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Centre name: 

 
La Verna Nursing Home 

 
Centre ID: 

 
146 

 
Centre address: 
 

 
30 Haddon Road 
 
Clontarf
 
Dublin 3

 
Telephone number: 

 
01-8339879

 
Fax number: 

 
01-8330529 

 
Email address: 

 
info@laverna.ie 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Shane Kelly for MV Nursing Ltd 

 
Person in charge: 

 
Betty Brady 

 
Date of inspection: 

 
17 July 2012 

 
Time inspection took place: 

 
Start: 22:20 hrs          Completion: 00:45 hrs 

 
Lead inspector: 

 
Leone Ewings 

 
Support inspector: 

 
Sheila McKevitt 

Type of inspection: Announced                          Unannounced

Purpose of this inspection 
visit: 

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

 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated centres for older people 
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About the inspection 
 
The purpose of inspection is to gather evidence on which to make judgments about 
the fitness of the registered provider and to report on the quality of the service. This 
is to ensure that providers are complying with the requirements and conditions of 
their registration and meet the Standards, that they have systems in place to both 
safeguard the welfare of service users and to provide information and evidence of 
good and poor practice. 
 
In assessing the overall quality of the service provided, inspectors examine how well 
the provider has met the requirements of the Health Act 2007, the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) Regulations 
2009 (as amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
Additional inspections take place under the following circumstances: 

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

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

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

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

Description of services and premises 

 
La Verna is a 32-bedded residential unit for people over the age of 60 years.  
It is located in a semi-detached house, is not purpose-built and is accessed by steps 
to the front door. Level access is via double doors to the dining room from the paved 
parking area to the front of the building. The reception hall leads to the front sitting 
room, which overlooks the road. An extension was completed in early 2011 to the 
ground floor at the rear of the premises. 
 
Care is provided on a long and short term basis and includes respite and 
convalescence care.  
 
The centre is laid out over four floors with access to the upper levels by stairs with 
three separate stair lifts in place. Accommodation consists of one private single 
bedroom, four single rooms each with en suite shower room, nine twin rooms which 
have an en suite shower and toilet and three three-bedded rooms.  

 
The ground floor contains the kitchen, dining room, laundry room and six bedrooms, 
four twin and two three-bedded rooms. The assisted bath room and a separate toilet 
are located on the ground floor level. There is also a small nurses’ station, clinical 
store room and hairdressing room on this level. 

 
An outside smoking area is in place in a small shed/sheltered area, accessed through 
the dining room side doors. 

 
There are two sitting rooms, one to the front of the house and a second sitting area 
overlooking the garden to the rear of the ground floor. The dining room is adjacent 
to the kitchen on the ground floor and is accessed from the hallway by a sloping 
ramp. 

 
The first floor has an office for the person in charge and two twin rooms with 
interconnecting en suite shower and toilet facilities. 

 
The second floor has one single bedroom with hand-washing sink and two twin 
bedrooms both with en suite shower and toilet facilities. The resident in the single 
room does not have access to shower facilities on this floor. 

 
The third floor contains two residents’ bedrooms with an interconnecting en suite 
shower and toilet room facilities for all five residents.  

 
Limited space is available for car parking on the front driveway and on the residential 
street it is situated on. 
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Location 

 
La Verna is located on a residential road in Clontarf, Dublin 3. It is a short walk to 
the sea front. Clontarf is served by many bus routes and has a nearby Dart Station. 
Shops and other amenities are located within walking distance. 
 

 
Date centre was first established: 

 
1996 (this provider) 

 
Number of residents on the date of inspection: 

 
30 + 1 in hospital 

 
Number of vacancies on the date of inspection:

 
1 

 
 

Dependency level of 
current residents 

Max High Medium Low 

 
Number of residents* 

 
6 

 
5 

 
3 

 
11 

 
* an additional six residents were classed as having ‘minimal dependency’ on the 
Barthel index. 
 

