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Centre name: 

 
Kiltipper Woods Care Centre 

 
Centre ID: 

 
0053 
 
Kiltipper Road 
 
Tallaght 

Centre address: 

 
Dublin 24 

 
Telephone number:  

 
01-4625277 

 
Fax Number: 

 
01-462 6652 

 
Email address: mary@kiltipperwoods.ie  
 
Type of centre: 

 
Private       Voluntary          Public 

 
Registered provider: 

 
Stanford Woods Care Centre Limited 

 
Person authorised to act on 
behalf of the provider: 

 
 
Mary Woods 

 
Person in charge: 

 
Breda Hayes 

 
Date of inspection: 

 
8 May 2012 

 
Time inspection took place: 

 
Start: 07:15 hrs      Completion: 18:30 hrs  

 
Lead inspector: 

 
Deirdre Byrne 

 
Support inspectors: 

 
Linda Moore and Sheila Doyle 

 
Type of inspection  

 
 announced               unannounced   

 
Date of last inspection:  

 
12 January 2011 
 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated Centres under Health Act 2007 
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About inspection   
 

The purpose of inspection is to gather evidence on which to make judgements 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 under 18 outcome statements. The outcomes set out 
what is expected in designated centres.  
 
Outcome 1 
There is a written statement of purpose that accurately describes the service that is provided 
in the centre. The services and facilities outlined in the statement of purpose, and the 
manner in which care is provided, reflect the diverse needs of residents.  
Outcome 2 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
Outcome 3 
The complaints of each resident, his/her family, advocate or representative, and visitors are 
listened to and acted upon and there is an effective appeals procedure 
Outcome 4 
Measures to protect residents being harmed or suffering abuse are in place and appropriate 
action is taken in response to allegations, disclosures or suspected abuse. 
Outcome 5 
The health and safety of residents, visitors and staff is promoted and protected.  
Outcome 6 
Each resident is protected by the designated centre’s policies and procedures for medication 
management. 
Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-based 
nursing care and appropriate medical and allied healthcare. Each resident has opportunities 
to participate in meaningful activities, appropriate to his or her interests and preferences. 
The arrangements to meet each resident’s assessed needs are set out in an individual care 
plan, that reflect his/her needs, interests and capacities, are drawn up with the involvement 
of the resident and reflect his/her changing needs and circumstances.  
Outcome 8 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
Outcome 9 
Each resident is provided with food and drink at times and in quantities adequate for his/her 
needs. Food is properly prepared, cooked and served, and is wholesome and nutritious. 
Assistance is offered to residents in a discreet and sensitive manner.  
Outcome 10 
Each resident has an agreed written contract which includes details of the services to be 
provided for that resident and the fees to be charged. 
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Outcome 11 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. He/she is 
facilitated to communicate and enabled to exercise choice and control over his/her life and to 
maximise his/her independence. 
 Outcome 12 
Adequate space is provided for residents’ personal possessions. Residents can appropriately 
use and store their own clothes. There are arrangements in place for regular laundering of 
linen and clothing, and the safe return of clothes to residents.  
Outcome 13 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
Outcome 14 
There are appropriate staff numbers and skill-mix to meet the assessed needs of residents, 
and to the size and layout of the designated centre. Staff have up-to-date mandatory 
training and access to education and training to meet the needs of residents. All staff and 
volunteers are supervised on an appropriate basis, and recruited, selected and vetted in 
accordance with best recruitment practice.  
Outcome 15 
The location, design and layout of the centre is suitable for its stated purpose and meets 
residents’ individual and collective needs in a comfortable and homely way. There is 
appropriate equipment for use by residents or staff which is maintained in good working 
order. 
Outcome 16 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained in a 
manner so as to ensure completeness, accuracy and ease of retrieval. The designated centre 
is adequately insured against accidents or injury to residents, staff and visitors. The 
designated centre has all of the written operational policies as required by Schedule 5 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended). 
Outcome 17 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from the 
designed centre and the arrangements in place for the management of the designated 
centre during his/her absence.  
 
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 
 
The inspection report is available to residents, relatives, providers and members of 
the public, and is published on www.hiqa.ie in keeping with the Authority’s values of 
openness and transparency.  
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About the centre 
 

Location of centre and description of services and premises 
 

The centre is situated at the base of the Dublin Mountains close to the M50. 
Tallaght village is less than one and a half miles away with the regular 54a bus 
route and the Luas line servicing local amenities and the city centre.  
 
Kiltipper Woods Care Centre is a purpose-built, two-storey building which currently 
caters for 112 residents. A new extension completed in 2010 increased its bed 
capacity by 28. The centre provides full-time care for older people, people with 
dementia, physical disability and acquired brain injury as well as rehabilitation and 
convalescent care.  
 
Five units are arranged over two floors, with two lifts between the two floors. All 
bedrooms have en suite toilet and shower facilities. There are 64 single and nine 
twin bedrooms on the ground floor and 20 single and three twin rooms on the first 
floor. There is one multi-occupancy bedroom for up to four people sharing on the 
ground floor. These rooms are dedicated to the care of highly dependent residents. 
 
The West Wing caters for the needs of older residents with dementia and has 19 
residents. This wing has a separate safe, accessible garden. The North Wing caters 
for 12 younger people with disabilities and acquired brain injury. East Wing has 29 
older residents and the upper floor caters for 26 residents, some of whom are 
receiving convalescent care. The South Wing is the new unit and has 26 residents. 
Each wing has a kitchenette, a nurses’ station and a sluice room. The East Wing has 
a day room, dining room, two sitting rooms and a meeting room. The first floor has 
a dining room, two sitting rooms and a meeting room. The North Wing has a sitting 
room. The West Wing has a dining room, sitting room, and sitting area.  
 
