health Act 2007 
                 Regulation 10: Residents’ Rights, Dignity and Consultation 
                 Regulation 6: General Welfare and Protection 
                 Standard 2: Consultation and Participation  
                 Standard 4: Privacy and Dignity  
                 Standard 5: Civil, Political and Religious Rights  
                 Standard 17: Autonomy and Independence  
                 Standard 18: Routines and Expectations  
                 Standard 20: Social Contacts  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Residents have been consulted about their hobbies and interests. 
Where a resident has dementia, family members have been 
involved. The activities for the week have been changed to suit 
the needs of the residents. The full list of weekly activities will be 
held in the office, and displayed on a separate board for the 
residents to see. 
 

 
 
31 May 2011 
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12. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Inspectors found no evidence that action had been taken to ensure suitable and 
sufficient care of residents with compromised nutritional and fluid intake by virtue of 
their age, illness, and level of dependency.  
 
The provider/person in charge confirmed that no resident had been referred to 
specialist services as requested. 
 
Inspectors were not satisfied that appropriate systems of delegation and supervision 
were in place to meet the nutritional and fluid requirements of vulnerable dependent 
older adults. 
 
Action required:  
 
Implement the comprehensive evidence based policy and guidelines for the 
management, monitoring and documentation of residents’ nutritional and fluid intake 
that is in place. Provide staff with such education, assistance and equipment that 
they require to implement policy. 
 
Action required:  
 
Where a resident requires speech and language review, dietician/nutritional services 
or any other services that may be required, access to such service is actively sought 
and facilitated and records of all referrals and follow up appointments are 
maintained. 
 
Action required:  
 
Special therapeutic diets are provided when advised by healthcare and dietetic staff 
and formally communicated to all members of the team. 
 
Action required:  
 
Implement appropriate systems of delegation, supervision and accountability to 
ensure that the nutritional and fluid requirements of all residents are at all times met. 
Particular attention is paid to dependent residents and residents with a cognitive 
impairment. 
 
Reference:  

Health Act 2007 
                   Regulation 9: Health Care 
                   Regulation 20: Food and Nutrition 
                   Standard 13: Healthcare  
                   Standard 19: Meals and Mealtimes  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Monitoring and documentation of residents is now in place for 
nutritional and fluid intake. 
 
A private dietician will be attending the home on 27 May 2011; 
this was the only date she could come. The HSE dietician wanted 
to communicate by post, but we did not think that this was a 
good way of assessing our residents’ nutritional and fluid intake. 
All staff will be informed of all instructions given by the dietician. 
 
All staff are aware of their responsibilities regarding residents’ 
nutritional and fluid intake. All staff are now documenting food 
intake and fluid input/output for residents. 
 

 
 
Completed 
 
 
27 May 2011 
 
 
 
 
 
Completed 

 
13. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Inspectors were not satisfied that a proactive, evidence-based approach had been 
taken to the findings of the last inspection with insufficient improvement noted in the 
facilities and equipment available to residents in line with their assessed needs, the 
maintenance and promotion of health, contemporary standards, effective infection 
prevention and control and respect for the concept of person-centred care. 
 
Action required:  
 
Ensure that suitable adaptations are made and such support, equipment and facilities 
as may be required are provided for residents in line with their assessed needs. 
Specialist medical devices and equipment are made available to both residents and 
staff. 
 
Action required:  
 
Ensure that all bedding, furnishing and equipment provided to residents by the 
provider is in accordance with the comfort, safety, dignity and assessed needs of the 
residents. All furnishing and equipment provided is in good condition, meets current 
fire safety and infection control guidelines and is maintained in good working order. 
 
Reference:  

Health Act 2007 
                   Regulation 19: Premises 
                   Standard 25: Physical Environment 
                   Standard 28: Purpose and Function 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
An occupational therapist is due out to assess some residents for 
special chairs from a recognised supplier. 
 
We are in the process of removing old furniture and replacing it 
with new ones for the safety of the residents, fire safety and 
infection control. 
 

