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Centre name: 

 
Ros Aoibhinn Nursing Home 

 
Centre ID:  

 
0276 
 
Irish Street 
     
Bunclody Centre address: 

 
Co Wexford 

 
Telephone number: 

 
053-9377850 

 
Fax number: 

 
053-9377850 

 
Email address: 

 
aidansawyer@hotmail.com 

 
Type of centre: 

 
 Private              Voluntary             Public 

 
Registered provider: 

 
Aidan Sawyer and Úna Sawyer 

 
Person in charge: 

 
Mary Dockrell 

 
Date of inspection: 

 
17 August 2011 

 
Time inspection took place: 

 
Start: 09:50hrs                           Completion: 17:30hrs 

 
Lead inspector: 

 
Tom Flanagan 

 
Support inspector(s): 

 
Catherine O’Keeffe 

 
 
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 on specific matters arising from a previous inspection to ensure 
that the action required of the provider has been taken 

 following a change in circumstances; for example, following a notification to 
the Health Information and Quality Authority’s Social Services Inspectorate 
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 well-being 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 

 
Ros Aoibhinn is a detached two-storey premises on a two and a half acre site. It was 
established as a nursing home in 1986. It is registered to provide for the care of 31 
residents. There were 19 residents living there on the day of inspection. All but one 
of the residents were over 65 years of age. 
 
Residential accommodation is located on the ground and first floor, which can be 
accessed by stairs or stair lift. There are five single bedrooms, nine twin bedrooms, 
one three-bedded room and one five-bedded room. 
 
Two of the single bedrooms and six of the twin bedrooms have en suite facilities 
with shower, toilet and wash-hand basin. Two of the en suites are shared by 
residents in adjoining rooms. There is a shower room on the ground floor with 
shower, toilet and wash-hand basin; there are also two assisted toilets on this floor. 
On the first floor there is a bathroom with bath, toilet and wash-hand basin, and a 
shower room with shower, toilet and wash-hand basin.  
 
There is a day room and an adjoining conservatory. A second day room is available 
for the use of residents and visitors. There are two dining rooms, a small nurses’ 
station, an administration office, a sluice room and a treatment room. There is a 
staff toilet and a small staff changing room.  
 
A secure outdoor patio area with seating and garden furniture can be accessed from 
the conservatory. 
 
Car parking is available at the front of the premises. 
 

Location 

 
Ros Aoibhinn Nursing Home is approximately one kilometre from the centre of 
Bunclody, Co Wexford and from the N80.  
 

Date centre was first established:  
1986 

Number of residents on the date of 
inspection 

 
19 

Number of vacancies on the date of 
inspection 

 
12 

 
Dependency level of 
current residents  

Max High  Medium Low 

Number of residents 
 

1 10 8 0 

 
 

Page 3 of 20 



Management structure 
 
Aidan Sawyer and Úna Sawyer are the Registered Providers. Aidan Sawyer is the 
nominated Provider. Mary Dockrell is the Person in Charge. Michelle Laffan is the 
Senior Nurse. The Providers both work in the nursing home, Aidan Sawyer is 
responsible for administration and Úna Sawyer is the activities officer. The nurses, 
carers, catering staff and the maintenance staff report to the senior nurse, who 
reports to the Person in Charge. The Person in Charge reports to the nominated 
Provider. 
 

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 4 1 1 0 1* 

 
* 1 maintenance person 
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Background  
 
This was the fifth inspection of Ros Aoibhinn Nursing Home and it was an 
unannounced follow-up inspection. Ros Aoibhinn Nursing Home was first inspected 
by the Health Information and Quality Authority on 11 November 2009 and 12 
November 2009 and a registration inspection was carried out on 21 September 2010 
and 22 September 2010. Follow-up inspections were carried out on 8 February 2011 
and 22 June 2011. 
 
On 22 June 2011 the inspectors found that four of the nine actions outlined in the 
report of the previous inspection had been satisfactorily completed. Five actions had 
not been satisfactorily completed. The provider had updated the staff files to include 
all the documentation required under Schedule 2 of the regulations. A new senior 
nurse had been appointed. The person in charge and the provider had attended 
training in audits and risk management. Audits on care plans and accidents and 
incidents had been carried out and discussed at management meetings. Staff 
meetings had taken place monthly and the records of these meetings were complete. 
There had been a meeting of the residents committee. Life history books had been 
completed with residents and these had been included in the residents’ files. Pre-
admission assessments had been introduced by the person in charge. 
 