The South Wing has a dining room, two sitting rooms and a private meeting room. 
In addition to the en suite facilities in each bedroom, there are 16 toilets and these 
are situated near the day and dining rooms, as well as seven assisted bathrooms. 
There is also an oratory on the ground floor and a room known as the “room of 
rest” for families to use if their relative is receiving end of life care and a guest 
room available for families to use overnight if required. There are two treatment 
rooms on the ground and upper floors. The main kitchen is based on the ground 
floor and the laundry is on the first floor. There are ample storage facilities 
throughout the centre for linen, cleaning materials and storage of equipment and 
assistive aids. There have been two recent additions to the centre since the 
previous inspection with the completion of a kitchenette in the West Wing and a 
new cafe in the centre open to the public daily. 
 
The hydrotherapy pool, as well as a gymnasium and an occupational therapy 
department are adjacent to the South wing which also has a recreational room for 
the younger residents. There are dedicated staff facilities including a training room, 
a library, a kitchen/dining room, separate male and female changing areas and a 
quiet room. There are also separate changing facilities for kitchen staff.  
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Outdoors, there is a large, internal, landscaped courtyard accessible to all residents. 
It is suitably furnished, well maintained and with colourful planting. 
 
Upon arrival, there is a spacious reception area and a staffed reception desk. 
Parking is on site. There is use of CCTV cameras and there are coded access doors 
for use between wings. 

 
 
Date centre was first established:  

 
2004 

 
Date of registration: 

 
27 August 2010 

 
Number of registered places:  

 
112 

 
Number of residents on the date of inspection:  

 
111 

 
Dependency level of current residents 
as provided by the centre: 

Max High Medium Low 

 
Number of residents 

 
44 

 
12 

 
31 

 
24 

 
Male 
( ) 

Female 
( ) 

 
Gender of residents 

 
 

 
 

 
Management structure 
 
The Provider is Stanford Woods Care Centre Limited and the nominated contact 
person Mary Woods, a registered nurse, is a Company Director. Breda Hayes is the 
Person in Charge. She was appointed in August 2011.  
 
The Person in Charge (PIC) reports to the General Manager who in turn reports to 
the Provider. The Clinical Nurse Managers Level 1 (CNM1) report to two Clinical 
Nurse Facilitators (CNF) who report to the PIC. The General Manager, who is a 
qualified nurse, deputises for the PIC in her absence and the CNF covers at night and 
weekends in the PICs absence. On each wing there is a CNM 1 in charge of each 
staff shift, two to three staff nurses and four to five care assistants. Senior care 
assistants work with junior care assistants and the staff nurses and the CNMs 
supervise all care staff on each unit.  
 
Maintenance, catering and cleaning staff report to Facilities Manager who reports to 
the Provider. The physiotherapists and occupational therapist report to the Senior 
Physiotherapist who in turn reports to the PIC.  
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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 10* 30 8 5 3 11** 

 
* three nurses, five CNM1 and two CNF 
** provider, general manager, facilities manager, maintenance person, activities 
coordinators, four physiotherapists, occupational therapist 
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Summary of compliance with Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This inspection sets out the findings of an unannounced inspection to monitor 
compliance with the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). This inspection took place 
over one day. It was an unannounced scheduled monitoring inspection that also 
followed up on the previous inspection findings and reviewed information received by 
the Health Information and Quality Authority (the Authority). This information was 
discussed with the provider and PIC. Inspectors were satisfied with the response in 
relation to continence wear, relief staff, garda vetting for staff, procedures for work 
experience staff and fees for services provided in the centre 
 
Inspectors found an acceptable standard of care was in place and the health care 
needs of residents were being adequately monitored in most cases and there was a 
good standard of access to allied health care services. Residents told inspectors that 
they were happy with the level of care that was delivered. Inspectors saw that 
residents had access to a variety of activities, religious services, and alternative 
support therapies and to the gardens directly from each of the five wings the centre. 
Staff received training regularly and were able to demonstrate awareness and 
knowledge of good practices and awareness of individual resident’s needs. 
 
Ten actions were identified in the previous inspection and seven of these had been 
fully addressed with three partially addressed. 
 
Improvements made by the Provider since the previous inspection included: 

 notifications were being submitted to the Chief Inspector by the provider of 
unexplained absences 

 notifications were being submitted to the Chief Inspector by the provider of 
serious injury 

 written reports were being received at the end of each quarter of occurrences 
of any incidents  

 written reports were being received at the end of each quarter of occurrences 
of any accident as the Chief Inspector may prescribe. 

 
However there were outstanding matters in relation to: 
 

 care plans were not being consistently reviewed every three months 
 assessments to meet the needs of the residents were not being documented 

and recorded in care plans in all instances 
 personnel files did not contain all of the requirements specified in Schedule 2 

of the regulations. 
 
Also on day of inspection inspectors found a number of matters not in compliance 
with the Regulations and Standards. These are discussed in the body of the report 
and related action plans are set out in the Action Plan at the end of the report. They 
include the following: 
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 the conditions of registration were found not to be complied with. The phased 
extension of convalescence care for persons under 65 years of age had not 
been carried out with prior written agreement of the Authority 

 training of staff in fire safety was not carried out in all instances on an annual 
basis 

 the risk assessment policy did not fully cover all regulatory areas as required 
 insurance cover for the centre did not meet regulatory requirements 
 the emergency plan did not make reference to the loss of heat or power and 

did not identify the alternative accommodation in the event of an evacuation 
 care plans were not formally reviewed every 3 months in all cases. 

