
Cherryfield Lodge Nursing Home compliance
monitoring inspection report, 4-5 October 2012

Item Type Report

Authors Health Information and Quality Authority (HIQA);Social Services
Inspectorate (SSI)

Publisher Health Information and Quality Authority (HIQA), Social Services
Inspectorate (SSI)

Download date 26/05/2023 17:24:06

Link to Item http://hdl.handle.net/10147/302833

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/302833


Page 1 of 30 
 

 

Centre name: Cherryfield Nursing Home 
 
Centre ID: 0213 

Centre address: 

Ballygarret 
 
Gorey 

Co. Wexford 
 
Telephone number:  053 9427286 
 
Email address: larrydoylecherryfield@yahoo.com 
 
Type of centre:   Private       Voluntary       Public 
 
Registered provider: Larry Doyle 

Person authorised to act on 
behalf of the provider: Larry Doyle 
 
Person in charge: Catherine Murphy 
 
Date of inspection: 4 October 2012 and 5 October 2012 

Time inspection took place: 
Day 1 - Start: 11:00hrs Completion: 18:20hrs
Day 2 - Start: 09:05hrs Completion: 12:50hrs

 
Lead inspector: John Greaney 
 
Support inspector(s): N/A 
 
Type of inspection  

  
 announced               unannounced         

Number of Residents on the date 
of inspection 15 
Number of vacancies on the date 
of inspection 2 

   
Health Information and Quality Authority 
Regulation Directorate 
 
Compliance Monitoring Inspection report 
Designated Centres under Health Act 
2007 
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About monitoring of compliance  
 
The purpose of regulation in relation to designated centres is to safeguard vulnerable 
people of any age who are receiving residential care services. Regulation provides 
assurance to the public that people living in a designated centre are receiving a service 
that meets the requirements of quality standards which are underpinned by regulations. 
This process also seeks to ensure that the health, wellbeing and quality of life of people 
in residential care is promoted and protected. Regulation also has an important role in 
driving continuous improvement so that residents have better, safer lives. 
 
The Health Information and Quality Authority has, among its functions under law, 
responsibility to regulate the quality of service provided in designated centres for 
children, dependent people and people with disabilities.  
 
Regulation has two aspects: 
 

 Registration: under section 46(1) of the Health Act 2007 any person carrying on 
the business of a designated centre can only do so if the centre is registered 
under this Act and the person is its registered provider.   

 Monitoring of compliance: the purpose of monitoring is to gather evidence on 
which to make judgments about the ongoing fitness of the registered provider 
and the provider’s compliance with the requirements and conditions of their 
registration. 

 
Monitoring inspections take place to assess continuing compliance with the regulations 
and standards.  They can be announced or unannounced, at any time of day or night, 
and take place: 
 

 to monitor compliance with regulations and standards 
 following a change in circumstances; for example, following a notification to the 

Health Information and Quality Authority’s Regulation Directorate that a provider 
has appointed a new person in charge 

 arising from a number of events including information affecting the safety or well-
being of residents. 

 
The findings of all monitoring inspections are set out under a maximum of 18 
outcome statements. The outcomes inspected against are dependent on the purpose 
of the inspection. Where a monitoring inspection is to inform a decision to register or to 
renew the registration of a designated centre, all 18 outcomes are inspected.  
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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 report sets out the findings of a monitoring inspection, in which 10 of the 
18 outcomes were inspected against. The purpose of the inspection was: 
 

 to inform a registration decision 
 to inform a registration renewal decision 
 to monitor ongoing compliance with regulations and standards  
 following an application to vary registration conditions 
 following a notification of a significant incident or event  
 following a notification of a change in person in charge 
 following information received in relation to a concern/complaint.  

 
The table below sets out the outcomes that were inspected against on this inspection.   
 
Outcome 1: Statement of Purpose   
Outcome 2: Contract for the Provision of Services 
Outcome 3: Suitable Person in Charge 
Outcome 4: Records and documentation to be kept at a designated 
centres  

Outcome 5: Absence of the person in charge
Outcome 6: Safeguarding and Safety
Outcome 7: Health and Safety and Risk Management 
Outcome 8: Medication Management 
Outcome 9: Notification of Incidents 
Outcome 10: Reviewing and improving the quality and safety of care 
Outcome 11: Health and Social Care Needs
Outcome 12: Safe and Suitable Premises
Outcome 13: Complaints procedures                
Outcome 14: End of Life Care 
Outcome 15: Food and Nutrition 
Outcome 16: Residents’ Rights, Dignity and Consultation   
Outcome 17: Residents’ clothing and personal property and possessions 
Outcome 18: Suitable Staffing 

 
This monitoring inspection was announced and took place over two days. As part of the 
monitoring inspection the inspector met with residents, relatives, and staff members. The 
inspector observed practices and reviewed documentation such as care plans, medical 
records, accident logs, policies and procedures and staff files.  
 