There were a number of areas where improvements were required; 

 risk management policy and its implementation  
 systems to review the safety and quality of life and care for residents  
 assessment and care plans 
 provision of healthcare 
 medication management 
 the statement of purpose and the Resident’s Guide 
 the premises 
 infection control 
 policies and procedures 
 records, including records of controlled drugs and records of meetings. 

 
The reports on the inspections of 11 November 2009 and 12 November 2009, 21 
September 2010 and 22 September 2010, 8 February 2011 and 22 June 2011 are 
available to download on www.hiqa.ie.  
 
 
 
 
 
 
 
 
 
 
 

Page 5 of 20 



 
Summary of findings from this inspection  
 
 
The inspectors met with the provider, the person in charge and the senior nurse and 
reviewed the progress in relation to the actions outlined in the report of the 
inspection of 22 June 2011. They interviewed members of staff and spoke informally 
to a number of residents. They viewed staff rosters, policies and procedures, 
residents’ files, care plans, medical records, and other documentation required by 
legislation. They also visited the rooms of several residents and viewed the interior of 
the premises.  
 
The inspectors found that seven of the 11 actions outlined in the report of the 
previous inspection had been satisfactorily completed. Four actions had not been 
satisfactorily completed as yet.  
 
Since the previous inspection, the provider had revised an updated the statement of 
purpose. He had improved the risk management policy and procedures and ensured 
that they were implemented. He had put in place a system to review the quality and 
safety of care to residents through the introduction of regular management meetings 
and a system of audits. He had ensured that residents had better access to medical 
care and that the services of a physiotherapist and a dietician could be accessed 
privately if required. He had engaged an external consultant to provide training for 
staff in medication management and infection control. 
 
He had undertaken work on the premises, including the provision of a key-code entry 
and exit system for the front door and by upgrading the fabric of the upstairs of the 
premises. The administration of the centre was enhanced by the provision of typed 
minutes for management, staff and residents meetings. Some improvements had 
also been undertaken in the area of medication management and infection control. 
 
There were a number of areas where improvements were required: 

 assessment and care plans 
 provision of nursing care 
 medication management practices and records  
 policies and procedures. 

 
These actions are required in order to comply with the Health Act 2007 and 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 and are set out in the Action 
Plan at the end of this report. 
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Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
 
The inspectors found that this action was completed.  
 
An inspector viewed the risk management policy which had been revised since the 
previous inspection. It was centre-specific and met the requirements of the 
regulations. There was also evidence that this had been implemented throughout the 
centre. 
 
2. 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. 
 
 
The inspectors found that this action was completed.  
 
Since the previous inspection, the provider and person in charge had put in place a 
system of regular audits. Three medication audits had been carried out, including 
one by the pharmacist. Care plans had been audited by the person in charge or 
senior nurse each month since May 2011. An audit of accidents and incidents had 
been carried out and the provider had also carried out a detailed audit of cleaning 
and maintenance in August 2011. 
 
The inspectors viewed evidence that these audits had given rise to learning and that 
changes to practice had been made as a result. An inspector viewed minutes of 
management meetings that had taken place each month since the last inspection 
and observed that the results of the audits were discussed at these meetings.  
 
3. Action required from previous inspection:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Keep each resident’s care plan under formal view as required by the resident’s 
changing needs or circumstances and no less frequent than at three-monthly 
intervals. 
 
 
The inspectors found that this action was not completed. 
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An inspector viewed the files of four residents with methicillin-resistant 
Staphylococcus aureus (MRSA). A typed sheet entitled “MRSA protocol” had been 
inserted into each resident’s file. This sheet contained sections on requirements for 
staff, screening, an MRSA eradication protocol and a reference to visitors. However, 
three of the four files did not include a care plan that was person-centred to each 
resident. The care plan of a resident, who had a leg wound, required that dressings 
be changed three times a week. The person in charge told the inspector that the 
condition of the wound had improved. However, the record sheet showed that the 
dressings had not been changed three times during the week and the nursing notes 
had not been updated to reflect this improvement.  
 