 

Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older 
People in Ireland.  
 
1. Statement of purpose and quality management 
 

Outcome 1 
There is a written statement of purpose that accurately describes the service that is 
provided in the centre. The services and facilities outlined in the statement of 
purpose, and the manner in which care is provided, reflect the diverse needs of 
residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 

 
Inspection findings 
Whilst the inspectors found the statement of purpose to be compliant in its 
description of the services and facilities, the staffing arrangements and the manner 
that care was provided, inspectors found that the statement of purpose and the 
service provided were not compliant with the conditions of registration.  
 
There were 19 residents under 65 years of age in the centre and of these, seven 
were persons in convalescence and long term care. The conditions of registration 
require that accommodation for residents under 65 years can be provided but only 
on an agreed and phased basis subject to prior approval of the Chief Inspector. It is 
a requirement to notify the Chief Inspector in writing before changes can be made to 
the statement of purpose which affects the purpose and function of the designated 
centre. This had not been done. 
 
However, inspectors found that the staffing arrangements, care and facilities in place 
were appropriate to meeting the needs of these residents. 
 

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

 
Inspection findings 
Inspectors found that there were appropriate systems in place to ensure that the 
quality of the care and the experience of residents were being monitored.  
 
Committees were in place and met regularly to monitor such areas as health and 
safety, clinical needs and staffing. There was evidence of regular meetings such as 
management meetings, multi disciplinary team meetings, CNM meetings, infection 
control and falls management meetings. For example the falls committee met every 
3 months to review the findings of the previous period. Inspectors reviewed the 
minutes of the most recent meeting which was held on the 12 March 2012. The 
minutes showed that falls had been reviewed and actions were put in place to 
address issues identified. For example, they had taken action to address an issue in 
relation to walking in socks which presented a risk of residents slipping and falling. 
  
The infection control committee met every three months. Environmental audits of the 
centre had been carried out, with two specific areas focused on so far this year. 
 
There was evidence of other audits and reviews being carried out. For example, 
there had been reviews of care plans, residents’ satisfaction surveys, medication 
administration, wounds, infection control and operational policies. Some of these 
reviews were ongoing, such as the review of the safety statement and risk 
assessments.  

 
Outcome 3 
The complaints of each resident, his/her family, advocate or representative, and 
visitors are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
 
 
Inspection findings 
Inspectors found the complaints procedures for the centre was effective; however 
there were areas for improvement. The complaints policy and procedure were 
reviewed by inspectors. The policy clearly outlined how staff managed complaints 
received. It indicated that the nominated person to deal with complaints was the 
person in charge. The complaints procedure was clearly displayed in each unit close 
to the nurses’ station; it indicated how a resident can make a complaint, who the 
nominated person was and who the independent appeals person was. However as 
legally required, a person independent to the person nominated in Regulation 39 (5) 
to review and ensure complaints were being recorded correctly had not been 
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nominated. The policy was signed by staff indicating that they had read and 
understood the contents. 
 
Inspectors noted that a complaints register was maintained. Each complaint was 
logged with the date, location, person who complained, person taking the complaint 
and a summary of the complaint. It also contained a detailed account of the 
investigation and actions carried out in and the level of satisfaction of the 
complainant. 
 
2. Safeguarding and safety 
 

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

 
Inspection findings 
Inspectors were satisfied that sufficient measures were in place to protect residents 
from harm or abuse. However, there was room for improvement in relation to 
recording of receipts and withdrawal of residents’ finances. Staff spoken to were able 
to demonstrate clearly how they would respond to allegations of abuse. Elder abuse 
training had been provided to all staff. Inspectors reviewed a training matrix which 
highlighted and identified staff training dates. One clinical nurse facilitator spoken to 
had been trained in train the trainer and could provide in house training to staff 
nurses and health care assistants. Residents spoken with said they were happy and 
felt safe in the centre and that they would speak to a nurse if they worried about 
anything. 
 
Inspectors also reviewed the policy and procedures on the management of residents’ 
finances and found them to be satisfactory in ensuring residents’ finances and 
personal belongings were protected. Inspectors also observed the practice for 
managing residents’ finances and found that while in general they protected 
residents’ money, accountability could be improved by including a running balance of 
each resident’s money and also having the signature of the staff member handling 
the transaction as well as the signature of the resident. Also, the transactions were 
recorded on the cover of an envelope, which could be misplaced and may make it 
difficult to account for residents’ finances. 
 

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

 
Inspection findings 
While adequate policies and procedures were in place to protect and promote the 
health and safety of residents, staff and visitors, inspectors found improvements 
were required in relation to the risk management policy and the emergency plan.  
 
The health and safety policy, risk assessments and a safety statement for the 
premises were in place and were in the process of being reviewed. There were 
systems to monitor and review safety issues. Inspectors reviewed the minutes of the 
most recent meeting of the health risk and safety committee, which met every three 
months. A walk-about of the centre to assess for hazards was carried out every three 
weeks by the provider and facilities manager with information being brought back to 
the committee meeting. The provider was ensuring that there were risk assessments 
and control measures for any identified risks. This was being reviewed and up dated 
at the time of inspection. The PIC had recently taken up the position of health and 
safety officer for the centre. 
  
However, there were areas that required improvement. The risk management policy 
did not meet regulatory requirements as there was no reference made to self harm 
and assault.  
 