Residents appeared to be well cared for and their health needs were met however 
improvements were required in a number of areas, including: 
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 elder abuse training 
 safety statement 
 risk management 
 emergency plan 
 fire safety 
 manual handling 
 medication management 
 review of the quality and safety of care 
 medical reviews 
 referral to allied therapies 
 programme of activities 
 the use of restraint 
 insufficient storage space including storage of clinical equipment 
 insufficient communal space 
 inadequate sanitary facilities 
 inadequate infection prevention and control practices 
 complaints management 
 nutrition policy 
 recruitment. 

 
The Action Plan at the end of this report identifies where improvements are needed to 
meet the requirements of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the National 
Quality Standards for Residential Care Settings for Older People in Ireland.  
 
Section 41(1)(c) of the Health Act 2007 
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.  

 
Theme: Governance, Leadership and Management 
Effective governance, leadership and management, in keeping with the size and 
complexity of the service, are fundamental prerequisites for the sustainable delivery 
of safe, effective person-centred care and support. 

 
Outcome 3 
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  
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Outstanding action(s) required from previous inspection:
 
No actions were required from the previous inspection  
 

 
Inspection findings 
 
The person in charge is a registered nurse and works full time in the centre. The 
inspector saw evidence that she was currently registered with the relevant nursing 
professional body. 
 
The inspector formed the view that the person in charge was a suitably experienced 
nurse with authority, accountability and responsibility for the provision of the service. 
 
Theme: Safe care and support 
Safe care and support recognises that the safety of service users is paramount. A 
service focused on safe care and support is continually looking for ways to be more 
reliable and to improve the quality and safety of the service it delivers.  
In a safe service, a focus on quality and safety improvement becomes part of a 
service-wide culture and is embedded in the service’s daily practices and processes 
rather than being viewed or undertaken as a separate activity. 
To achieve a culture of quality and safety everyone in the service has a responsibility 
to identify and manage risk and use evidence-based decision-making to maximise the 
safety outcomes for service users.

 
Outcome 6 
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 
 
Outstanding 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 
of abuse. 
 

 
Inspection findings 
 
The centre had a policy on the prevention and detection of abuse dated February 2010 
that was signed by the person in charge and the provider. However, the policy was not 
sufficiently centre-specific to guide staff on how to adequately respond to an allegation of 
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abuse and there was no evidence of a proposed date for review of the policy. Training on 
the prevention and detection of abuse was provided on 23 August 2011 and the person in 
charge stated that all staff members attended. A sample of staff files reviewed by the 
inspector contained certificates of attendance at this training; however, there was no 
overall record maintained identifying what members of staff have received mandatory 
training on abuse.  
 
Staff spoken with by the inspector appeared knowledgeable of what constituted abuse 
and what to do in the event of an allegation of abuse. Residents spoken with by the 
inspector stated that they felt safe in the centre and would have no hesitation in 
addressing concerns they may have with any member of staff. 
 
Outcome 7 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems  
 
Outstanding actions required from previous inspection:
 
Make adequate arrangements for reviewing fire precautions, and testing fire 
equipment, at suitable intervals. 
 
Provide suitable training for staff in fire prevention. 
 
Ensure, by means of fire drills and fire practices at suitable intervals, that the 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 saving life. 
 

 
Inspection findings 
 
There was a health and safety manual that provided generic information on control 
measures for specified hazards, but there was no safety statement specific to Cherryfield 
Nursing Home available on the day of inspection. 
 
There was a risk management policy dated February 2010 that was signed by the person 
in charge and the provider. The risk management policy detailed the precautions to 
control specified risks such as resident absent without leave, assault, accidental injury, 
aggression and violence and self-harm. There was an accident and incident report book 
containing details of accidents and incidents such as falls involving residents. There was 
no evidence, however, of investigation and learning from serious or untoward incidents or 
adverse events involving residents. 
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There was an emergency plan dated February 2010 that was signed by the person in 
charge and the provider. The plan detailed what to do in the event of emergencies such 
as power outage, loss of water supply and heat outage, however, it did not contain 
specific contact details of those to be contacted in an emergency or provide for 
alternative accommodation in the event of an emergency evacuation. 
 
There was a fire safety register detailing the annual servicing of fire extinguishers and the 
testing and maintenance of emergency lighting that took place in April 2012 and the 
quarterly testing of the fire alarm that took place in July 2012. A record detailing the daily 
inspection of escape routes was last completed on 30 August 2012. The fire safety 
register also contained a record with a heading of “Weekly Inspection” but it did not 
specify what the weekly inspection involved and it was not completed since 30 August 
2012. The most recent fire drills took place on 10 July 2012 and 11 July 2012 and records 
indicated that a total of seven members of staff attended both fire drills. The most recent 
fire safety training was provided by the registered provider on 28 August 2012 and 30 
August 2012, however, not all staff had attended annual fire safety training. One of the 
emergency fire exits contained a door ledge approximately six to seven centimetres in 
height that could pose a trip hazard in the event of an emergency evacuation. 
 