Management structure 
 
The Provider is MV Nursing Limited and its director Vincent McDonald, has owned 
and operated the centre since 1996. The General Manager, Shane Kelly oversees the 
management of La Verna and centre 180 in Louth, where he is also the General 
Manager. 
 
The Person in Charge since December 2011 is Betty Brady who is responsible for the 
day to day management and reports to the general manager. A part time deputy 
manager has been recently appointed and she reports to the Person in Charge. 
 
Six staff nurses, some of whom work part time, report to the Person in Charge.  
Seventeen care assistants report to the person in charge or staff nurse in charge if 
she is not on duty. The activities coordinator, kitchen staff and household staff all 
report to the Person in Charge.  A contract cleaning company has recently been 
appointed to provide household cleaning services. 
 
Administrative staff are shared between La Verna and Sunhill, centre 180, and are 
based at Sunhill.  They report to the General Manager. A maintenance person has 
been employed to work two days a week at the centre and reports to the Person in 
Charge. 
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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 

0 1 2* 0 0 0 0 

 
* one care staff finished at 11:00 hrs  
 

Background  
 
This inspection took place on the evening of 17 July 2012 and was conducted out of 
hours in order to fully review the provider response to the findings of the last 
inspection. The last inspection report can be viewed on www.hiqa.ie.  
 
The purpose of this inspection was to follow up on the nine action plans, and 
recommendations further to the last inspections which took place on 9 and 15 
February 2012. 
 
The provider’s initial response to the inspection report did not fully address the action 
plans in a comprehensive and specific manner. The provider was given an additional 
opportunity to review the actions required. The provider was invited to a meeting 
which was held on 29 March 2012 to discuss the inadequate action plan response, 
particularly relating the provision of staffing at the centre. The written response 
relating to staffing was not found to be specific enough to the size and layout of the 
premises and the methodology of staffing review was unclear. The provider and the 
person in charge agreed at this time to keep the staffing levels under close review, in 
line with the residents’ ongoing assessed needs. 
 
A further opportunity was offered to the provider at this time to review the response 
following the meeting. The final action plan response was received by the Authority 
on 14 April 2012. 
 
 
Summary of findings from this inspection  
 
 
Overall, some improvements had taken place since the last inspection and were 
evidenced during the inspection. Staffing levels between 20.00 hrs and 23.00 hrs had 
been increased by an additional care assistant. The premises and décor had been 
improved and overall the staff were seen to be managing their work adequately and 
residents needs were being met.  
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The inspectors noted that the up to date registration certificate issued on 28 May 
2012 was not found to be satisfactorily displayed. The certificate was a photocopied 
version which had been stuck loosely to the wall in the hallway. 
 
The provider had fully implemented five of the nine action plans. The provider was 
found to have partially implemented three action plans from the previous inspection. 
One action plan relating to complaints was not inspected against as records were not 
available out of hours to the inspector. This action plan will be inspected against at 
the time of the next scheduled inspection of the centre. 
 
However, serious issues were found on this inspection relating to fire safety and 
maintenance of the means of escape from the upper floors of the centre.  
The provider had put in place fire safety training and improved staffing levels at the 
centre. However, the ongoing governance and the effectiveness of the fire safety 
training given to staff, and general standard of risk management relating to fire 
safety was found to be poor. The inspector contacted Shane Kelly, the provider’s 
representative, to discuss the findings of the inspection on 18 July 2012. An 
immediate action plan was issued to the provider on 19 July 2012. The immediate 
actions required related to the following non compliances: 
 

 fire safety practices 
 risk management 
 no evacuation plan for dependent person on upper floor in the event of an 

emergency 
 failure of person in charge to notify a pressure ulcer to the Authority 

 
A written response was received from the provider on 20 July 2012 within the short 
timeframe given to the provider and the person in charge. The provider and the 
person in charge undertook to review practices outlined to them in the immediate 
action plan issued. Satisfactory information and evidence has been submitted to and 
reviewed by the Authority, which confirmed a robust response to the serious issues 
raised by the inspector. However, the non compliance relating to fire safety formed 
part of the last inspection report and was seen as a recurring issue which was not 
found to be adequately addressed on a consistent and ongoing basis.  
 
Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Provide suitable training for staff in fire prevention.  
  
Ensure, by means of fire drills and fire practices at suitable intervals that all staff 
and, as far as is reasonably practicable, residents, are aware of the procedure to be 
followed in the case of fire, including the procedure for evacuation. 
 
Maintain, in a safe and accessible place, a record of all fire practices which take place 
at the designated centre.  
 
Maintain, in a safe and accessible place, a record of all fire alarm tests carried out at 



 

Page 7 of 18 

the designated centre together with the result of any such test and the action taken 
to remedy defects.  
 
 
This action has been partially addressed by the provider.  
 
The provider confirmed that all staff received “fire prevention and emergency 
training by a certified training consultant” completed on 28 February and 1 March 
2012. However, records of this fire training, fire drills, and fire equipment 
maintenance was not available or accessible for inspection by the inspectors on the 
night of the inspection. The provider was notified by telephone of the issues 
following the inspection on 18 July 2012 and was issued with an immediate action 
letter on 19 July 2012. The response was received within the requested timeframe 
on 20 July 2012.  
 
The implementation of the training given was not fully evident to the inspectors. 
Inspectors noted that the fire instruction safety notices on each level were not 
detailed or specific to the emergency plan for the designated centre. Three fire 
escape doors (means of escape) on the first, second and third levels of the 
designated centre were not kept clear and exits were impeded by furniture including 
a single divan bed and bedside lockers and residents personal items. One fire exit 
door on the first level was found to be left open for over an hour and did not alarm 
to alert the nurse in charge or other care assistants working in the building.  The 
overall standard of governance relating to fire safety was found to be inadequate. 
The provider responded to the immediate action plan and stated that a fire safety 
consultant would visit the centre on 23 July 2012 to review the issues identified on 
inspection. The Authority was provided with a copy of the findings of this review on 8 
August 2012. 
 
One resident assessed with severe dependency and limited mobility was found to 
have been transferred up from the ground floor by the person in charge to a shared 
twin room on the second level. The inspector found this room not to be suitable for 
his ongoing supervision and nursing needs, as he required the assistance of two staff 
to transfer. This move had taken place since the last inspection. The resident was 
documented as spending most of the time in this room and the layout and space 
available for staff to deliver care in this room was found to be very limited. There 
was no assisted bath/shower room on this level and access to the day space on the 
ground floor was via two separate chair lifts on the staircases of the centre. The staff 
on duty on the night of the inspection did not have a specific individual plan in place 
to facilitate any evacuation in an emergency. The inspector reviewed the resident’s 
documentation and the moving and handling assessment had not been revised to 
reflect the change in the resident’s location to the upper levels of the designated 
centre and any specific equipment required to facilitate mobility. The provider 
undertook to put in place a specific evacuation plan for this resident in the response 
received on 20 July 2012.  
 
Fire alarm service certification for 8 March 2012 and records of training received on 
28 February and 1 March 2012 were received from the provider on 20 July 2012. 
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2. Action required from previous inspection:  
 
Review emergency plan and ensure that arrangements are in place for responding to 
emergencies. 
 
Ensure staff are trained in moving and handling of residents. Submit records of staff 
training for all staff named on the roster. 
 
 
This action has been partially addressed by the provider.  
 
The emergency plan had been reviewed by the provider and person in charge. The 
revised plan did not sufficiently address arrangements for staff working at night and 
dealing with residents who were identified with reduced mobility. Staff told 
inspectors they were guided by the emergency plan which required three staff to be 
at the centre. After 23.00hrs there were only two members of staff on duty. Eleven 
residents were located on the upper levels above ground floor level. The means of 
escape from upper levels was not found to be kept clear as outlined in Action 1. 
Individual written risk assessments relating to fire safety and evacuation were not in 
place for the 30 residents at the designated centre at the time of the inspection. 
 