There were measures in place to ensure the safety of residents in the event of a fire, 
yet improvements were required in the emergency evacuation procedures and 
training of staff. The inspectors spoke with staff and reviewed fire documentation 
and found that there were twice yearly checks of fire fighting equipment, three 
monthly checks of emergency lighting and weekly checks of the fire alarm system. 
Inspectors saw that daily checks to ensure that fire exits were clear were carried out 
and recorded in a fire safety checklist. Fire drills and training were incorporated into 
an annual fire training day for staff with two training days already this year and four 
more planned. Staff spoken to were clear on what to do in the event of an 
emergency.  
 
However, there were inconsistencies in the provision of mandatory annual fire 
training. One member of staff informed inspectors she had no training in two years 
and the training matrix confirmed that the provider had not ensured that all staff had 
received the training at least once a year.  
 
The emergency plan was seen by inspectors and apart from fire, there was no 
reference made to other emergencies such as loss of power or heat. Also, there was 
no reference to any alternative accommodation for residents in the event that an 
evacuation of residents had to be carried out from the centre. However, inspectors 
were informed by the person in charge that the emergency plan was currently being 
reviewed and would include the outstanding information. 
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Outcome 6 
Each resident is protected by the designated centre’s policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 

 
Inspection findings 
In general, inspectors found evidence of good practices in the medication 
management processes. There was a medication management policy which guided 
the practice. 
 
Medications that required special control measures were carefully managed and kept 
in a secure cabinet in compliance with the Misuse of Drugs (Safe Custody) 
Regulations, 1984. These medications were counted at the time of administration 
and at the change of each shift. Nurses kept a register of controlled drugs and the 
stock balance which was signed by two nurses. The inspector checked a sample of 
the balances and found them to be correct.  
 
The inspector observed the staff nurse on the medication round and found evidence 
of good medication prescribing and administration practices. Residents’ medications 
were reviewed three monthly by the pharmacist and general practitioner (GP). There 
was a system in place to record and learn from medication errors. Records showed 
that alerts were sent to staff to prevent a reoccurrence of the incident. For example, 
high alert medication was now checked by two nurses prior to administration. There 
were ongoing medication audits completed and these had led to changes to 
prescribing practices. The person in charge said she was in the process of 
introducing a new medication administration sheet and a computerised medication 
administration version was currently being developed. 
 
3. Health and social care needs 
 

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

 
Inspection findings 
Inspectors found that the residents had diverse needs; some were highly dependent 
and required full assistance while other residents were quite mobile and 
independent. Inspectors found a good standard of nursing care and residents had 
access to appropriate medical and allied healthcare. However improvements were 
required in the nursing documentation to show appropriate evidence of the care 
delivery. The management of behaviour that challenges and restraint also required 
improvement.  
 
Inspectors found residents’ had good access to a local doctor who attended the 
centre on a daily basis as their medical practitioner, there was also evidence 
residents were being regularly reviewed. Records showed that residents had regular 
access to the in-house physiotherapists and occupational therapist as required. There 
was also access to and regular provision of speech and language therapy (SALT), 
dietician, ophthalmology and chiropody services as required. Inspectors reviewed 
care plans and they contained details of referrals and appointments with the various 
allied health services. Staff promoted the residents’ health by encouraging them to 
stay active. Residents were seen taking exercise during the day and they told 
inspectors they were satisfied with the health care delivered.  
 
Inspectors reviewed a sample of residents’ care plans and noted that nursing 
assessments and clinical risk assessments were completed for all residents. There 
was a daily record maintained of each resident’s health condition and any treatment 
given. This was completed by the nurse on duty.  
 
Inspectors noted that residents and relatives were involved where possible in the 
development and review of their care plans. There were three monthly reviews of 
care plans completed for most but not all residents. While most residents were 
reassessed every three months and the care plans updated as required, of the files 
reviewed by inspectors it was found there were two residents whose care plans were 
not updated, one of which was not updated since October 2011.  
 
Inspectors observed good practice in relation to falls management. Residents had a 
falls risk assessment completed to identify those at risk and a care plan was in place 
to guide the care delivered. Residents at risk of falls were provided with appropriate 
interventions such as hip protectors and increased supervision as required. A review 
of residents’ records showed that a falls risk assessment was completed after any 
resident had fallen and the care plan had been updated to reflect the resident’s 
changing needs. Inspectors saw examples of additional measures that had been put 
in place to prevent recurrence. Inspectors read residents’ files which showed that 
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residents were reviewed by the GP and pharmacist after a fall and neurological 
observations were completed as required. Records showed that a falls committee 
met three monthly, this was attended by the staff from the units and the 
physiotherapist. The minutes of the meeting on the 12 March showed that residents 
who had fallen in the previous three months were discussed and plans to minimise 
the risk of future falls developed.  
 
The restraint management policy was not being implemented and it had not yet been 
updated in line with the Department of Health’s national policy. There were a 
number of bedrails in use and some residents used a recliner chair and lap belts. 
Inspectors reviewed files for a sample of residents who required bedrails and found 
that while there was an assessment completed for the use of restraint; this did not 
include any alternative strategies that had been tried. This contravened the centre’s 
policy. While residents had care plans which identified the need for the bedrails, they 
did not consistently provide clear guidance on the care to be delivered. Nurses were 
documenting two hourly checks of bedrails over night. While there was a consent 
form completed by residents prior to the use of the bedrails, this was not consistently 
completed prior to the use of the bedrails. The person in charge showed inspectors 
the restraint register and said that a review had commenced on the use of restraint 
in the centre.  
 