None of the residents smoked cigarettes; however, the centre did not have a smoking 
policy to provide guidance to staff should they receive an application for admission from a 
person that smoked. The centre does not have a designated smoking area. 
 
Manual handling training was last provided for staff on 24 November 2010 and there was 
no evidence available that further training was scheduled. Not all staff members have 
received training in manual handling. 
  
Outcome 8 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 
Outstanding action required from previous inspection:
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 

 
Inspection findings 
 
There was a policy on the ordering, prescribing, storing and administration of medicines, 
dated February 2010 that was signed by the person in charge and the provider. However, 
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it was a generic policy that was not centre-specific and there was no evidence that it had 
been reviewed or of a proposed date of review.  
 
The medication prescription sheet and administration record contained all the items 
required by the regulations. Medication administration practices observed by the 
inspector were in line with professional guidelines. There were no drugs governed by the 
misuse of drugs act stored in the centre on the days of inspection.  
 
There was no evidence of ongoing audit of medication management in the centre. The 
last audit took place on 22 April 2011 by an external pharmacist; however, there was no 
evidence of change in practice as a result of the audit. There was no evidence of internal 
audit of medication management.  
 
The person in charge informed the inspector that out-of-date and unused medications are 
returned to the pharmacy, however, there was no record maintained.  
 
Theme: Effective care and support
The fundamental principle of effective care and support is that it consistently delivers 
the best achievable outcomes for people using a service within the context of that 
service and resources available to it. This is achieved by using best available national 
and international evidence and ongoing evaluation of service-user outcomes to 
determine the effectiveness of the design and delivery of care and support. How this 
care and support is designed and delivered should meet service users’ assessed needs 
in a timely manner, while balancing the needs of other service users. 

 
Outcome 10 
The quality of care and experience of the residents are monitored and developed on 
an ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 
Outstanding actions required from previous inspection:  
 
Establish and maintain a system for reviewing the quality and safety of care provided 
to, and the quality of life of, residents in the designated centre at appropriate 
intervals. 
 
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. 
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Inspection findings 
 
Following the previous inspection on 4 August 2011 and 5 August 2011 the provider 
responded in the action plan that a weekly collection of data had commenced, which 
would be analysed on a monthly basis for the purpose of reviewing the quality of care. 
The provider also stated that a questionnaire was being developed for distribution to 
relatives twice yearly. The provider stated that both of these actions would commence on 
1 October 2011. There was no evidence available on the day of the inspection that these 
actions had been implemented. 
 
Outcome 11 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied health care. 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 
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.  
 
Outstanding action(s) required from previous inspection:  
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
 
Provide a high standard of evidence-based nursing practice. 
 
Provide opportunities for each resident to participate in activities appropriate to 
his/her interests and capacities. 
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Inspection findings 
 
Residents were facilitated to access their own general practitioner (GP) and, where this 
was not possible, they were assisted to transfer to a GP of their choice from four GPs that 
visited the centre. A sample of medical records reviewed by the inspector showed that 
not all residents were reviewed at least three monthly by their GP as required by the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended).  
 
A sample of care plans reviewed indicated that residents received a comprehensive 
nursing assessment on admission and at least three-monthly thereafter. There was 
evidence of the use of standard assessment tools for issues such as dependency levels, 
nutritional assessment and falls risk assessment.  
 
The person in charge stated that there was ready access to allied therapies such as 
occupational therapy, speech and language therapy and dietician services, however, 
there was no evidence that these services were availed of for any resident. In the case of 
one resident that had gained a significant amount of weight over a relatively short period 
of time there was no evidence of referral for consultation to dietician services. There was 
no evidence that any residents with limited mobility had been assessed by an 
occupational therapist as to the appropriateness of their seating arrangements. A 
physiotherapist visits the centre each week as part of the activities programme and 
provides feedback on a quarterly basis on those residents that participate in the 
programme of activities.  
 
There was a programme of activities displayed on the notice board in the centre. 
Activities listed included hand massage, fit for life, DVD, SONAS, music and mass; 
however, there was no evidence of consultation with residents to determine if the 
programme of activities met the needs of individual residents. The inspector noted that 
on one of the mornings of the inspection the television and radio were both playing 
simultaneously in the sun room making it difficult the hear either clearly. Another 
television was playing loudly in the sitting room; however, it did not appear that any of 
the residents were interested in the programme at the time. A number of residents 
remain in their rooms all day and do not partake in any of the organised activities and do 
not dine with the other residents. Staff informed the inspector that these residents 
preferred to remain in their rooms despite encouragement to join the other residents.  
 