 
 
30 June 2011 for 
all equipment to 
be replaced 

 
14. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Work practices used by staff on a daily basis were not consistent with current 
national guidelines on infection prevention and control systems. These included the 
safe handling of soiled and infected linen and disposal of healthcare risk waste. 
 
Action required:  
 
Ensure that education and training, policies and procedures consistent with current 
national guidelines on infection prevention and control systems are implemented by 
staff on a daily basis. These include the safe handling of soiled and infected linen 
and incontinence wear. 
 
Action required:  
 
Ensure that all staff receive all the required equipment commensurate with their 
work activities, responsibilities and their role in preventing and managing infection.  
 
Action required:  
 
Provide suitable and sufficient worktops and racking for the sorting, drying and 
storing of laundry. 
 
Reference:  

Health Act 2007 
                   Regulation 19: Premises 
                   Regulation 31: Risk Management Procedures 
                   Standard 29: Management Systems 
                   Standard 26: Health and Safety 
                   Standard 25: Physical Environment 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Staff are being updated on the guidelines and best practice of 
infection control, all education and training is being documented. 
Also training is being given on the disposal of clinical and non 
clinical waste. Aliginate/disolvo sacks are now provided for the 
use of soiled clothes/linen. 
 

 
 
10 June 2011 to 
have all staff 
finished 

 
15. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Inadequate storage was available. 
 
Action required:  
 
Provide adequate appropriate storage space to ensure that equipment and assistive 
devices are stored in a discreet and safe manner. 
 
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: 
 
Storage space will be provided in a discreet and safe manner. 
 

 
 
20 June 2011 

 
16. The person in charge has failed to comply with a regulatory 
requirement in the following respect: 
 
Education for staff on clinical and person-centred areas of service delivery relevant to 
the current resident profile such as dementia, continence promotion, nutrition, 
restraint, wound prevention and management, medication management and audit 
(this list is not exhaustive) had not been facilitated. 
 
Not all staff employed had received mandatory manual handling training. 
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Action required:  
 
The person in charge shall ensure that staff have access to and undertake education 
that provides them with the necessary skills and competencies to meet the assessed 
care needs of the residents in accordance with contemporary evidence-based nursing 
practice. 
 
Action required:  
 
Develop and maintain a staff training and development programme that maintains 
the knowledge, skills and competencies of the workforce and ensures that staff 
provide for residents a high standard of evidence based care and practice and 
understand and adhere to evidence-based policy and procedure. 
  
Action required:  
 
Ensure that the mandatory training requirements of all staff are met. 
 
Reference:  

Health Act 2007 
                   Regulation 6: General Welfare and Protection 
                   Regulation 17: Training and Staff Development 
                   Standard 24: Training and Supervision  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Staff performance reviews are underway that will determine more 
areas of training for staff. Training will be given in areas of 
requirement, to ensure a good skill-mix, to provide person-
centred care. 
 
Two staff members will be attending patient manual handling 
training on 8 June 2011 the nearest date available, general 
education on manual handling will be provided to both staff 
members. 
 

 
 
20 June 2011 
 
 
 
 
Education and 
training full 
completion 8 
June 2011. 

 
17. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Practices at mealtimes were not conducive to respecting and promoting the dignity 
and a positive sense of self for residents, or the principles of a quality person-centred 
service for older people.  
 
There was no menu in place and available to residents. 
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Action required:  
 
Provide a menu daily that offers an explicit choice of meal at each mealtime. The 
menu is displayed in a suitable format and appropriate location so that the resident 
and/or their representative know what is available at each mealtime. The menu is 
influenced by residents’ dietary preferences, likes and dislikes and there is clear 
evidence of this. 
 
Action required:  
 
Provide appropriate assistance to residents, including appropriate adapted, assistive 
devices, who, due to infirmity or other causes, require assistance with eating and 
drinking. Assistance is offered discreetly, sensitively and according to each individual 
resident’s assessed needs. 
 
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: 
 
A menu is in place. 
 