There was an inconsistent approach to the prevention and management of wounds 
in the centre. On one unit, staff were very familiar with the care of one resident with 
a leg wound and could describe the care to the inspector. The wound assessment 
was completed after each dressing change and the wound management chart 
detailed the requirements for the dressing and the frequency of the dressing change. 
However, the care plan had not been up dated to reflect the changes in the needs of 
the resident and to guide the care which was being delivered. Inspectors also 
reviewed another resident’s progress notes which stated that the resident had a 
“break on hip, dressing applied”. However while a wound assessment was completed 
the care plan was incomplete and did not guide the care to be delivered for this 
resident.  
 
The inspector noted that there was an inconsistent approach to the management of 
behaviours that challenge. While there was a policy on the management of 
behaviours that challenge, it was not being used to guide the care delivered. Staff 
spoke about how they cared for residents who displayed behaviours that challenge. 
Inspectors reviewed these residents’ files and noted that one resident’s care plan 
included a description of the behaviours and a record of the triggers that prompted 
the behaviour. There was a plan in place to manage the behaviours. Another 
resident’s care plan did not include the triggers and the care plan did not provide 
guidance on managing this resident’s behaviour. Resident’s records indicated that 
they were reviewed by the GP following an episode of behaviour that challenges and 
any underlying medical cause for the incident ruled out or addressed.  
 

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

 
Inspection findings 
Inspectors reviewed the end of life arrangements in the centre. There was no 
resident at that stage of life during the inspection. There was an end of life care 
policy and staff explained that end of life care pathways had been introduced. 
Inspectors found that the new pathways would meet the needs of residents and the 
requirements of the Regulations. Residents and relatives wishes were recorded in the 
care plans reviewed. Staff had access to specialist palliative care services as required 
and staff were provided with in-house education sessions in palliative care.  

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

 
Inspection findings 
Inspectors found a good quantity of fresh food in the premises; drinks and fresh fruit 
were available during the day. There was a choice and variety of meals offered on 
the menu. Residents could choose their meals from a menu each evening and the 
menu was displayed in reception and in each unit. The inspector spoke to the chef 
who went through the residents’ menus and how each resident’s specific assessed 
needs as per their nutritional assessment was accommodated. Each unit had its own 
dining room, which was brightly and comfortably decorated and furnished. Tables 
were set for meals with table clothes and condiments provided. Inspectors observed 
lunch during the day; residents ate at their leisure and independently unless support 
or assistance was needed. Staff were seen to assist and be courteous to residents 
during meals. Residents spoke of how “nice” and “very good” their meals were.  
 
There was a policy on nutrition which was being used to guide practice. Inspectors 
saw documentary evidence to demonstrate that residents’ weights were recorded 
each month or more frequently as required and the staff monitored any changes 
such as significant weight loss. Nutritional risk assessments were used to identify 
residents at risk and there was evidence of residents’ meals being fortified and 
supplements prescribed where necessary. Staff had access to specialist dietician 
services and evidence of treatment plans were documented in the resident’s files.  
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4. Respecting and involving residents 
 

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

 
Inspection findings 
The contract of care was reviewed by inspectors and they found that it included fees 
and services to be provided. A letter accompanying the contract also outlined the 
fees. 
 

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

 
Inspection findings 
There was evidence that residents were consulted in the organisation of the centre 
and that their privacy and dignity was respected. They were facilitated to 
communicate and exercise choice and control over their life to maximise their 
independence. A residents’ committee meeting was held every month and three 
advocates facilitated these meetings. The activities department helps the committee 
convene and manage the meeting. The most recent meeting held on the 23 April 
2012. The PIC met with the advocates before each meeting. Minutes seen from the 
last meeting highlighted a resident’s problem regarding call bells. The PIC stated that 
interventions were put in place to manage the problem.  
 
Voting rights were respected and residents were able to participate in elections. 
Residents had participated in the previous presidential election and were facilitated 
to vote in the centre. 
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Good interactions were observed between residents and staff. Residents knew staff 
and appeared comfortable asking for assistance. Staff were seen to be respectful of 
residents, and inspectors saw them closing in doors when residents were in their in 
rooms. 
 
Residents were dressed to their own personal style. There was an in house hair salon 
in the centre and a hairdresser attended daily. There were two activities coordinators 
who organised daily activities with residents. In addition, specific activities were 
organised for residents with dementia in the mornings and evenings. Residents with 
physical disabilities attended the planned activities. Residents told inspectors they 
could choose how they would spend their day, some liked to read or walk in the 
garden. A bus was provided to transport residents to and from the centre to local 
amenities. Religious services were provided for residents who wished to attend. 
There was an oratory available for residents. Visiting hours were relaxed and 
residents could receive guests as frequently as they needed.  
 

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

 
Inspection findings 
A policy was in place for managing resident’s monies, valuables and personal 
belongings. It was seen by the inspectors to be up-to-date with next review due in 
October 2012. The policy provided suitable guidance to staff on the storage and care 
of the resident’s personal belongings in the centre. 
 
There was evidence of adequate storage in place for residents’ personal possessions 
and clothes. A laundry room has been provided for laundering of clothes which was 
large, ventilated and had appropriate laundry machines and double sinks. Shelving 
was provided with plenty of storage for residents clothing. Clothes were hung neatly 
and ready to be removed to room. All other laundry such as sheets, towels etc were 
taken off site to an external laundry service. Inspectors spoke with the housekeeper. 
She informed inspectors she had received infection control training and she 
demonstrated a good understanding of infection control procedures, clearly 
explaining procedures in relation to use of gloves, cleaning solutions, colour-coded 
cloths and mops and laundry. 
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5. Suitable staffing 
 

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

 
Inspection findings 
There was evidence that the centre was being managed by a suitably qualified and 
experienced nurse who had authority, accountability and responsibility.  
 