Mandatory staff training in moving and handling had taken place since the last 
inspection. Staff at the centre were observed using a mechanical hoist and assisting 
residents with moving and handling during the evening. The inspector was satisfied 
that practices were adequate in this regard. 
 
Documentation of residents moving and handling requirements was not found to be 
clearly outlined in the samples of assessments reviewed. The review which took 
place at three monthly intervals was signed and dated but there was no meaningful 
evidence of the review. For example, one resident who needed assistance of two 
staff had been moved to an upper floor, which required the use of two separate stair 
lift to go to the bath or shower room. This change was not documented in the 
written moving and handling assessment in place to guide staff. All other residents 
with this level of dependency were located on the ground floor. 
 
3. Action required from previous inspection:  
 
Ensure the numbers and skill mix of staff are appropriate to the assessed needs of 
residents, and the size and layout of the designated centre. 
 
The person in charge and general manager to undertake a written review of staffing 
using a validated assessment tool to plan for and meet the needs of all residents and 
the size, layout and purpose of the residential care setting. 
 
Interim measures are put in place forthwith to address the short fall of staff between 
the hours of 20:00 and 08.00 (Night Duty). 
 
 
This action had been fully addressed by the provider.  
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The provider and the person in charge undertook to keep staffing levels under close 
review using a dependency tool and clinical judgement. Arrangements are in place to 
replace staff for unanticipated leave. The inspector had reviewed planned staffing 
rosters on a regular basis on request from the person in charge. The named staff on 
duty on the night of the inspection reflected the actual roster. The inspector found 
that all staff on duty were knowledgeable about the residents needs and the policies 
of the centre. Care practices were observed by inspectors and were found to be of a 
good standard. The implementation of a care assistant on a twilight duty had 
improved service delivery. 
 
Communication had improved between staff as new telephones had been issued for 
use of the staff at the premises. 
 
4. Action required from previous inspection:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
Record all complaints and the results of any investigations into the matters 
complained about.  Ensure these records are in addition to and distinct from a 
resident’s individual care plan. 
 
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).  
 
 
This action was not fully inspected against at the time of the inspection. Records to 
review compliance were not available. Inspectors spoke with residents who were 
generally satisfied with the overall service they received at the designated centre, 
and did not express dissatisfaction with any aspect. 
 
5. Action required from previous inspection:  
 
Make all necessary arrangements, by training staff or by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
or abuse. 
 
Review all incidents and accidents which involved the use of restraint in a multi-
disciplinary manner to ensure the ongoing safety and wellbeing of residents, and 
reduce the risk of recurrence. 
 
Review policy on restraint to ensure it is contemporary and evidence-based, and best 
practice is implemented. 
 
 
This action had been fully addressed by the provider.  
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Further to the last inspection report, the person in charge and the provider had 
reviewed the policy and procedures in place. Documentation was submitted to 
confirm a full review of bedrails and all forms of restraint had taken place and the 
practices relating to inappropriate use of a safety strap had ceased. Inspectors 
observed that a small number of residents used bedrails which were used with 
bedrail protectors where appropriate. Documentation to assess risks of restraint was 
accurate and in place and provided clear guidance on each residents individual needs 
and the possible hazards of using equipment as a form of restraint. The residents 
living at the centre were mostly low and medium dependency and maintained their 
own independence. Some equipment had been updated by the provider. There had 
been no incidents relating to the use of faulty or inappropriate restraint documented 
as an incident or accident at the centre. 
 
6. Action required from previous inspection:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory 
information and documents specified in Schedule 2 of the Regulations have been 
obtained in respect of each person. 
 
Put in place recruitment procedures to ensure that no staff members are employed in 
the designated centre unless they are physically and mentally fit for the purposes of 
the work which they are to perform. 
 
 
This action has been fully addressed by the provider.  
 
A complete review did not take place during the course of this inspection.  
Information had been submitted by the provider confirming that a full audit had been 
completed to ensure compliance with Schedule 2. The provider confirmed to the 
inspector at the meeting on 29 March 2012 that this issue had been fully addressed. 
 
