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Centre name: 

 
Cottage Nursing Home 

 
Centre ID: 

 
0217 
 
70 Irishtown 
 
Clonmel 

 
Centre address: 
 

 
Co Tipperary 

 
Telephone number: 

 
052-6122605 

 
Fax number: 

 
052-6170592 

 
Email address: 

 
mikelovell_51@yahoo.ie 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Cottage Nursing Home Ltd 

 
Person in charge: 

 
Siobain Lovell 

 
Date of inspection: 

 
25 June 2012 and 26 June 2012 

 
Time inspection took place: 

 
Start Day-1: 12:30hrs   Completion: 19:10hrs 
Start Day-2: 10:15hrs   Completion: 16:45hrs 

 
Lead inspector: 

 
Mary Moore 

 
Support inspector: 

 
Geraldine Ryan 

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 

 
Cottage Nursing Home is so named as the premises was originally The Cottage 
Hospital in Clonmel; it has been utilised as a private nursing home since 1960 and 
was purchased by the present owners in 2000. The centre was registered by the 
Authority in May 2011 for the accommodation of a maximum of 25 residents. On the 
day of inspection 19 residents were residing in the centre; all of them were in receipt 
of long-term care.  
 
The premises is a period, two-storey building with resident accommodation provided 
on both floors. The centre is directly accessed from the main street and the main 
entrance leads to the reception area and the nursing/administration office. 
Accommodation for ten residents is provided on the ground floor in four single 
bedrooms and three twin bedrooms, none of which are en suite. There is one single 
toilet and a shower room with assisted toilet, shower and a wash-hand basin 
provided for residents’ use on the ground floor. Also accommodated on the ground 
floor are the main kitchen and ancillary areas, separate rooms for resident dining and 
seating/communal activities, a residents’ smoking room, staff toilet and staff 
changing facilities, sluice room and toilet facilities for catering staff.  
 
The first floor is accessed by means of the main stairwell or by the passenger lift. 
Fifteen residents can be accommodated on the first floor in five single bedrooms, two 
twin bedrooms and two three-bedded rooms. One of the three-bedded rooms is en 
suite with assisted toilet, shower and wash-hand basin. Three further toilets are 
provided for residents’ use and there is a shower room with assisted shower and 
wash-hand basin. Separate dining and seating areas for residents are also provided 
on the second floor; there is a small “quiet room” for residents or visitors off the 
main sitting room. A sluice room, storage room and hairdressing facilities are also 
accommodated on the first floor. There is an enclosed fire escape provided that is 
accessed from the lift lobby and exits onto the ground floor to the rear of the 
building. 
 
Residents have access to a secure outdoor area to the rear and side of the premises. 
This area is compact with seating, paved area, mature shrubbery and an attractive 
raised walkway suitable for independent, mobile residents. 
 
There is ample car parking on the main street, one side of which is paid parking.   
 

Location 

 
Cottage Nursing Home is located in the heart of Clonmel town; St Mary’s Catholic 
Church is directly across the street and shops, newsagents and all other services and 
amenities are conveniently located and easily accessed.  
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Date centre was first established: 

 
1960 

 
Number of residents on the date of inspection: 

 
19 

 
Number of vacancies on the date of inspection: 

 
6 

 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
2 

 
5 

 
7 

 
5 

 
Management structure 
 
Cottage Nursing Home is owned and managed by Cottage Nursing Home Ltd, of 
which there are two directors, Mike Lovell and Siobain Lovell. Siobain Lovell is the 
nominated Registered Provider and the Person in Charge. The Person in Charge is 
supported in her role by her key senior manager, staff nurse Twincy Thomas who 
was appointed to the role in April 2012. A team of nursing staff, care assistants, 
catering staff and the activities coordinator attend to the needs of the residents on a 
daily basis. All staff report to the Person in Charge. 
 
Staff 
designation 

Person 
in 
Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on 
duty on day 
of 
inspection 

1* 1** 4*** 2 2 0 0 

 
* The KSM was the Acting PIC as the PIC was on holidays 
** The KSM was the nurse on duty until 14:00hrs. There are two nurses on duty 
approximately two days a week 
*** Three carers after 14:00hrs 
 

Background  
 
This inspection was the third inspection of Cottage Nursing Home by the Health 
Information and Quality Authority (the Authority). The primary purpose of the 
inspection was to follow up on the implementation by the provider of the action plan 
that emanated from the last inspection. 
 
The first inspection was a scheduled announced inspection on 23 September 2009. 
On that occasion the inspectors were satisfied that the nursing, medical and other 
healthcare needs of residents were catered for to a good standard. Improvements 
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were identified and these were outlined for the provider in the action plan at the end 
of that report and included:  
 

 staffing levels 
 medication management practices 
 risk management 
 the completeness of staff files 
 infection prevention and control 
 the management of complaints. 

 
A desk-top follow up was conducted with the nominated registered provider on 15 
January 2010.  
 