An inspector viewed the care plan of a resident who, according to the person in 
charge, had no sight in one of her eyes and was at risk of injuring herself as a 
consequence. There was no problem identification sheet on this condition and the 
inspector could not find a reference to this condition in the care plan. 
 
A lap-belt was used on one resident in the day room. An assessment form was 
completed in relation to the use of the lap belt on 20 April 2011. However, there was 
no re-assessment of this since that date. 
 
4. Action required from previous inspection:  
 
Facilitate the medical treatment that is recommended for each resident and agreed 
by him/her. 
 
Facilitate each resident’s access to physiotherapy, chiropody, occupational therapy, 
or any other services as required by each resident. 
 
 
The inspectors found that this action was completed. 
 
The provider told inspectors that he had discussed with the pharmacist the issue of 
sourcing prescribed medication on the day of prescription. He said that phone 
numbers were now available so that nursing staff could contact the pharmacy out of 
hours, seven days per week, and that arrangements were in place for the collection 
of medication which was required immediately. 
 
An inspector viewed the file of a resident who had been admitted recently and found 
that the resident was reviewed by the General Practitioner (GP) on the day of 
admission. The provider told an inspector that it is now the policy for residents to be 
seen by the GP within 48 hours of admission or as soon as is necessary. The provider 
told inspectors that he had made arrangements for the services of a physiotherapist 
and a dietician to be made available to a resident on a private basis if such services 
were not available from the Health Service Executive (HSE).  
 
5. Action required from previous inspection:  
 
Provide adequate means of escape in the event of fire. 
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The inspectors found that this action was completed.  
 
The system whereby the person in charge and senior nurse carried the keys to the 
front door had been changed. The provider had fitted a keypad to the front door 
instead. The new lock was linked to the fire alarm and opened automatically when 
the fire alarm was activated.  
 
6. Action required from previous inspection:  
 
Put in place all of the written and operational policies listed in Schedule 5 and ensure 
that they are centre-specific and implemented throughout the centre. 
 
 
The inspectors found that this action was partially completed. 
 
The inspectors viewed a sample of policies in detail and there was evidence that the 
provider and person in charge had updated the policies and procedures with a view 
to making them more centre-specific. Each policy was signed and dated by the 
person in charge and had implementation and review dates. 
 
The policy on the protection of residents was centre-specific and was adequate. 
However, other policies such as the policies on medication management, restraint, 
infection control and MRSA were not centre-specific and required further revision. 
 
7. Action required from previous inspection:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
Maintain, in a safe and accessible place, a record of each drug and medicine 
administered in respect of each resident, giving the date of the prescription, dosage, 
name of the drug or medicine, method of administration, signed and dated by a 
medical practitioner and the nurse administering the drugs and medicines in 
accordance with any relevant professional guidelines. 
 
Maintain, in a safe and accessible place, a record of any occasion on which restraint 
is used, the nature of the restraint and its duration, in respect of each resident. 
 
 
The inspectors found that this action had been partially completed. 
 
The policy relating to the ordering, prescribing, storing and administration of 
medicines had been revised and updated since the previous inspection. It had been 
signed and dated by the person in charge and contained implementation and review 
dates. However, the policy was not centre-specific in that it made mention of the 
roles of the “nurse prescriber” and the “interdisciplinary team”, neither of which was 
relevant to the operation of the centre. Moreover, it contained explanatory material 
on controlled drugs but did not outline the centre’s policy on controlled drugs. 
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Since the previous inspection the provider had engaged an external consultant to 
provide refresher training to nursing staff on the management of medication. This 
training took place on 19 July 2011 and the record sheet was signed by all the 
nursing staff.  
 