7. Action required from previous inspection:  
 
Make a report in respect of any review conducted by the registered provider for the 
purposes of Regulation 35(1), and make a copy of the report available to residents 
and, if requested, to the Chief Inspector. 
 
Consult with residents and their representatives in relation to the system for 
reviewing and improving the quality and safety of care, and the quality of life of 
residents. 
 
 
This action had been fully addressed by the provider.  
 
The provider and person in charge confirmed to the Authority that regular audit took 
place in relation to quality of the service. Resident satisfaction surveys had taken 
place in February 2012, results of which were submitted on 27 March 2012 to the 
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Authority. Feedback was generally positive and this was confirmed by residents on 
the night of the inspection. A revised Resident’s Guide had been submitted to the 
Authority in March 2012. Feedback from residents was sought on a regular basis. 
The nurse on duty informed the inspector about the consultation process which took 
place with the residents when choosing furniture and a new colour scheme for 
decorating the day space. However, there was no record of the most recent meeting 
held with residents available for inspection.  
 
8. Action required from previous inspection:  
 
Undertake an environmental review and address non-compliances identified. There 
were a number of areas internally, and equipment that was found not to be 
maintained in a good state of repair: 
 

 resident’s chairs in the front living room were worn, and a number were found 
to be stained and discoloured 

 walls and paintwork chipped in day room 
 damp area on the inside of an exterior wall found above head of residents bed 

on the top floor three bedded room 
 poor standards of general hygiene particularly on upper floors including dust 

and in shower rooms 
 two call bells not functioning on upper floors 
 flooring required deep cleaning throughout the centre 
 bed frames were not maintained to a high standard 
 bedrails ill fitting and did not have bedrail protectors in place  

 
Review provision of cleaning and maintenance services and ensure both are 
adequate to maintain the fixtures and fittings in a hygienic and good working order. 
 
 
This action had been fully addressed by the provider.  
 
The provider and the person in charge submitted evidence that the premises and 
physical environment had been improve. Areas were painted and furniture replaced 
and residents had been involved with choices relating to redecoration. The works had 
been completed to a high standard and household hygiene and cleaning standards 
were significantly improved, particularly on the upper floors. The provider informed 
the Authority that a deep clean of the premises had taken place further to the last 
inspection and contract cleaning staff who report to the person in charge had been 
sourced to ensure adequate household cleaning took place at the designated centre.  
 
The call bells were checked by inspectors during the inspection and were functioning 
correctly. The damp area on the interior wall on the third floor was repaired by the 
provider. However, a damp/water-marked area was noted on the ceiling of the front 
day room and this was brought to the attention to the nurse in charge who told 
inspectors that a leak from the sink on the floor above may have caused these 
marks. 
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Inspectors noted that any bedrails in place were fitted to the beds appropriately and 
bedrail protectors were in place.  
 
The maintenance person was on the staffing roster to work two days a week. Staff 
on duty confirmed to the inspectors that they reported maintenance issues to the 
person in charge at handover and these issues were addressed in a timely manner. 
 
9. Action required from previous inspection:  
 
Review organisational structure on the statement of purpose which clarifies reporting 
structure. 
 
 
This action had been fully addressed by the provider.  
 
The provider submitted a revised organisational structure to the Authority which 
accurately reflects the reporting structure. 
 
 
Report compiled by: 
 
Leone Ewings 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
13 August 2012  
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Chronology of previous HIQA inspections 
Date of previous inspection: Type of inspection: 

 
9 and 15 February 2012 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
13 January 2011 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
14 and 15 April 2010 

 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
Unannounced 
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Provider’s response to inspection report ∗ 
 

 
Centre: 

 
La Verna Nursing Home 

 
Centre ID: 

 
0146 

 
Date of inspection: 

 
17 July 2012 

 
Date of response: 

 
6 September 2012

 
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 records of fire maintenance were not available for inspection at the designated 
centre. 
 
The means of escape from upper levels were blocked at three separate exits. 
 