Restraint in the form of a vest was in place for one resident. The resident’s notes 
contained an assessment completed by a staff member detailing alternative therapies to 
minimise the use of restraint. There was evidence that the use of restraint was discussed 
with relatives and consent was obtained. The person in charge informed the inspector 
that the restraint was in place for the resident’s safety as the resident has a history of 
falling. A number of other residents had bedrails in place but there was no record of 
discussion with the resident or consent for the use of bedrails. There was no record 
maintained of the occasions on which restraint was used, the nature of the restraint or its 
duration. Additionally there was no assessment of the risk posed by the use of restraint 
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and level of supervision required when restraint was in place and there was no record of 
safety checks during the period of restraint. 
 
Outcome 12 
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  
 
Outstanding action(s) required from previous inspection:
 
Provide adequate private and communal accommodation for residents. 
 
Provide sufficient numbers of toilets and wash-basins which incorporate thermostatic 
control valves or other suitable anti-scalding protection, at appropriate places in the 
premises. 
 
Provide and maintain external grounds which are suitable for, and safe for use by 
residents. 
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents. Provide sufficient 
storage space and office space. Ensure call bells and other automated sounds operate 
at a comfortable level. 
 

 
Inspection findings 
 
The centre is registered to provide care for 17 residents. On the day of the inspection 
there were 15 residents. The centre comprises four double bedrooms and nine single 
bedrooms, however, one of the single bedrooms is only accessible from within the centre 
by going through one of the double rooms; there is a door that leads directly outside 
from this room but it is unused. None of the bedrooms were en-suite and all contained a 
wash-hand basin.  
 
There was a small office used by the person in charge and the nursing staff, which was 
also used to store the medication trolley. There was no treatment room. There were two 
communal rooms; the larger of the two can be accessed through the dining room and the 
other was a small sunroom located just off the entrance hallway. There was a range of 
seating in the communal rooms, most of which had cloth upholstery and had visible 
stains.  There were nine chairs in the larger sitting room and four chairs in the sunroom, 
which was not sufficient seating for all residents.  
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There were a total of three toilets for use by staff and residents, however, one of the 
toilets was in the sluice room and did not have a seat or cover. Due to the location and 
condition of this toilet it was not suitable for use by staff or residents. Another toilet was 
contained in a room that had a standard shower tray and a non-functioning shower. 
There was a metal “door closer” attached to the door of this room that was not secured 
in place properly and frequently prevented the door from being opened to a degree that 
would allow access to the room. This room also contained a wash-hand basin with a 
liquid soap dispenser, a paper towel dispenser and a cloth towel. The third toilet was in a 
bathroom that contained a standard bath and a wash-hand basin. Soap was available in 
the form of a bar of solid soap and there was a cloth towel for drying hands. There was a 
liquid soap dispenser and a paper towel dispenser; however, both of these were empty. 
There were also two wheelchairs and a dressing trolley stored in this bathroom. The use 
of solid soap and cloth towels and the storage of the dressing trolley in this bathroom 
were not good infection prevention and control practice. 
 
The sluice room contained a toilet bowel, a bedpan/urinal washer, a ceramic sink and a 
wash-hand basin. There was a liquid soap dispenser, a paper towel dispenser, a bar of 
solid soap and a cloth towel. There was also a clinical waste bin that did not have a bin 
liner; however, there was waste in the bin. There was a linen cupboard in the sluice room 
used for storing bed linen and a vacuum cleaner. The inspector formed the view that the 
location of the linen cupboard in the sluice room was not good infection prevention and 
control practice and posed a risk for cross contamination. 
 
There was no area, separate from the resident’s own bedroom, in which to meet visitors 
in private. There was limited storage space for equipment. There was a hoist stored in a 
resident’s bedroom with a sticker indicating that it had been serviced in November 2011, 
however, there were no maintenance records available to verify that all equipment had 
been serviced annually. 
 
The dressing trolley was also used by staff as a cleaner’s cart for transporting cleaning 
equipment, soiled linen and clean linen. The person in charge was informed by the 
inspector that the storage of the dressing trolley in the bathroom and its use for 
housekeeping purposes was not acceptable practice. The inspector viewed an infection 
prevention and control policy that was generic and not centre-specific and did not contain 
sufficient detail to guide practice. Based on observations by the inspector, cleaning 
practices were not in keeping with good infection prevention and control practice and 
posed a risk for cross contamination.  
 
Theme: Person-centred care and support
Person-centred care and support has service users at the centre of all that the service 
does. It does this by advocating for the needs of service users, protecting their rights, 
respecting their values, preferences and diversity and actively involving them in the 
provision of care. Person-centred care and support promotes kindness, consideration 
and respect for service users’ dignity, privacy and autonomy.  
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Outcome 13 
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 
 
Outstanding action(s) required from previous inspection:
 
No actions were required from the previous inspection 
  

 
Inspection findings 
 
There was a complaints policy dated February 2010 and signed by the person in charge 
and the provider. There was a notice displayed on the notice board detailing the 
complaints process. Both the complaints policy and the displayed notice were generic in 
nature and did not identify by name the person responsible for dealing with complaints. 
While the complaints policy identified a named advocate, it was not clear if this person 
was the independent person required by the regulations, and if so, the appeals process 
was not clearly outlined. 
 
