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Centre name: 

 
Fairfield Nursing Home 

 
Centre ID: 

 
0227 
 
Quarry Road 
 
Drimoleague 

 
Centre address: 

 
Co Cork 

 
Telephone number: 

 
028-31881 

 
Fax number: 

 
028-31882 

 
Email address: 

 
fairfielddrimoleague@eircom.net 

 
Type of centre: 

 
 Private              Voluntary             Public 

 
Registered provider: 

 
Seán Collins and Anne Collins 

 
Person in charge: 

 
Maeve Daly 

 
Date of inspection: 

 
18 January 2011 and 19 January 2011 

 
Time inspection took place: 

 
Day-1 Start: 09:00hrs           Completion: 17:00hrs  
Day-2 Start: 09:00hrs           Completion: 15:30hrs 

 
Lead inspector: 

 
Noel Sheehan 

 
Support inspector: Cathleen Callanan 

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 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 

 
Fairfield Nursing Home is a purpose-built facility which was established in 1998 and 
extended by the current provider in 2006. It provides long term and respite care for 
48 residents. This includes an eight bed unit for people with dementia.  
 
Accommodation comprises 36 single and six twin bedrooms. Twenty four of the 
single rooms and all the twin rooms have full en suite facilities. There is one assisted 
shower and bathroom, a dining room and five sitting rooms, with one of the sitting 
rooms used as a smoking room.   
 
The extensive grounds are landscaped and there is both ample space for residents to 
walk outside with a footpath surrounding the building, and car parking for visitors. 
 

Location 

 
The centre is located approximately one mile from the village of Drimoleague, Co 
Cork, in a rural location. 
 

 
Date centre was first established: 

 
1998 

Number of residents on the date of  
inspection: 47*  
Number of vacancies on the date of  
inspection: 1 
 
* Including one resident who was in hospital at the time of inspection. 
 

Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
0 

 
33 

 
9 

 
4 
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Management structure 
 
The Person in Charge, also called the Director of Nursing, reports directly to the 
Provider. Nursing, care, and household staff report to the Assistant Director of 
Nursing who in turn reports to the Person in Charge.  
 
The activity coordinator, administrative, and maintenance staff report directly to the 
Person in Charge. The Person in Charge reports to the Registered Providers. 
 

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 4 7 2 4 1 3* 

 
* One maintenance person and two activities coordinators. 
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Background 
 
 
This was an inspection to enquire into an incident in which a resident was severely 
injured as a result of burns sustained in Fairfield Nursing Home on the 7 December 
2010. As required by regulation 36 of the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended), 
the person in charge of Fairfield Nursing Home has given notice to the Chief 
Inspector of a serious injury to a resident on 7 December 2010. The information 
received related to the injury of a resident as a result of severe burns sustained in 
the smoking room of Fairfield Nursing Home. The resident was taken from Fairfield 
Nursing Home on 7 December 2010 to Cork University Hospital (CUH). The injured 
person had been a resident in the centre since April 2010. Initial contacts had been 
made by inspectors to ascertain more detailed information regarding the event, risk 
management procedures and particulars of the injured resident prior to the 
inspection. 
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Summary of findings from this inspection  
 
 
This was an announced inspection. Inspectors formally interviewed one of the 
providers, the person in charge and all staff who had contact with the injured 
resident on 7 December 2010. Inspectors also met with some residents. A detailed 
inspection of the smoking room was carried out. Documents which included risk 
management policies, safety statement, care plans, the accident and incident log, 
complaints log and medical administration records were also reviewed.  
 
The providers are closely involved in the running of the centre. Both providers attend 
the centre on a daily basis. The person in charge is employed on a full-time basis 
and is involved in the day-to-day running of the centre. All staff interviewed were 
committed to improving the service to residents and all expressed regret at the 
incident that had occurred.  
 
Risk management information with specific regard to the injured resident and other 
smokers showed that no comprehensive individual risk assessment was carried out, 
and control measures put in place did not properly take into account residents with 
cognitive and physical impairments. 
 
Staff interviewed, and documentation and record keeping seen by inspectors, 
demonstrated that the supervision provided was not appropriate to residents’ actual 
needs based on the information available at the time of admission and subsequent 
reassessment. 
 