There had been a change of person in charge since the last inspection. During the 
inspection and interview the following week, the PIC very ably demonstrated her 
knowledge of the Regulations and Standards, her professional competence in 
managing a large centre that cared for residents with a diverse range of needs and 
her skills in managing staff, reviewing and developing a quality service and meeting 
the care of the residents. On the day of inspection she could show inspectors she 
was competent in her role as PIC through her knowledge of the welfare and the 
wellbeing of the residents and the organisation of the centre. She had direct access 
to all relevant documentation and provided these promptly.  
 
She was supported in her role by the provider and reported to a general manger that 
deputised for her in her absence. 
 

Outcome 14 
There are appropriate staff numbers and skill-mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision 
 

 
Inspection findings 
The inspectors found that while there were appropriate staff skills mix and systems 
in place for the recruitment and training of staff, improvements were required in staff 
training, staff arrangements at night and recruitment.  
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Although inspectors found that there were appropriate staff numbers and skill-mix to 
meet the assessed needs of residents during the day, two residents told inspectors 
there were not enough staff at night as call bells were not being answered in a 
timely manner. This was brought to the attention of the PIC who informed inspectors 
that it had been raised by residents at a residents committee meeting and as a result 
was aware of the matter and had discussed it with the residents and the staff. 
 
A training programme was in place to manage staff training, including fire safety, 
manual handling, elder abuse and infection control. A matrix of training was viewed 
by Inspectors. There were procedures in place by management to inform and 
promote training of staff. The training needs of staff were identified and notice was 
provided for staff up to three weeks in advance of the training days. Nursing staff 
informed inspectors they had attended training in relation to CPR and dementia care. 
 
Inspectors reviewed the staff files and found that most contained the documents 
required in Schedule 2 of the Regulations to indicate that staff were suitable for 
working in the centre. However although one recently recruited member of staff had 
verbal references, there was no written references on file or a copy of their birth 
certificate. This does not meet the regulatory requirements. 

 
Summary of staffing levels during the inspection: 
 
 Nurses* Care Assistants 
Morning 10 30 
Afternoon 10 20 
Evening 10 20 
Night 4 7 

 
* excluding the PIC, provider and general manager who are normally on duty 
Monday to Friday 08:00 hrs – 17:00 hrs  
 
Other staff include: 4 physiotherapists, occupational therapist, activity staff, 
facilities manager, maintenance person, laundry staff, cleaning staff, catering staff 

 
6. Safe and suitable premises 

 
Outcome 15 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
 
References: 
Regulation 19: Premises 
Standard 25: Physical Environment 
 

 
 



 

Page 20 of 31 

Inspection findings 
There was evidence that the physical structure and facilities of the centre were 
meeting the needs of the residents. 
 
Inspectors found the layout and design of the premises suited the diverse needs of 
the residents and provided an ample amount of private and communal space. There 
was a good range of facilities in place for the diverse needs of the residents in areas 
of physiotherapy and occupational therapy. The statement of purpose accurately 
described the facilities in the centre.  
 
The centre was well maintained, bright, warm and pleasantly decorated. It was 
maintained in a clean, hygienic condition. Cleaning staff were employed to carry out 
cleaning procedures and cleaning room/facilities were provided for this purpose. 
Cleaning staff stated that infection control training had been provided and could 
clearly explain procedures in relation to gloves, gowns, laundry, colour coded cloths, 
mops and cleaning solutions. 
 
The facilities manager described the procedures for the maintenance of the centre. 
He was supported by a maintenance worker. A monthly log of maintenance checks 
was being done. The facilities manager showed the inspectors records of the 
maintenance work carried out by contactors to maintain and service equipment, such 
as the fire fighting equipment, emergency lighting, alarm panels, and boiler checks. 
Maintenance records were seen of service carried out on the lifts, hoists and of in 
house maintenance carried out on wheelchairs.  
 
Waste management procedures were in place. Waste was appropriately segregated 
and removed by external waste contractors,  
 
Since the last inspection there had been two structural additions to the centre. The 
planned coffee shop was now in operation, and a small kitchenette in the west wing 
had been provided. 
 
There was one multi-occupancy bedroom for four residents in the west wing on the 
ground floor that would not meet the Standards after 2015. The provider and the PIC 
were aware of the requirements to meet the Standards by 2015.  

 
7. Records and documentation to kept at a designated centre 

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

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

 
Inspection findings 
Inspectors viewed records listed in Part 6 of the Regulations and found them to be in 
place. There were satisfactory operating policies and procedures in place as required 
under Schedule 5. The policies were available in hard copy and on the centre’s 
computer. The policies were centre specific and the PIC was undertaking a review of 
some policies such as the risk management policy. Staff were aware of the policies 
and could tell inspectors about them. Inspectors saw that policies were being 
implemented. For example, in relation to restraints, practices seen on the ground 
such as restraint release and review charts were in place as per policy.  
 
The directory of residents was viewed and found to meet the requirements of the 
Regulations. 
 
However, insurance cover did not meet regulatory requirements with residents’ 
property being insured at €1,000 per resident and not €1,000 per item, as required 
by the Regulations.   

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

 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 
 
Inspection findings 
Inspectors reviewed the notifications received and found that the person in charge 
was now submitting the required notifications to the Authority within the required 
timeframes. This matter was a required action in the previous inspection report. 