The inspector viewed the complaints log which contained a total of five complaints dated 
between 5 June 2010 and 10 January 2011. The inspector formed the view that the 
complaints log was not an accurate reflection of complaints made by residents, relatives 
and visitors. 
 
Outcome 15 
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 discrete and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes   
 
Outstanding action(s) required from previous inspection:  
 
Implement a comprehensive policy and guidelines for the monitoring and 
documentation of residents’ nutritional intake. 
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Inspection findings 
 
There was a nutrition policy that was generic and did not address monitoring or 
documenting residents’ intake. It was not signed or dated and there was no evidence that 
it had been reviewed or a proposed date of review.  
 
There was fresh water, fruit and juice available and offered to residents throughout the 
day. Residents were given a choice of food at mealtimes and those residents requiring 
assistance at mealtimes were give assistance in a dignified and respectful manner. 
Residents were offered snacks at night time and when requested. 
 
There was one resident on a soft diet which was prescribed following assessment by a 
speech and language therapist when the resident was in an acute hospital. This 
information was contained in the resident’s care plan and was also available in the 
kitchen for reference by the kitchen staff. 
 
Theme: Workforce 
The workforce providing a health and social care and support service consists of all 
the people who work in, for, or with the service provider and they are all integral to 
the delivery of a high quality, person-centred and safe service. Service providers must 
be able to assure the public, service users and their workforce that everyone working 
in the service is contributing to a high quality safe service. 

 
Outcome 18 
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  
 
Outstanding action(s) required from previous inspection:
 
Ensure that the numbers and skill mix of staff, specifically in relation to activities 
coordination, are appropriate to the assessed needs of residents, and the size and 
layout of the designated centre. 
 
Provide staff members with access to education and training to enable them to 
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provide care in accordance with contemporary evidence-based practice. 
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory information 
and documents specified in Schedule 2 have been obtained in respect of each person. 
 
Put in place recruitment procedures to ensure 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. 
 

 
Inspection findings 
 
Staff members appeared to be knowledgeable in relation to the individual needs of the 
residents and were responsive to their requests.  
 
There was no recruitment and selection policy available. A sample of staff files viewed by 
the inspector contained evidence of manual handling training in November 2010 and 
training on the prevention and detection of elder abuse in August 2011. Record keeping 
in relation to training did not support the ongoing monitoring of staff training to ensure 
that all staff members had received appropriate training to meet the needs of residents.  
 
A sample of staff files viewed by the inspector indicated that not all information and 
documents specified in Schedule 2 have been obtained in respect of each person. Not all 
files contained evidence of Garda Síochána vetting, a full employment history with 
satisfactory evidence of any gaps in employment or evidence that the person was 
physically and mentally fit for the purposes of the work that perform at the centre. There 
was not a record of current registration with the relevant nursing professional body for all 
staff nurses employed in the centre.   
 
There was no evidence on ongoing appraisals of staff and this was confirmed by the 
person in charge.  
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Closing the visit  

 
At the close of the inspection visit a feedback meeting was held with the person in charge 
and a staff nurse to report on the inspector’s findings, which highlighted both good 
practice and where improvements were needed.  
 
Acknowledgements 
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REPORT COMPILED BY  
 
John Greaney 
Inspector of Social Services 
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Provider’s response to inspection report 
 

Centre: 
 

 
Cherryfield Nursing Home 

Centre ID as provided by 
the Authority: 

 
0213 

Date of inspection:
 

 
4 October 2012 and 5 October 2012 

Date of response: 
 

 
28 November 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. 
 
Theme: Safe care and support 

 
Outcome 6: Safeguarding and safety 
The provider is failing to comply with a regulatory requirement in the following 
respect:  
 
The policy for the prevention, detection and response to abuse was not sufficiently 
detailed or centre-specific to guide staff on how to adequately respond to an allegation of 
abuse. 
 
Action required:  
 
Put in place a policy on and procedures for the prevention, detection and response to 
abuse. 
 
Reference:    

Health Act, 2007 
                   Regulation 6: General Welfare and Protection 

   
Health Information and Quality Authority 
Regulation Directorate 
 
 
Action Plan 
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Standard 8: Protection 
Standard 9: The Resident’s Finances 

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

Timescale: 
 

Provider’s response: 
 
Existing policy was installed following training by an external 
provider, and it reflects our strong zero tolerance level to abuse.  
 
Review existing policy and procedures and amend to meet your 
concerns. Update records to identify staff that have completed 
training on abuse. 
 

 
 
1 February 2013 
 

 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the following 
respect:  
 
The centre did not have a centre-specific safety statement. 
 
To ensure that the risk management policy covers the arrangements for the identification, 
recording, investigation and learning from serious or untoward incidents or adverse events 
involving residents. 
 