The provider, person in charge and staff interviewed were cooperative with 
inspectors, and in many areas of activities, inspectors were satisfied that staff 
interviewed were competent to ensure the needs of residents were met to a 
satisfactory standard. 
 
In the intervening six weeks between the incident and the inspection, minimal action 
had been taken by the providers and the person in charge to ensure that proper risk 
assessment and management procedures were implemented to ensure the safety of 
residents regarding the activity of smoking in the centre. 
 
A feedback meeting was held between the inspectors and the provider and person in 
charge at the end of inspection. At the feedback meeting the provider and person in 
charge identified new risk controls for existing residents which restricted residents’ 
access to cigarettes and lighters and put in place increased supervision of residents 
while smoking. Contact was to be made with residents’ general practitioners (GPs) 
regarding smoking rehabilitation. 
 
The Action Plan at the end of the report identifies areas where improvements were 
required to comply with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 and the National Quality 
Standards for Residential Care Settings for Older People in Ireland. These 
improvements included, for example, the implementation of improved risk control 
measures regarding the activity of smoking in the centre, the need to enact a 
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comprehensive written risk management policy that identifies and assesses all risks 
and identifies the precautions to control the risks regarding residents who smoke in 
the designated centre, put in place arrangements for learning from serious or 
untoward incidents or adverse events involving residents in the centre and making 
arrangements for all staff to receive training in fire prevention. An immediate action 
plan was issued to the providers at the time of the inspection. This refers to the first 
three actions at the end of this report. These actions were addressed within the 
timeframes set by the inspectorate. 
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Issues covered on inspection: 
 
The smoking room:  
 
Fairfield Nursing Home has a separate designated smoking room for residents’ use. 
On the days of inspection, inspectors observed that the smoking room was used by 
two residents continuously throughout the day. Inspectors were told by staff and the 
residents that it was their preferred place to spend the day. Inspectors were told that 
another resident also used the room for smoking but only three to four times during 
the day and then under the one to one supervision of a staff member. Inspectors 
were told that once this resident had finished their cigarette they would return to the 
day room. Inspectors were told that the resident who received serious burn injuries 
on 7 December 2010 would have spent his day continuously in the smoking room, 
leaving only for mealtimes.  
 
The smoking room measures six meters by four meters approximately and is located 
in the middle of a corridor of bedrooms. It is approximately 27 meters from the 
nurses’ station (which is located just inside the front door). Closed-circuit television 
(CCTV) was located on this corridor. The room is serviced by both natural and 
mechanical ventilation. A heat detector was installed on the ceiling. Inspector noted 
six ashtrays located throughout the room. The room was serviced by one call-bell, on 
a cable of approximately one meter in length, which was located inside the door to 
the right hand side, and was shared by all of the residents in the smoking room. The 
call-bell panel is located at the nurses station when in the event of the bell being 
pressed an audible sound can be heard in that area, a green light on the panel 
showing ‘emerald room’ can also be seen.  
 
A glass panel, 20cm wide and 45cm in length approximately, was installed in the 
door of the smoking room. Inspectors saw that this allowed easy visibility into the 
room but excluded an area directly to the right hand side of the door where a 
resident was observed seated on the day of inspection. Inspectors were told that this 
is the area in which the resident who sustained the burns injuries on 7 December 
2010 was located at the time that he sustained his injuries. It was reported by staff 
that when looking into the smoking room they would on some occasions open the 
door to look into the room and on other occasions would look through the glass 
panel on the door. This meant that no staff member could confirm how often the 
residents seated in the area to the right hand side of the door were actually seen by 
staff. Inspectors observed cigarette burns on the wooden floor in this room. Staff 
explained that these burns were caused by a resident who throws cigarettes down 
suddenly and is always under the one to one supervision of a staff member.  
 
Inspectors observed that the residents sitting in the room at the time of inspection 
were seated on wheelchairs and had been given fire retardant aprons to wear. 
Inspectors were told that these had been purchased since 7 December 2010 and 
were designed not to ignite and to give protection to prevent cigarettes from slipping 
between chair and smoker. Inspector noted that the protective covers were placed 
loosely on one resident and therefore did not give adequate protection. Inspectors 
noted that staff who came into the smoking room did not remedy this. 
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On both days of inspection when call-bells were pressed by inspectors a very prompt 
response was noted. All of the staff interviewed said that they did not hear the call-
bell and thought that it had not been pressed by the injured resident on 7 December 
2010 at the time that the injuries occurred. A resident who was asked about staff 
response time to the call-bell being pressed said that the response was always 
prompt. Inspectors were told that the call-bell was located between the injured 
resident and another resident who was seated beside him. Staff reported that it was 
unclear, on a number of occasions prior to 7 December 2011, which of these 
residents had possession of the bell when they went into the room. Staff and a 
resident reported that there were times, in the past, when the injured resident 
requested assistance that he got another resident to press the bell for him.  
 