 
Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designed centre and the arrangements in place for the management of the 
designated centre during his/her absence.  
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References: 
Regulation 37: Notification of periods when the Person in Charge is absent from a 
Designated Centre 
Regulation 38: Notification of the procedures and arrangements for periods when the 
person in charge is absent from a Designated Centre 
Standard 27: Operational Management 
 
 
 
 
Inspection findings 
The person in charge had not been absent from the centre for a continuous period of 
28 days and therefore no notification was required. Any absences of the person in 
charge were covered by the general manager, who was also a registered nurse. 
 

Closing the visit  
 

At the close of the inspection visit a feedback meeting was held with the provider, 
the person in charge, the general manager, the clinical nurse facilitator, the facilities 
manager and the human resources manager to report on the inspectors’ findings, 
which highlighted both good practice and where improvements were needed.  
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Provider’s response to inspection report∗ 
 

 
Centre: 

 
Kiltipper Woods Care Centre 

 
Centre ID: 

 
0053 

 
Date of inspection: 

 
8 May 2012 

 
Date of response: 

 
19 July 2012 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care settings for Older People in Ireland. 
 
Outcome 1: Statement of purpose and quality management 

1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The statement of purpose did not adequately reflect the conditions of registration of 
the centre. The provider was not complying with one of the conditions of registration 
which required the prior approval of the Authority before increasing the number of 
residents under the age of 65 with a physical disability. 
 

                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 

Action Plan 
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Action required:  
 
Compile a Statement of purpose that describes the facilities and services which are 
provided for residents. 
 
Notify the Chief Inspector in writing before changes are made to the statement of 
purpose which affect the purpose and function of the centre. 
 
Reference: 

Health Act, 2007 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 

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

Timescale: 
 

Provider’s response: 
 
The statement of purpose and function has been updated and sent 
to the Chief Inspector. 
 
The Chief inspector will be notified in writing before changes are 
made to the statement of purpose and function. 
 
An application to vary conditions of registration has been made to 
the Authority.  
 

 
 
Actioned 
 
  
Actioned 

 
Outcome 3: Complaints procedures 

2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
A person other than the complaints officer had not been nominated to ensure that 
complaints are being appropriately responded and records of all complaints are being 
maintained. 
 
Action required:  
 
Make 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).  
 
Reference: 

Health Act, 2007 
Regulation 39: Complaint’s Procedures 

                   Standard 3: Consent  
 
Please state the actions you have taken or are planning to Timescale: 
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take with timescales: 
 

 

Provider’s response: 
 
The Provider has adjusted the Complaints procedure to assure full 
compliance with Regulation 39 (5) and Regulation 39 (7).  

 
 
actioned 

 
 
Outcome 4: Safeguarding and safety 

3. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The procedures in place for lodging and withdrawing of resident’s monies from the 
reception safe did not include a copy of a receipt or dated signature of the staff 
member who carried out the transaction. 
 
Action required: 
 
Maintain an up to date record of each resident’s personal property that is signed by 
the resident.  
 
Reference: 

Health Act, 2007 
Regulation 7: Residents’ Personal Property and Possessions 
Standard 9: The Resident’s Finances  
 

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

Timescale: 
 

Provider’s response: 
 
The provider will ensure a copy of the receipt is included or a 
dated signature of the staff member carrying out the transaction 
from the reception safe. 

 
 
Audit completed 
July 6 2012 
Review 
completed by 
July 31 2012 

 
Outcome 5: Health and safety and risk management  
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4. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Risk management policy did not have precautions in place to cover the following 
specific risks: assault and self harm. 
 
Fire safety training had not been carried out on an annual basis for all staff. 
 
The emergency plan did not to make provision for alternative accommodation, or 
procedures carried out in the event of an emergency other than fire (loss of power, 
heat etc). 
 
Action required:  
 
Ensure that the risk management policy covers the precautions in place to control the 
following specified risks: the unexplained absence of a resident; assault; accidental 
injury to residents or staff; aggression and violence; and self-harm 
  
Action required:  
 
Provide suitable training for staff in fire prevention. 

Action required: 
 
Put in place an emergency plan for responding to emergencies. 
 

Reference: 
Health Act, 2007 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precaution and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems 

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

Timescale: 
 

Provider’s response: 
 
At the time of inspection, the risk management policy was in the 
process of being updated to address the areas of specified risk.  
The work in progress was shown to the inspectors.  Most of the 
specified risks had already individual policies pertaining to each 
area. However, these will now be cross referenced in the revised 
risk management policy 
 
Fire training and evacuation practice is ongoing.  Evidence of the 
training programme for 2012 was shown to the Inspectors on the 
day of Inspection.  All staff will have received the relevant training 
by the end of 2012 

 
 
Completion by 
27 July 2012 
 
 
 
 
 
Ongoing and 
completed by 
end of 2012 
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As shown to the inspectors, the emergency plan is in the process 
of being redrafted and the updated policy will clearly identify 
actions in the event of various emergencies.  We have identified 
and made arrangements for an alternate accommodation facility in 
the event of a need to evacuate.  To reduce the likelihood of such 
an occurrence, Kiltipper Woods Care Centre is already equipped 
with an emergency generator that will provide light and heat to the 
building if the power supply is lost for whatever reason. 
 

 
 
Completed by 
27 July 2012 

 
Outcome 7: Health and social care needs 

5. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
The care plans did not consistently set out each resident’s needs as agreed with the 
resident. 
 