To put in place a comprehensive centre-specific emergency plan to deal with emergencies.
 
Daily and weekly fire safety checks had not been completed since 30 August 2012. 
 
There was a door ledge approximately six to seven centimetres in height at one of the 
emergency exits that is a potential trip hazard. 
 
To put in place a centre-specific smoking policy. 
 
Not all staff members have received up-to-date manual handling training. 
 
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.  
  
Action required:  
 
Ensure that the risk management policy covers the arrangements for the identification, 
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recording, investigation and learning from serious or untoward incidents or adverse events 
involving residents. 
 
Action required:  
 
Ensure that the risk management policy covers the arrangements for the identification, 
recording, investigation and learning from serious or untoward incidents or adverse events 
involving residents. 
 
Action required:  
 
Put in place a comprehensive centre-specific emergency plan to deal with emergencies. 
 
Action required:  
 
Make adequate arrangements for detecting, containing and extinguishing fires; giving 
warnings of fires; the evacuation of all people in the designated centre and safe 
placement of residents; the maintenance of all fire equipment; reviewing fire precautions, 
and testing fire equipment, at suitable intervals. 
 
Action required:  
 
Provide suitable training for staff in fire prevention. 
 
Action required:  
 
Take all reasonable measures to prevent accidents to any person in the designated centre 
and in the grounds of the designated centre. 
 
Action required:  
 
Put in place a centre-specific smoking policy.  
 
Action required:  
 
Ensure that all staff members have up-to-date manual handling training. 
 
Reference:    

Health Act, 2007 
                   Regulation 30: Health and Safety 

Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety  
Standard 29: Management Systems  
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Please state the actions you have taken or are planning to 
take  with timescales: 
 

Timescale:
 

Provider’s response: 
 
(Action 1,2,3,4, 5,7) An external provider has been employed to 
produce a centre specific policy for Cherryfield Nursing Home on 
health & safety. Following consultations and visits to Cherryfield 
they have provided a new detailed Health and Safety Policy.  
Amendments to comply with your requirements are being studied. 
This new centre specific policy will then be given to all staff during 
staff training in January 2013. All staff will be fully trained. 
 
(Action 5+6) Current system of fire prevention and training under 
review. 16 staff including provider attended training August 12 
2012. All staff will attend training on either 4 Dec 2012 or 5 
December 2012.  
 
(Action 8) A centre specific no smoking policy will be implemented.  
 
(Action 9) Manual handling training will be provided for all staff who 
require it in January 2013.   
 

 
 
1 February 2013 
 
 
 
 
 
 
 
1 January 2013 
 
 
 
 
1 January 2013 
 
1 February 2013 
 

 
Outcome 8: Medication management 
The provider is failing to comply with a regulatory requirement in the following 
respect:  
 
The medication management policy was not centre-specific. 
 
There was no record maintained of the return of unused or out-of-date medicines to the 
pharmacy. 
 
There was no evidence of ongoing audit of medication management practices. 
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies relating to 
the ordering, prescribing, storing and administration of medicines to residents and ensure 
that staff are familiar with such policies and procedures. 
 
Action required:  
 
Put in place suitable arrangements and appropriate procedures and written policies in 
accordance with current regulations, guidelines and legislation for the handling and 
disposal of unused or out of date medicines and ensure staff are familiar with such 
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procedures and policies. 
 
Reference:    

Health Act, 2007 
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Standard 14: Medication Management  

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

Timescale:
 

Provider’s response: 
 
Current policy will be reviewed and amended where necessary and 
staff familiarised with alterations. 
 

 
 
1 January 2013 
 

 
Theme: Effective care and support 

 
Outcome 10: Reviewing and improving the quality and safety of care  
The provider is failing to comply with a regulatory requirement in the following 
respect:  
 
To establish and maintain a system for reviewing the quality and safety of care provided 
to, and the quality of life of, residents in the designated centre at appropriate intervals. 
 
To 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. 
 
To 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. 
 
Action required:  
 
Establish and maintain a system for reviewing the quality and safety of care provided to, 
and the quality of life of, residents in the designated centre at appropriate intervals. 
 
Action required:  
 
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. 
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Action required:  
 
Consult with residents and their representatives in relation to the system for reviewing 
and improving the quality and safety of care, and the quality of life of residents. 
 
Reference:    

Health Act, 2007 
                   Regulation 35: Review of Quality and Safety of Care and Quality of Life 

Standard 30: Quality Assurance and Continuous Improvement 
 
Please state the actions you have taken or are planning to 
take  with timescales: 
 

Timescale: 
 

Provider’s response: 
 
(Action 1) Current policy will be amended to emphasise appropriate 
intervals. 
 
(Action 2) A report on Regulation 35 (1) will be prepared. 
 
(Action 3) Current Policy will be updated to ensure full adherence to 
requirements. 
 