Risk assessment and management of resident smoking: 
 
Risk assessment and management information regarding smoking in the centre was 
available within the following documentation given to inspectors: 
 the site-specific health and safety statement and risk assessment for the 

centre 
 the fire safety register that referred to the overall safety of residents and staff 

in the centre 
 other policies and procedures which specifically addressed residents’ safety 

issues such as care of the resident with dementia, wound care management 
and responding to challenging behaviour, organisational risk assessments, 
management of internal emergencies incorporating missing persons and fire 
evacuation, and 

 individual residents’ care plans that referred to individual risks. 
 
The health and safety statement identified residents smoking as a specific hazard. 
This documentation covered the employer’s duty of care to staff. Resident specific 
safety controls did not come within the remit of this documentation. The hazard 
identification sheet that related to smoking in the centre noted that “smoking is 
strictly prohibited anywhere in the building except in the smoking room which is for 
residents only”. The control measures outlined were that “checks will be made on an 
ongoing basis to ensure the no smoking rule is upheld”. The persons identified as 
responsible for implementing this control measure were all staff. The resident risk 
assessment was identified as ‘low’ as long as due care and attention was given to the 
procedures and control measures. A number of specified risks such as manual 
handling, slips, trips, and falls and smoking were addressed in separate hazard 
identification sheets. Again resident specific safety controls did not come within the 
remit of this documentation. 
 
A fire safety register was available in which there was evidence of quarterly 
inspections by a contracted fire safety consultancy. Frequent and up-to-date checks 
were documented on the maintenance of fire safety equipment (monthly and 
annual), emergency lighting (weekly), fire alarm tests (weekly), fire resisting and exit 
doors (daily) and upholstered seating and furniture (weekly). Documentation showed 
that fire safety training, delivered by a fire consultancy firm, had been attended by 
nine staff members in January 2010. The person in charge told an inspector that fire 
safety training was due and that she was in the process of organising it. Inspectors 
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requested a copy of the last correspondence from the Cork County Fire Services. 
Inspectors were given a copy of a letter dated 12 June 2009 which identified areas 
for improvement under the Fire Services Act 1981 and 2003 and included 
improvements to the fire exit doors, signage, and a recommendation that the 
premises be managed in accordance with chapter three of the ‘Guide to Fire Safety in 
Nursing Homes’ published by the Department of Environment, Heritage and Local 
Government in July 1996. The person in charge told inspectors that all of these 
requirements had been complied with. A risk assessment carried out on behalf of an 
insurance company in October 2009 was also seen.  
 
There was no comprehensive written risk management policy that was implemented 
throughout the centre as required by the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended). 
However, there was fragmented risk management material included in other policies 
such as care of the resident with dementia, wound care management and 
responding to challenging behaviour. A document titled “organisational risk 
assessments” dated 13 October 2010 was seen by inspectors; however, there was no 
evidence that this policy had been implemented or that staff were aware of its 
existence. There was a policy dated 13 October 2010 regarding management of 
internal emergencies incorporating missing persons and fire evacuation. The previous 
inspection carried out by the Chief Inspector on 25 January 2010 and 26 January 
2010 had identified the need to develop a comprehensive risk management policy 
and emergency plan. It was also noted during this inspection that serious incidents 
or adverse events involving residents were documented; however, there were no 
arrangements for the analysis of such occurrences in order to promote learning, 
prevent reoccurrence and improve outcomes for residents.   
 
Individual risk assessment and care planning:  
 
Inspectors were told that individual assessments of residents were available in the 
individual care plans. The injured resident’s care plan and the care plans of other 
smokers showed that no comprehensive individual risk assessment was carried out, 
and control measures put in place did not properly take account of residents with 
cognitive and physical impairments. The person in charge said that while there was 
no specific risk assessment in place regarding residents smoking, in her opinion the 
procedures in place did ensure an adequate assessment of risks. Some staff 
interviewed indicated that they were of the opinion that a more comprehensive 
assessment of smoking was required. 
 