Assessments and care plans relating to wounds and behaviours that challenge were 
not consistently kept up to date to guide the care being delivered.  
 
The alternatives to the use of restraints were not recorded.  
 
Care plans were not consistently reviewed every three months 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
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 
                 Standard 13: Healthcare 
                  
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
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Provider’s response: 
 
Each residents care plan is person-centered and will continue to 
be reviewed to reflect the residents changing needs and 
circumstances. Care plans are and will continue to be agreed with 
the resident depending on their capacity to participate. The care 
representative is and will continue to be involved in the process 
following acceptance of invitation.  Care representative 
involvement will ensure advocacy for the resident. 
  
Ongoing monitoring will take place to ensure consistency and that 
care plan reviews occur on at least a three monthly basis and 
more frequently as required. 
 

 
 
Ongoing and 
immediate 
 
 
 
 
 
 
Ongoing and 
immediate 
 

 
Outcome 14: Suitable staffing 

6. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
There was insufficient staffing to meet residents’ needs in the north wing at night 
time. 

Action required:  
 
Ensure that the numbers and skill mix of staff are appropriate to the assessed needs 
of residents, and the size and layout of the designated centre. 
 
Reference: 

Health Act, 2007 
                   Regulation 16: Staffing 
                   Standard 23: Staffing Levels and Qualifications 

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

Timescale: 
 

Provider’s response: 
 
Following the completion of the review, the provider is confident 
that the allocated staffing on the North Wing meets the care need 
requirements of the residents.  However, the provider undertakes 
to review the method of staff/resident assignment. 
 

 
 
Immediate and  
ongoing 

 
7. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
Staff had not received training in behaviours that challenge and restraint to provide 
care in accordance with contemporary evidence-based practice. 
 
Action required: 
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Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
Reference:  
                 Health Act, 2007 
                 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: 
 
Training and education is ongoing in all areas of care and practice 
in Kiltipper Woods Care Centre. In the area of dementia care, 
where behaviours that challenge can present, the nurse manager 
has a Master’s Degree in Gerontological Nursing and her 
leadership provides excellent role-modeling and education for 
staff. Many other staff have completed courses in dementia care, 
the management of behaviours that challenge form an integral 
part of these courses. Inspectors were informed that further 
training in non-violent crisis intervention had already been 
planned for the week following the inspection.  This took place 
and a further educational course in dementia-specific approaches 
for behaviours that challenge is planned for August 2012. 
We also have a highly developed Activities programme that is very 
successful in giving meaningful opportunities to improve quality of 
life and reduce boredom that might lead to the emergence of 
behaviours that challenge.  
 
Our in-house occupational therapist has received certification in, 
Train the Trainer Restraint Programme. This on site knowledge 
teamed with existing external expertise gives us a strong basis for 
forming our specific educational programmes to meet staff 
educational requirements. We shall continue to provide training in 
this area of care.    
  
The management team have and are continuously completing a 
Training Needs Analysis to ensure staff training requirements for 
these and all areas are met. 
 

 
 
Ongoing 
 
 
 
 
 
 
 
 
 
 
 
 
31 August 2012 
 

 
8. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
All documents as required under Schedule 2 of the Regulations were not in place for 
all staff. 
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Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory information 
and documents specified in Schedule 2 have been obtained in respect of each person. 
 
Reference: 

Health Act, 2007 
                   Regulation 18: Recruitment 

Standard 22: Recruitment 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The person in charge will ensure that all documents are in place as 
specified in Schedule 2 before any new member of staff 
commences in employment. 
  

 
 
Immediately 

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

9. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The insurance cover in place against loss or damage to the property of residents did 
not meet regulatory requirements as it failed to specify that the property of residents 
was insured to an amount not exceeding €1,000 per item. 
 
Action required:  
 
Put insurance cover in place against loss or damage to the property of residents 
including liability as specified in Regulation 26 (2).  

Reference: 
                 Health Act, 2007 
                 Regulation 26: Insurance Cover 
                 Standard 31: Financial Procedures  

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

Timescale: 
 

Provider’s response: 
 
Insurance cover of this nature is presently unattainable. It is my 
understanding that NHI has been in contact with the Department 
of Health in respect of this matter in the context of the review of 
the Care and Welfare Regulations. 
 

 
 
30 June 2012 
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The issue of resident’s personal effects was raised with the 
Department of Health on a number of occasions and insurance 
company provided information to NHI that was shared with the 
Department of Health and they are aware of the associated 
difficulties. 
 
I believe that Nursing Homes Ireland and insurance companies 
have been in communication with the Department of Health and 
the Health Information and Quality Authority with regard to the 
difficulties in this matter.   
 
 
 
 
 
 
 
 
 
 
 

 
Any comments the provider may wish to make: 
 
 
Provider’s response:   
 
We would like to thank the inspection team for the courteous and professional 
manner in which the inspection was conducted. Residents and staff felt the 
inspection team treated them respectfully over the course of the inspection.  
 
We are pleased that so many areas of good practice in Kiltipper Woods Care Centre 
has been observed and acknowledged by the inspection team in this report. We are 
also very pleased with the positive feedback from the residents whom the inspectors 
spoke with on the day of the inspection.  
 
Finally, the providers would like to thank all our colleagues working in Kiltipper 
Woods Care Centre, those offering voluntary services, the volunteer residents 
committee and all those who contributed to the Health Information and Quality 
Authority’s inspection. We would also like to thank all the residents and their relatives 
and friends who participated on the day of the inspection 
 
 
Provider’s name: Mary Woods 
Date: 19 July 2012 
 
 
 