 
 
1 January 2013 
 
 
1 February 2013 
 
1 February 2013 
 

 
Outcome 11: Health and social care needs 
The person in charge is failing to comply with a regulatory requirement in the 
following respect:  
 
Not all residents’ medical plan of care was reviewed by their GP at least three monthly. 
 
There was insufficient evidence that residents were referred for specialist services when 
required. 
 
There was insufficient evidence that residents were provided with a programme of 
activities based on the needs of the residents. 
 
To obtain consent for the use of restraint and to carry out a risk assessment of the level 
of supervision required when restraint was in place. 
 
To maintain a record of the occasions on which restraint was used, the nature of the 
restraint or its duration and of safety checks while restraint was in place. 
 
Action required:  
 
Keep each resident’s medical plan of care under formal review as required by the 
resident’s changing needs or circumstances and no less frequent than at 3-monthly 
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intervals. 
 
Action required:  
 
Facilitate each resident’s access to dietitian services, speech and language therapy 
occupational therapy, or any other services as required by each resident. 
 
Action required:  
 
Provide opportunities for each resident to participate in activities appropriate to his/her 
interests and capacities. 
 
Action required:  
 
Carry out risk assessments in relation to risk posed to residents by the use of restraint and 
the level of supervision required when restraint are in place. 
 
Action required:  
 
Maintain, in a safe and accessible place, a record of any occasion on which restraint is 
used, the nature of the restraint and its duration, in respect of each resident. 
 
Action required:  
 
Maintain a record of safety checks of residents, based on individual risk assessments, 
while restraint is in place. 
 
Reference:    

Health Act, 2007 
Regulation 8: Assessment and Care Plan 

                   Regulation 25: Medical Records 
Standard 10: Assessment  
Standard 13: Healthcare  
Standard 32: Register and Residents’ Records 

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

Timescale: 
 

Provider’s response: 
 
(Action 1) Currently in practice 
 
(Action 2) New policy to highlight and record this facility which is 
already in practice will be developed and distributed. 
 
(Action 3) A programme of activities is under constant review 

 
 
1 January 2013 
 
1 January 2013 
 
 
1 December 2012 
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(Action 4, 5 & 6) The new Health and Safety Policy as outlined in 
outcome 7 and will complement the system already in existence 
where restraint is only used with the expressed permission of 
resident and her family.   
 

 
1 February 2013  
 

 
Outcome 12: Safe and suitable premises 
The provider is failing to comply with a regulatory requirement in the following 
respect:  
 
There was insufficient space for the storage of clinical equipment such as the medication 
cart and dressing trolley. 
 
There was insufficient communal accommodation for 17 residents and there was no 
private area for residents to meet with their visitors separate from the resident’s own 
bedroom. 
 
There were insufficient toilets and showers to meet the needs of residents and staff. 
 
One of the toilets was not always accessible due to a faulty door-closing device. 
 
The use of solid soap and cloth towels was not good infection prevention and control 
practice and posed a risk for cross contamination. 
 
The use of a dressing trolley as a cleaning cart and its storage in the bathroom was not 
good infection prevention and control practice and posed a risk for cross contamination. 
 
There were no records available to verify that equipment was maintained to a safe 
standard. 
 
The clinical waste bin was being used without a bin liner which was not good infection 
prevention and control practice and posed a risk for cross contamination. 
 
Action required:  
 
Provide suitable premises for the purpose of achieving the aims and objectives set out in 
the statement of purpose, and ensure the location of the premises is appropriate to the 
needs of residents. 
 
Action required:  
 
Ensure suitable provision for storage of equipment in the designated centre.   
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Action required:  
 
Provide suitable communal space for residents and suitable facilities for residents to meet 
visitors in private which is separate from the residents’ own private rooms. 
 
Action required:  
 
Provide a sufficient number of toilets having regard to the number of dependent residents 
in the home and ensure that there are a sufficient number of toilets which are designed to 
provide access for residents in wheelchairs, having regard to the number of residents 
using wheelchairs in the designated centre. 
 
Action required:  
 
Provide a sufficient number of assisted baths and showers, having regard to the 
dependency of residents in the designated centre. 
 
Action required:  
 
Ensure the premises are of sound construction and kept in a good state of repair 
externally and internally. 
 
Action required:  
 
Provide adequate hand washing facilities having regard for good infection prevention and 
control practice. 
 
Action required:  
 
Provide suitable equipment for cleaning and keep all parts of the designated centre clean 
and suitably decorated. 
 
Action required:  
 
Ensure by training or other means that all staff members are familiar with good practice in 
relation to cleaning procedures. 
 
Action required:  
 
Maintain the equipment for use by residents or people who work at the designated centre 
in good working order. 
 
Action required:  
 
Put in place adequate arrangements for the proper disposal of clinical waste. 
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Reference:    
Health Act, 2007 

                   Regulation 19: Premises 
Standard 25: Physical Environment 

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

Timescale:
 

Provider’s response: 
 
Facilities for residents of Cherryfield have been in place for many 
years. Major reconstruction will be required to upgrade facilities. 
Professional help has been engaged to prepare a viable plan to 
meet with planning requirements of both the Authority and Wexford 
County Council. 
 