New drinking devices have been purchased. 
 
Assistance is now offered discreetly to each individual as 
required. 
 

 
 
Completed 
 
Completed 
 
Completed 

 
18. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Care practices were task orientated and the operational management of the centre 
was not conducive to promoting the rights, privacy, preferences and individuality of 
each resident. 
 
There was little evidence that residents were consulted with or informed as to the 
organisation of the centre. Records to this effect were sparse and poorly maintained. 
 
Action required:  
 
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private where bedrooms, toilets and bathrooms are shared. 
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Action required:  
 
Provide bed screens in shared rooms that fully enclose the bed space and each 
occupant from all other parties who may enter the room. 
 
Action required:  
 
Provide each resident with the freedom to exercise choice over their care and 
routines to the extent that such freedom does not infringe on the rights of other 
residents. Care practices and records are personalised to respond to each individual 
resident’s needs and preferences.  
 
Action required:  
 
Put in place structured arrangements to facilitate open and transparent individual 
and/or collective consultation with and the participation of the residents in the 
organisation of the designated centre. Issues raised by the residents are 
acknowledged and recorded and records demonstrate how the resident’s feedback 
informs the organisation of the centre. 
 
Reference:  

Health Act 2007 
Regulation 10: Residents’ Rights, Dignity and Consultation 

                   Standard 2: Consultation and Participation  
                   Standard 4: Privacy and Dignity  
                   Standard 5: Civil, Political and Religious Rights  
                   Standard 17: Autonomy and Independence  
                   Standard 18: Routines and Expectations  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Bed screens will be provided in double rooms, this was discussed 
with the inspectors on the last inspection and also by a phone call 
where the inspector gave a date of 31 August 2011 for the 
timescale. 
 
Residents have been approached and resident profiles have now 
been placed in their record in the office, to personalise care 
practices. A quality of life survey is also now in progress. 
 
Residents have been informed on a regular basis on the 
organisational structure of the centre. As residents do not wish to 
be on a resident's committee, it is agreed that general residents 
meetings will be held monthly. 
 

 
 
31 July 2011 
 
 
 
 
10 June 2011 
 
 
 
Completed 
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19. The person in charge has failed to comply with a regulatory 
requirement in the following respect: 
 
Practice did not reflect policy, best practice or regulatory requirements and therefore 
did not support that staff were familiar with and implemented all policies and 
procedures within the designated centre. 
 
Action required:  
 
The provider will ensure that all staff receive training in, are familiar with and 
implement all polices and procedures within the designated centre to guide and 
inform a high standard of evidence-based nursing practice. There is clear evidence in 
this regard. 
 
Reference:  

Health Act 2007 
Regulation 6: General Welfare and Protection 

                   Regulation 17: Training and Staff Development 
                   Standard 29: Management Systems                    
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Training is being provided to implement the centre's policies and 
procedures and training is being documented. As I cannot get all 
staff together at one time, it will be provided at times convenient 
to staff. 
 

 
 
30 June 2011 for 
all policies in 
circulation 

 
20. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The nurse-call system did not ensure that each resident could safely and 
appropriately communicate with staff at all times with due regard to their, and other 
residents’ wellbeing, safety and health.  
 
Action required:  
 
Provide a nurse-call system that facilities speedy and appropriate staff assistance for 
each individual resident.  
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Reference:  
Health Act 2007 
Regulation 11: Communication 
Regulation 31: Risk Management Procedures 
Regulation 19: Premises 
Standard 4: Privacy and Dignity 
Standard 25: Physical Environment 
Standard 26: Health and Safety  

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

Timescale: 
 

Provider’s response: 
 
The electrician has been contacted and will go through options 
such as rewiring/separate call-bell system with different sound for 
the front of he house/or the use of wireless signals. It will be 
discussed to see which is the more appropriate system. 
 

 
 
30 June 2011 

 
21. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Current and revised contracts of care were not evidenced by inspectors. 
 