The injured resident was first admitted to Fairfield Nursing Home in April 2010.  
Information recorded in his care plan and assessment of needs related to care 
need/problems, proposed goal/outcome of care, nursing interventions, personal 
preferences, date of reassessment of care plan, date and time of care plan creation, 
and signature of staff member and resident. Inspectors examined the injured 
resident’s care plan and saw that it was originally drawn up on 26 May 2010 and was 
reviewed and updated on 2 August 2010 and 10 November 2010. Specific 
information for the injured resident related to the need for appropriate stimulation 
and activities, falls risk, nutritional intake, continence, level of mobility, 
communication and comprehension. It was noted that communication was impaired 
as a result of visual impairment and that his mobility was restricted following two 
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strokes. In relation to smoking, the care plan indicated that his preference was to sit 
in the smoking room and that staff should ensure that he had a call-bell with him at 
all times. It went on to state that staff should ensure that he had lighter, cigarettes 
and ashtray near him, and that they should ensure that the ashtray was 
demonstrated by holding his hand to touch the ashtray. It was reported that his 
cigarettes were always in his pocket and that he had a lighter placed in a pouch that 
hung around his neck. The person in charge reported that this information concerned 
the promotion of the residents’ right of choice, which was the priority of the centre.  
The information seen on the care plan did not adequately address individual risk 
controls. The documentation went on to say that he could walk to the smoking room 
with the help of two people and that he should be encouraged to do so every day.  
 
Other residents who smoked were assessed for different risks such as falls, 
wandering, and dysphasia. One care plan described a resident as “totally dependant 
due to a stroke” and that the resident had “no meaningful speech”. This resident was 
observed by inspectors to remain in the smoking room throughout the day. No 
specific risks were identified on his care plan. Another resident with a degenerative 
illness was identified as posing a high risk while smoking. Control measures in place 
were that this resident was not to smoke unsupervised and to have cigarettes lit by a 
staff member.  
 
Staff interviewed demonstrated that the supervision provided was not appropriate to 
residents’ actual needs based on the information available at the time of admission 
and subsequent reassessment. 
 
Incident reporting:  
 
There was a system of accident reporting. No incidents relating to the activity of 
smoking or burns were noted except the incident on 7 December 2010. There was 
no evidence of any analysis process or of learning from any of the reported accident 
or injury information. Inspectors were told that incidents were discussed with staff 
through handover meetings. Staff reported that the incident of 7 December 2010 
was discussed at hand over meetings. There was no documented evidence that the 
incident of 7 December 2010 was discussed at any meeting. There was no evidence 
of risk management issues being discussed at staff meetings. There was no evidence 
that specific health and safety meetings were held. Inspectors were told that risk 
management is mainly delivered through the health and safety policies and 
procedures; this was not supported by any documentation.  
 
A record dated 25 August 2010 made during the weekly check of upholstered seating 
and furniture by the person in charge noted three cigarette burn holes in the injured 
resident’s chair, which was made of fire retardant material. The person in charge and 
a number of staff reported seeing burns on the clothes of the injured resident on a 
number of occasions prior to 7 December 2010. This information was not 
documented anywhere. When the person in charge and other staff were asked what 
was their response to this information; it was clear that no action had been taken 
and that this information was not perceived by them as being of significance.  
 
In nursing notes regarding another resident who used the smoking room, it was 
noted that he had sustained burns to his left hand following the incident on 7 
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December 2010 when he had attempted to quench the flames on the injured 
resident prior to staff attending the scene. 
 
The complaints log was examined by inspectors, no record of complaint or 
communication was seen regarding resident smoking in the centre. In the nursing 
notes of residents who smoked in the centre it was noted that communication with 
relatives or other visitors regarding any concerns they may have had about residents 
smoking were not recorded.  
 
Staff training and competencies: 
 
Inspectors formally interviewed nine persons, which included one of the providers, 
the person in charge and all staff who had direct contact with the injured resident on 
7 December 2010. Interviews concentrated on staff knowledge and contact with the 
injured resident, length of time in post at Fairfield Nursing Home, staff experience of 
the smoking room where the injuries to the resident occurred, staff qualification, and 
competence and issues in relation to dependency assessment and staffing levels. 
Knowledge of risk issues and the smoking policy were also covered. At the close of 
the interview each interviewee was given an opportunity to add anything that they 
would consider relevant but had not been covered during the course of the interview.  
 