This work is ongoing and will, as already stated, have to be 
completed for re-registration.  
 
(Action 6) Meanwhile, adjustment to paper towel and soap 
dispenser system rather than towel system will be implemented. 
 
(Action 7+8) Current cleaning system will be reviewed and 
amended. A new cleaner will be employed and training provided for 
all staff. 
 
(Action 9) All equipment will be maintained and serviced at 
appropriate dates. A full list will be available for inspection rather 
than the current system.   
 
(Action 10) Our clinical waste procedure will be strictly enforced as 
per policy. 

 
 
1 January 2014 
 
 
 
 
 
 
 
 
1 January 2013 
 
 
1 February 2013 
 
 
 
1 February 2013 
 
 
 
1 January 2013 
 
 

 
Theme: Person-centred care and support                                                                

 
Outcome 13: Complaints procedures 
The provider is failing to comply with a regulatory requirement in the following 
respect:  
 
The complaints policy was not centre-specific. 
 
An independent appeals process was not clearly stated in the complaints policy or on the 
displayed notice. 
 
There was an inadequate record maintained of complaints made by residents, relatives 
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and visitors. 
 
Action required:  
 
Provide written operational policies and procedures relating to the making, handling and 
investigation of complaints from any person about any aspects of service, care and 
treatment provided in, or on behalf of a designated centre.  
 
Action required:  
 
Ensure the complaints procedure contains an independent appeals process, the operation 
of which is included in the designated centre’s policies and procedures.  
 
Action required:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
Reference:    

Health Act, 2007 
                   Regulation 39: Complaints Procedures 

Standard 6: Complaints  
 
Please state the actions you have taken or are planning to 
take  with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A vigorous policy on complaint procedures is in operation in 
Cherryfield. This will be reviewed in detail and amended to reflect 
your concerns where necessary. 
 
Our policy is clearly stated and recorded in all our literature, a copy 
is placed in each bedroom and available to all residents.  
 
All residents and their families are made familiar with this policy on 
admission. To date it has been met with satisfaction. It will certainly 
be reviewed and amended as necessary. Language and instructions 
will be simplified.   
 

 
 
1 January 2013 
 

 
Outcome 15: Food and nutrition  
The person in charge is failing to comply with a regulatory requirement in the 
following respect:  
 
To implement a comprehensive policy and guidelines for the monitoring and 
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documentation of residents’ nutritional intake. 
 
Action required:  
 
Implement a comprehensive policy and guidelines for the monitoring and documentation 
of residents’ nutritional intake. 
 
Reference:    

Health Act, 2007 
Regulation 20: Food and nutrition 
Standard 19: Meals and Mealtimes   

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

Timescale: 
 

Provider’s response: 
 
The comprehensive policy currently in place includes daily flow 
sheets, nutritional intake and monthly weighing of residents will be 
reviewed and documentation will be strengthened. 
  

 
 
1 January 2013 
 

 
Theme: Workforce 

 
Outcome 18: Suitable staffing 
The provider/person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
To put in place written policies and procedures relating to the recruitment, selection and 
vetting of staff. 
 
To 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. 
 
To supervise all staff members on an appropriate basis pertinent to their role. 
 
To provide staff members with access to education and training to enable them to provide 
care in accordance with contemporary evidence based practice. 
 
Action required:  
 
Put in place written policies and procedures relating to the recruitment, selection and 
vetting of 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. 
 
Action required:  
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
Action required:  
 
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 
                   Regulation 18: Recruitment 
                   Standards 22: Recruitment  
                   Standard 24: Training and Supervision 
 
Please state the actions you have taken or are planning to 
take  with timescales: 
 

Timescale:
 

Provider’s response: 
 
An external provider has been employed to produce a centre 
specific policy on human resources. They have completed their 
survey of the nursing home, existing HR policies and consulted with 
the provider. The new policy is at present going to print. When 
delivered to me, the management team will educate themselves 
first and then train staff in the new system. This new policy will 
address all issues. To properly implement this training we require an 
extra period of time. I have referred your report to them for 
inclusion in their final HR policy. 
   

 
 
1 March 2013 
 

 



Page 30 of 30 
 

 
 
 
Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
I would like to thank the inspector for his kind comments following his inspection of 
Cherryfield. We are taking all his comments in a positive manner.  
 
As explained, we will do all in our power to comply with his requests. We hope our 
timeframe is acceptable. Should there be any further queries I am available at all times 
for clarifications. 
 
At all times we strive to achieve the highest standards as outlined in our statement of 
purpose and function. The care of our residents is our number one priority and we are 
confident that our residents and their families will be fully supportive of the view that we 
provide a warm and caring home.   
 
Provider’s name: Laurence Doyle 
Date: 28 November 2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