Action required:  
 
Provide each resident with a contract of care that is relevant to recent changes to 
financial reimbursement schemes and the current legislative and regulatory context 
of residential care. The contract shall deal with the care and welfare of the resident 
and shall include details of the services to be provided and the fee to be charged for 
such services.  
 
Action required:  
 
The provider shall agree the contract with the resident within one month of the 
resident’s admission to the designated centre. 
 
Reference:  

Health Act 2007 
                   Regulation 28: Contract for the Provision of Services 
                   Standard 7: Contract/Statement of Terms and Conditions 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Revised contracts of care are now in place. 
 

 
 
Completed 

 
22. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The Residents’ Guide did not contain all of the required information. 
 
Action required:  
 
Produce a Residents’ Guide which includes;  

 a summary of the statement of purpose 
 the terms and conditions in respect of accommodation to be provided for 

residents 
 a standard form of contract for the provision of services and facilities to 

residents 
 the most recent inspection report 
 a summary of the complaints procedure provided for in regulation 39 
 the address and telephone number of the Chief Inspector. 

 
Reference:  

Health Act 2007 
                   Regulation 21: Provision of Information to Residents 
                   Standard 1: Information  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The Residents’ Guide has been updated and is in circulation, 
more copies are being prepared. 
 

 
 
31 May 2011 

 
23. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was a lack of robust admission procedures specifically at the pre-planning 
phase. There was no formal pre-admission system or process in place and there was 
evidence of poor communication with discharging facilities in relation to prospective 
residents. 
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Action required:  
 
Implement a pre-admission policy and procedure to ensure that the admission of the 
resident to the centre takes place only following a comprehensive assessment of 
their health, social and personal care needs undertaken by the appropriate health 
professional with knowledge of the centre and the care and services provided to 
ensure that these matched the residents assessed needs. 
  
Action required:  
 
The person in charge shall ensure that there are protocols in place to ensure 
appropriate continuity of care. These ensure that all necessary information 
concerning the resident’s circumstances, health, medication and all other prescribed 
treatments and/or ongoing support by medical and other professionals is obtained in 
a timely manner from the discharging facility, hospital or other place.  
 
Action required:  
 
The person in charge shall ensure that the resident is admitted in an agreed, planned 
and safe manner as discussed and agreed with the appropriate and relevant 
personnel. Adequate and appropriate records of all communications are maintained. 
 
Reference:  

Health Act 2007 
                   Regulation 29: Temporary Absence and Discharge of Residents 
                   Standard 10: Assessment  
                   Standard 15: Medication Monitoring and Review 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Pre-admission policy is in draft and being discussed with relevant 
staff so that residents can be admitted in a planned and safe 
manner. 
 

 
 
31 May 2011 
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Recommendations 
 
 
These recommendations are taken from the best practice described in the 
National Quality Standards for Residential Care Settings for Older People 
in Ireland and the registered provider should consider them as a way of 
improving the service. 
 
Standard Best practice recommendations 
 
Standard 24:  
Training and 
Supervision 
 
 

 
Develop a staff appraisal policy and train key staff in its 
implementation. Each staff member is informed of his/her progress 
and strengths and has an opportunity to develop his/her capabilities 
and strengths. 
 

 
Standard 25: 
Physical 
Environment  
 
 
 

 
Provide a separate dedicated room with facilities in place to 
accommodate the services of allied health professionals, clinical 
examinations and therapies.  
 
Provide additional toilet facilities that are wheelchair accessible and 
identified for use by visitors. 
 
The current quiet room/visitors room is multi-purpose and was 
observed to be used by residents throughout the day posing 
challenges to ensuring privacy for relatives and other visitors. 
Consideration should be given to the provision of a suitable private 
space in which residents can meet visitors.  
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
We will be reducing our occupancy to 18 residents to provide a treatment room and 
visitor’s room. When completed I will send a revised copy of the statement of 
purpose. 
 
 
 
 
 
 
 
Provider’s name: Irene O'Connell  
 
Date: 24 May 2011 
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