Action required:  
 
Review procedures in place to ensure that fire safety records are available for 
inspection in a safe and accessible place. 
 
Action required: 
 
Review the means of escape from upper levels at each exit and ensure they are kept 
clear at all times. 
 

                                                 
∗ 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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Reference:  

Health Act, 2007 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 

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

Timescale: 
 

Provider’s response: 
 
Fire safety records are available for inspection at the nurse’s 
office. This includes the records of fire training, records of fire 
equipment maintenance and daily checks of all fire exits. 
Individual certificates of attendance at fire training are retained in 
individual human resource files. 
 
A full review of evacuation procedures and emergency exits was 
completed by the fire safety consultant. Additional emergency 
evacuation equipment has been purchased and placed on each 
floor; all staff have been trained in the use of this equipment. A 
daily check of all emergency exits takes place and documented. 
Room furniture has been rearranged to ensure there are no 
restrictions to exit. 
 

 
 
Completed 
 
 
 
 
 
Completed 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The fire exit door on the first floor had not alarmed (in line with other fire doors at 
the premises)when found to be open for over one hour and staff working at the 
centre were unaware of this. 
 
Written risk assessments relating to moving and handling were not adequately 
reviewed or documented clearly. 
 
Residents who required assistance with mobility did not have individual evacuation 
plans in place to ensure safe egress from the premises if an evacuation becomes 
necessary. 
 
Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the 
identification and assessment of risks throughout the designated centre and the 
precautions in place to control the risks identified.  Implement the policy and 
document incidents which occur. 
 
Action required:  
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Review written risk assessments relating to moving and handling which hazards were 
not adequately reviewed or documented. 
 
Action required:  
 
Put in place individual evacuation plans for any resident who required assistance with 
mobility to ensure safe egress from the premises should an evacuation become 
necessary. 
 
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: 
 
The faulty alarm on the fire exit door at the upper level has been 
replaced. 
 
The risk management policy and environmental assessment has 
been reviewed and updated to ensure all risks are documented 
appropriately. 
 
Moving and handling risk assessments are completed on all 
residents. Reviewed three monthly or more frequently as clinical/ 
environmental conditions change. All assessments have been 
reviewed and amended as required. 
 
Individual evacuation plans are being completed for all residents 
at La Verna in the event of an evacuation. 
 

 
 
18 July 2012 
 
 
17 August 2012 
 
 
 
Completed 
 
 
 
 
14 September 
2012 
 

 
3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The person in charge failed to report a Grade 3 - European pressure ulcer advisory 
panel (EPUAP) pressure ulcer and failed to report a recently healed pressure ulcer on 
a residents’ heel to the Authority as is required. 
 
Action required:  
 
The person in charge shall ensure that notice is given to the Chief Inspector without 
delay of the occurrence of pressure ulcers (Grade 2 or above EPUAP classification) on 
the appropriate NF03 forms. 
 
Action required:  
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Review management systems in place to ensure that pressure ulcers identified are 
reported to the Authority without delay. 
 
Reference:  

Health Act, 2007 
Regulation 36: Notification of Incidents 
Standard 29: Management Systems 

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

Timescale: 
 

Provider’s response: 
 
Appropriate notifications have been submitted. 
 
All future notifications will be submitted within the required 
timeframe. 
 

 
 
Completed 
 
Ongoing 
 
 

 
 
 
Recommendations 
 
 
These recommendations are taken from the best practice described in the 
National Quality Standards for Residential Care Settings for Older People 
in Ireland and the registered provider should consider them as a way of 
improving the service. 
 
Standard Best practice recommendations
Standard 29 
Management 
Systems 
 

The person in charge ensures that all legally required certificates and 
licences are kept up to date and are displayed where required. 
 
Provider’s response: 
The frame for the registration certificate has been delivered and the 
original is now appropriately displayed. 
 

 
 
Any comments the provider may wish to make: 
 
 
Provider’s response:  
None received. 
 
 
 
Provider’s name: Vincent McDonald 
Date: 6 September 2012 
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