All staff interviewed were open and cooperative. There were examples of good 
practices and there was a sense of staff working well together, being well supported 
by the providers and the person in charge with the outcome for each resident a 
priority. Staff members said they were happy with their work and talked about 
feeling valued. Staff could clearly outline their roles and responsibilities and they said 
that they reported all issues to their line manager who reported to the person in 
charge.  
 
There were staff induction, probation and appraisal processes in place. Staff reported 
good access to the person in charge. The person in charge had in March 2010 
completed a course through the University of Leeds entitled “Leading an Empowered 
Organisation”. 
 
A training plan was in place for all staff. Training was divided into what was 
mandatory and what was specific to particular staff members e.g. mandatory training 
for all staff included manual handling and fire training. Specific training for all staff 
included management of challenging behaviour and dementia care. All staff nurses 
had undertaken medication management, up to date CPR and first aid training. A 
number of care staff had undertaken the Further Education and Training Awards 
Council (FETAC) Level 5 qualifications. 
 
Nurses’ current certificates of registration with An Bord Altranais were viewed by 
inspectors and were up-to-date and available for all nurses working in the centre.  
 
A majority of staff interviewed have worked in the centre for more than two years. A 
good skill-mix was noted. Inspectors noted that staff turnover was low. 
 
During interviews inspectors sought to clarify with the provider, the person in charge, 
and staff, their awareness of procedures and control measures in place regarding 
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residents smoking. Inspectors were told by the person in charge that the centre’s 
policy was that smoking was confined to the smoking room only, as referred to in the 
health and safety statement. The person in charge also referred to information in the 
injured resident’s care plan of the call bell being available and that lighter, cigarettes 
and ashtray were to be placed beside him. The person in charge then referred to 
other residents’ care plans and gave a second example of risk controls put in place 
for a resident who was identified as posing a high risk due to cognitive impairment, 
the control measure put in place was that he was supervised on a one-to-one basis 
while smoking. The person in charge indicated that the control measures referred to 
in the health and safety statement had been implemented a number of years ago as 
previous to that time residents had smoked in their bedrooms.  
 
Staff are placed on the rota from 08:00hrs to 20:00hrs (day shift) and 20:00hrs to 
08:00hrs (night shift). There was one staff nurse and three care assistants on duty 
on the right side in the main unit 08:00hrs to 20:00hrs on 7 December 2010. The 
person in charge was not on duty and her role was covered by the assistant director 
of nursing. The inspectors viewed a rota for the week of 7 December 2010. Day staff 
on duty in the centre during the day consisted of three nurses and six care 
assistants. The provider and person in charge were of the opinion that there were 
sufficient staff on duty to meet the needs of the residents and that staff were 
knowledgeable about them.  
 
Staff were allocated to the left side of the main unit, the right side of the main unit 
or the Alzheimer’s unit on a rolling basis. Inspectors were told that this arrangement 
ensured that all staff were familiar with each resident’s needs. Supervision of 
residents in the smoking room by staff was carried out by the staff allocated to the 
right wing that day. Inspectors were told that there was no formal supervision 
arrangement in place and that staff would look into the smoking room while passing 
the door between other tasks. Inspectors were told by different staff that they could 
look into the smoking room anything from three times to six times per hour. Staff 
described the supervision arrangements as ad hoc. Staff indicated that the level of 
supervision could vary depending upon the time of day with a higher level noted in 
the mornings and a lesser level in the evenings. A number of staff expressed concern 
at the supervision arrangements in place for the supervision of smokers since the 
incident on 7 December 2010.  
 
There was evidence from interviews of staff that the response was timely and 
appropriate in the immediate aftermath of the incident. Documentation seen by 
Inspectors confirmed that emergency services were contacted without delay. Staff 
interviews indicated that appropriate first aid procedures were followed.  
 
Actions regarding residents smoking since 7 December 2010: 
 
In the intervening six weeks between the incident and the inspection, minimal action 
had been taken by the providers and the person in charge to ensure that sound risk 
assessment and management procedures were implemented to ensure the safety of 
residents regarding the activity of smoking in the centre. 
 