The provider and person in charge told inspectors that they had discussions with the 
pharmacist and the GPs regarding the suitability of the prescription sheets. 
Inspectors viewed a new prescription sheet which had been introduced since the 
previous inspection. Pro re nata (PRN) (as required) medications were now recorded 
separately. However, the dose of some medications was not indicated nor was the 
maximum frequency with which some PRN medications should be administered. The 
prescriptions did not specify the times that medications should be administered or 
the route by which they should be administered. Each prescription of medication was 
not signed individually by a GP. Since the inspection the provider submitted a sample 
new prescription sheet which allows the GPs to specify the dose, the route and the 
frequency and specific times that medication should be administered. 
 
An inspector viewed the recording of controlled drugs and found that the times at 
which the stock take was being conducted were not recorded and that similar 
registers were used by nursing staff for the recording of administration of controlled 
drugs and for the twice daily stock take. This could lead to confusion. Since the 
inspection the provider informed the inspector that one of these registers has been 
dispensed with and that a specific book has been put in place to record the twice 
daily stock take. 
 
A resident on whom a lap-belt was used was checked every half hour and residents 
for whom bedrails were used were checked every hour. An inspector viewed these 
records, which were signed by nursing staff. However, the policy and procedures on 
restraint did not make any reference to this system of checks. 
 
8. Action required from previous inspection:  
 
Establish an overall policy on infection control and ensure that the policy is 
implemented throughout the centre. 
 
Ensure that staff receive training in infection control. 
 
 
The inspectors found that this action was partially completed. 
 
The provider had put in place a policy on infection control. This was signed and 
dated by the person in charge and had implementation and review dates. However, 
the policy was not centre-specific. It did not contain any reference to the care plans 
of residents or to their treatment and it did not contain any references to the HSE 
guidelines on infection control that they were using.  
 
The inspectors visited the room of a resident, where they had observed a tray 
containing unsterilized syringes at the time of the previous inspection. The tray and 
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syringes had been removed. The person in charge told inspectors that a sterilised 
syringe was now used each day and the inspectors viewed a stock of syringes which 
had been purchased for this purpose. 
 
Since the previous inspection, the provider had engaged an external consultant to 
provide training on infection control for all staff. The training records showed that 13 
staff attended the training on 19 July 2011 and that six staff attended the training on 
9 August 2011. All the attendees had signed the record sheets. 
 
9. Action required from previous inspection:  
 
Compile a statement of purpose that consists of all matters listed in Schedule 1 of 
the Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). 
 
 
The inspectors found that this action had been completed. 
 
The statement of purpose was amended and submitted to the Authority on 9 July 
2011. It describes the service offered by Ros Aoibhinn and it meets the requirements 
of the regulations. 
 
10. Action required from previous inspection: 
 
Keep all parts of the designated centre clean and suitably decorated. 
 
Provide suitable storage facilities for the use of each resident. 
 
 
The inspectors found that these actions had been completed. 
 
The inspectors viewed the premises and found that the centre was clean and suitably 
decorated. An inspector viewed evidence to show that the provider had undertaken a 
detailed cleaning audit in August 2011 and he told an inspector that he planned to 
do this each month.  
 
An inspector viewed the residents’ rooms upstairs and found that each resident had 
been furnished with lockable storage units. 
 
11. Action required from previous inspection: 
 
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) in a manner so to ensure completeness, accuracy and 
ease of retrieval. 
 
 
The inspectors found that this action had been completed. 
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An inspector viewed the minutes of management meetings, staff meetings and 
residents meetings that had been held since the previous inspection. The records of 
all these meetings had been typed and included the agenda, the minutes and the list 
of attendees. 
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Other issues reviewed on inspection: 
 
Nursing Care 
 
An inspector viewed the care plan of a resident whose medical consultant had 
requested that the resident’s leg be elevated as part of the treatment of a wound. An 
inspector observed that the resident had been given a small stool on which to rest 
her leg. However, this did not constitute adequate elevation of her leg. There was 
also no evidence that the tissue viability nurse was involved in reviewing the 
resident’s condition. 
 
Premises 
 
Refurbishment works were being carried out on the upstairs of the premises at the 
time of the inspection. The provider told an inspector that the entire upstairs area 
had been re-wired and re-plumbed and that new ceilings had been put in place. 
Some new storage units and a new wardrobe had been put in place. The upstairs 
section, which had no residents living there at the time of the inspection, was also in 
the process of being re-painted. 
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Closing the visit  

   
At the close of the inspection visit a feedback meeting was held with the provider, 
the person in charge and the senior nurse to report on the inspectors’ findings, which 
highlighted both good practice and where improvements were needed.  
 