After the incident on 7 December 2010 the following risk control measures were 
implemented: smokers’ protective covers were purchased, more vigilant and 
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conscious supervision by staff of the smoking room, proposed installation of CCTV in 
the smoking room to allow more supervision from the nurses station, cleaners to go 
into smoking room at 12:30hrs while residents are at lunch to empty ashtrays and 
ensure that all cigarette ends are extinguished, and the insurance company had been 
consulted to carry out a risk assessment. When the person in charge was asked 
during interviews if they considered that adequate risk controls regarding residents 
smoking were in place at the time of inspection she said that she had thought that 
these risk controls were adequate and they allowed for the residents’ choice.  
 
A feedback meeting was held between the inspectors and the provider and person in 
charge at the end of inspection. At the feedback meeting the provider and person in 
charge identified new risk controls for existing residents which restricted residents’ 
access to cigarettes and lighters and put in place increased supervision of residents 
while smoking. Contact was to be made with residents GPs regarding smoking 
rehabilitation. 
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Report compiled by: 
 
Noel Sheehan 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
24 January 2011 
 
 

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

 
 
25 January 2010 and 26 January 
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 additional inspection report*  
 

 
Centre: 

 
Fairfield Nursing Home 

 
Centre ID: 

 
0227 

 
Date of inspection: 

 
18 January 2011 and 19 January 2011 

 
Date of response: 

 
27 January 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 registered provider has failed to put in place a comprehensive written risk 
management policy that identifies and assesses all risks and identifies the 
precautions to control the risks regarding residents who smoke in the designated 
centre. 
 
Action required:  
 
Conduct a risk assessment to identify and assess any risks to residents related to the 
activity of smoking and the necessary action to control these risks.  
 
 
 
 

                                                 
* 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:  
 
Compile a comprehensive written statement of the precise risk controls that have 
been put in place. 
 
Action required:  
 
Ensure documentation verifying the above is available at the centre and a copy is 
provided to the Health Information and Quality Authority.  

 
Reference:  

Health Act 2007 
                   Regulation 31: Risk Management Procedures 
                   Standard 26: Health and Safety 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Prior to this incident we operated an informal assessment on the 
risk of smoking to our residents; smoking habits were specifically 
mentioned in all residents’ care plans. An informal assessment 
was always made on the ability of a resident to be allowed to 
smoke. One of our residents who suffered a stroke 11 years ago 
was allowed to smoke in our smoking room without incident 
during all that time. Another resident was only allowed to smoke 
under supervision as it was felt he was too much of a risk to be 
allowed to smoke unsupervised. On admission the resident in 
question was a known smoker. Initially the care staff lit his 
cigarettes but the resident was unhappy with this arrangement. 
Before we allowed him to smoke unsupervised he was observed 
and monitored lighting and extinguishing his cigarettes safely. 
The resident would not have been allowed to smoke 
unsupervised unless we genuinely felt it was safe for him to do 
so. He was only allowed to smoke in our smoking room where he 
had access to a call-bell and his ash tray was always pointed out 
to him. He was sitting in a very busy area of our nursing home 
and he would never have been out of sight for long periods of 
time. Since the incident a comprehensive individual risk 
assessment of all current residents who smoke and future 
residents has been carried out and future residents will be 
assessed on admission and on an ongoing basis as their condition 
changes. This assessment is comprehensive and incorporates a 
physical, psychological and medical assessment and clearly 
identifies residents who are at risk from smoking. The results of 
this assessment will be incorporated into the residents care plan. 
In the case of our existing smokers this has already implemented.  

 
 
Immediately 
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Residents are no longer permitted to smoke inside the nursing 
home. Our residents are now smoking outside the main building 
under direct supervision when indicated by the risk assessment. 
The person supervising the smoking now lights the cigarettes for 
the residents and ensures that it is safely extinguished. The 
cigarettes and lighters of each individual smoker are now locked 
in a designated cupboard with access restricted to the nurse on 
duty. Smoking aprons were immediately purchased following the 
incident and are now in use for two of the residents. Further 
aprons have now been ordered to hold in stock in anticipation of 
future admission. These aprons could only be sourced in the UK.  
 
Staff and residents have been instructed regarding the 
importance of compliance. The next of kin of the residents who 
smoke have been personally spoken to and advised of our 
revised smoking policy and they are totally supportive. 
 
Individual smoking risk assessment as well as a revised smoking 
policy. This documentation verifying the above is available at the 
nursing home. 
 

 
Immediately 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Immediately 

 
2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The registered provider has failed to put in place arrangements for learning from 
serious or untoward incidents or adverse events involving residents in the centre.  
 
Action required:  
 
Detail the arrangements put in place for learning from serious or untoward incidents 
or adverse events involving residents in the centre. 
 
Reference:   

Health Act 2007 
                   Regulation 31: Risk Management Procedures 
                   Standard 26: Health and Safety                                         
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Within 24 hours fire retardant aprons were sourced in the UK 
and purchased immediately. These aprons completely cover a 
smoker and protects the smoker’s clothes coming into contact 
from a lighted cigarette. The importance of using these aprons 
was highlighted to our resident smokers and to all our staff.  

 
 
Immediately 
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The incident was discussed by person in charge the following 
morning at staff handover and the importance of ongoing 
surveillance of the designated smoking room was emphasised.  
 
The cleaning staff were alerted and instructed to check that 
cigarettes were extinguished in the smoking room. The activity 
coordinators were instructed to increase time spent in that 
particular area.  
 
An incident reporting, documentation, rectification, review and 
communication policy is currently in the process of 
implementation. Section 5.01 contains directives outlining how to 
respond to adverse incidents and timeframes are indicated 
within this policy. A staff meeting is scheduled for Wednesday 2 
February 2011 to implement the above.  
 

 
 
 
 
 
 
 
 
 
 
3 February 2011 

 
3. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The registered provider has failed to take all reasonable measures to prevent 
accidents to all residents regarding smoking in the designated centre. 
 
Action required:  

 
Take all reasonable measures to prevent accidents to all residents regarding the 
activity of smoking in the designated centre. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
We have previously outlined in section one the changes in the 
smoking practices of our nursing home as documented in the 
revised policy. An outside smoking shelter will be constructed in 
the next 10 days. Our current fire safety system has been 
evaluated by our fire engineer and he has confirmed that our 
system is in compliance with regulations. Our CCTV providers 
carried out an analysis of the nursing home on Monday 17 
January at our request, and have suggested an additional 
camera to cover the new smoking shelter. 

 
 
12 February 2011 
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Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
Included in the injured resident’s care plan were details of his smoking habit. This 
highlighted his love of smoking. We endeavoured to accommodate the injured 
resident’s wishes. To this end we observed his ability to light a cigarette and 
extinguish it safely. We placed an ash tray beside him and physically demonstrated 
where it was, the call-bell was placed over his right shoulder at all times and the 
chair he was seated on was fire retardant. An abbreviated mini-mental score of 10 
out of 10 was achieved by injured resident on three consecutive occasions since 
admission, the last being 10 November 2010. On balance we genuinely felt that we 
were respecting the injured resident’s wishes to smoke and that it was safe for him 
to do so. The fact that we had another smoker who we deemed unsafe to smoke 
unsupervised demonstrates that a risk assessment process was conducted and 
included in the individual care plan.  
 
When the injured resident was admitted to us in April 2010 after being rehabilitated 
in Bantry General Hospital following a stroke the previous February, on admission he 
was immobile and confined to a wheelchair. Within four weeks in our nursing home 
he was able to walk short distances with the help of two carers. He progressed to 
the stage where he only needed one carer. This progress was achieved through the 
help and encouragement of all the staff at our nursing home. He was thrilled with his 
progress and he felt he had gained a level of independence which he did not have 
before. This led to him being very contented in our nursing home. This is 
demonstrated by the fact that when he was offered a bed in Dunmanway Community 
Hospital in October 2010 he refused to transfer. 
 
Our responses to your concerns are proof that we have learned from the incident 
and we have put in place measures so that such an incident could never again occur. 
All the staff are upset and have been traumatised by this incident. The injured 
resident was loved and respected by us all.  
 
We also feel that we have operated our nursing home for 10 years without any major 
incidents. During that time we have had 20 HSE inspections and a full Health 
Information and Quality Authority registration inspection in January 2010 and the 
inadequacy of our risk assessment with regard to smoking was never pointed out to 
us on any occasion. The fact that we never had a previous incident must go some 
way towards proving that our governance, practice and procedures were reasonable.  
 
Provider’s name: Sean Collins 
 
Date: 11 May 2011 
 