Acknowledgements 
 
The inspectors wish to acknowledge the cooperation and assistance of the residents 
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Report compiled by: 
 
Tom Flanagan 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
31 August 2011 
 

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

 
 
11 November 2009 and 12 November 2009 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
21 September 2010 and 22 September 
2010 
 
 
 
 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
8 February 2011 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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22 June 2011 
 
 
 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
 
 
 

Page 15 of 20 



 
   
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
 Action Plan 

 
 
Provider’s response to inspection report∗ 
 
 
Centre: 

 
Ros Aoibhinn Nursing Home  

 
Centre ID: 

 
0276 

 
Date of inspection: 

 
17 August 2011 

 
Date of response: 

 
15 September 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 person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
The needs of residents who had MRSA and the needs of a resident who had a visual 
impairment were not set out adequately in their care plans.  
 
An assessment in relation to the use of restraint had not been updated since April 
2011. 
 
Action required: 
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
 
 
 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Action required: 
 
Keep each resident’s care plan under formal view as required by the resident’s 
changing needs or circumstances and no less frequent than at three-monthly 
intervals. 
 
Reference:  

Health Act 2007 
                   Regulation 8: Assessment and Care Plan 
                   Standard 10: Assessment 
                   Standard 11: The Resident’s Care Plan 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Using a more detailed care plan system we started to revise all 
current care plans on 29 August 2011. A number of care plans 
have been completed. This process is ongoing and will be 
completed by the end of October 2011 if not sooner. 
 

 
 
30 October 2011 
 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Many of the written operational policies listed in Schedule 5 of the regulations, 
including the policies on medication management, infection control, restraint and 
MRSA, were not centre-specific and were not implemented throughout the centre. 
 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5 and ensure 
that they are centre-specific and implemented throughout the centre. 
 
Reference:  

Health Act 2007 
                   Regulation 27: Operating Policies and Procedures 
                   Standard 29: Management Systems 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All of the above policies have been reviewed and made centre-
specific and have been implemented throughout the centre. 
Also a senior nurse attended a “Train the Trainer” course on 
restraint on 8 September 2011 and the policy document from the 

 
 
9 September 
2011 
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national working group on restraint has been adapted for the 
centre. Staff training on restraint will start on 19 September 
2011. 
  
 
3. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The prescription sheets did not specify the times of administration of all medications 
and the dose of some medications was not indicated. Prescriptions of each 
medication were not individually signed by the GP. No particular day and time was 
indicated for medications which were prescribed to be administered weekly. The 
administration of controlled drugs was not in accordance with professional 
guidelines. 
 
Action required: 
 
Maintain, in a safe and accessible place, a record of each drug and medicine 
administered in respect of each resident, giving the date of the prescription, dosage, 
name of the drug or medicine, method of administration, signed and dated by a 
medical practitioner and the nurse administering the drugs and medicines in 
accordance with any relevant professional guidelines. 
 
Reference:  

Health Act 2007 
                   Regulation 25: Medical Records 
                   Standard 14: Medication Management 
                
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The prescription sheets have been altered and now include times 
of administration and dose of each medication. They are signed 
individually by the GP. A new book is in operation for the stock 
take controlled drugs. We are also looking at the possibility of 
introducing a new improved medication record system. 
 

 
 
5 September 
2011 
 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
A resident was not in receipt of a high standard of evidence-based nursing care in 
relation to the treatment of a leg wound. 
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Action required: 
 
Ensure that residents are in receipt of a high standard of evidence-based nursing 
practice. 
 
Reference:  

Health Act 2007 
                   Regulation 6: General Welfare and Protection 
                   Standard 12: Health Promotion 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A more detailed care plan has been put in place for the resident 
concerned and a special chair is now been used to assist with her 
treatment. 
 

 
 
31 August 2011 
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
None received 
 
 
 
 
 
Provider’s name: Aidan Sawyer 
 
Date: 15 September 2011 
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