The second inspection was an announced registration inspection that took place over 
two days on the 19 October 2010 and 20 October 2010. Inspectors found evidence 
of substantial improvements made since the first inspection, and while further areas 
requiring improvement were identified, inspectors were satisfied that the 
provider/person in charge had a good knowledge of, and was committed to, 
complying with the regulations and the standards. There was evidence of a culture of 
ongoing review and continuous improvement. Inspectors were satisfied, and 
residents and relatives comments confirmed, that residents were in receipt of a 
quality, person-centred service where residents were encouraged to remain 
independent and where individuality was understood and respected.  
 
Inspectors found that the premises and adjoining grounds were secure, comfortable, 
clean and well maintained; the fact that the premises was not purpose-built and the 
site was compact presented some difficulties. A number of improvements were 
required to enhance the many findings of good practice and these were set out in 
detail in the action plan at the end of the registration inspection report. These 
improvements included:  
 

  best practice in the use of restraint 
 completeness of staff files 
 centre-specific risk assessment and management 
 laundry and staff facilities 
 receiving and managing complaints 
 record keeping 
 the implementation of policies in practice. 

 
 
Summary of findings from this inspection  
 
 
This inspection was unannounced. The nominated registered provider/person in 
charge was on annual leave and the recently appointed key senior manager was on 
duty and in charge of the centre. In the absence of the person in charge staff on 
duty cooperated fully with the inspectors and demonstrated commitment, 
responsibility and accountability for the service and the care and services provided to 



 

Page 6 of 32 

the residents. The inspectors were satisfied that the nursing, medical and other 
healthcare requirements of the residents were met to a good standard.  
 
There was evidence of willingness and capacity to comply with regulatory 
requirements and best practice, and systems had been introduced to facilitate 
compliance. The inspectors saw that a service plan was in place with identified 
actions and timeframes for the completion of audits, staff training, policy review, 
care plan evaluations and timely medical reviews. However, despite the apparent 
willingness, capacity and systems implemented the overall inspection findings were 
not satisfactory. While systems of review aimed at continuous improvement were in 
place, systems were not structured and as a result while improvements were evident, 
the lack of consistency in the implementation of recommendations made by the 
Authority or identified locally by the person in charge, impacted negatively on the 
level of compliance achieved and resulted in ongoing risk to the safety and welfare of 
residents, staff and others. Effective administration systems would have facilitated 
satisfactory compliance with five regulatory requirements. This requires robust 
review by the provider to ensure that the governance of the centre is organised, 
structured and facilitates compliance with the Health Act 2007, the regulations and 
Standards and all other relevant legislation.     
 
The inspection followed up on the 18 actions and two best practice recommendations 
that had emanated from the last inspection. The inspectors concluded that six 
actions and one best practice recommendation were fully met; four actions were 
partially implemented and eight actions had not been progressed. The provider’s 
failure to address two actions from the last inspection, these most recent inspection 
findings and the significant risks identified by the inspectors resulted in the issuing of 
an immediate action plan with completion timeframes set by the Authority to the 
registered provider. This immediate action plan addressed two linked regulatory 
failures: 
 

 inadequate precautions against the risk of fire, fire detection and the safe 
evacuation of residents if necessary in the event of fire 

 failure to identify and provide adequate and appropriate storage. 
 
A total of 13 actions outlining the regulatory failures and required improvements 
were issued to the provider including the immediate improvements required. These 
required improvements are set out in detail in the action plan at the end of this 
report.   
 
1. Action required from previous inspection:  
 
The provider will review the policy and practice of restraint and aim towards a 
restraint-free environment for all residents. If restraint is to be used it should be as a 
last resort. Policy and practice shall adhere to best practice guidelines.  
 
Accurate documentation shall be maintained of assessment, consent, the nature of 
the restraint, review, removal of, and opportunity for motion and exercise and all 
other matters as prescribed so as to comply with best practice, policy and regulatory 
requirements in relation to restraint.  
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Provide education for all staff on restraint so that they have an understanding, up-to-
date knowledge and skills to enable them to care for residents in line with best 
practice, policy and all relevant national guidelines.  
 
Provide residents and their representatives with the information required to make an 
informed decision about any proposed medical intervention or treatment. Written 
consent reflects this discussion and is specific to the proposed intervention, 
treatment and care-giving. 
 
 
This action was partially implemented. The inspector saw that staff had access to 
nationally agreed best practice guidelines on the use of restraint in residential care 
settings and two staff had attended train the trainer education in October 2011 
facilitated in conjunction with the implementation of these guidelines. Staff spoken 
with by the inspector articulated increased awareness and knowledge of the use of 
restraint. A restraint register was maintained for the use of bedrails and two lap belts 
that were in use in line with the specific clinical requirements of residents. There was 
documentary evidence of assessment, discussion and agreement, monitoring, review 
and removal of the restraining device.  
 
However, the “risk balance” assessment tool that was in use did not clearly 
demonstrate how it computed the risk of using or not using a bedrail and this 
requires further review so that it supports a strong evidence base to restraint 
practice. 
 
It was also of concern to inspectors that an audit of the use of restraint conducted 
by nursing staff in November 2011 indicated that much of the good practice 
evidenced by inspectors at the time of this inspection was not in place at the time 
the audit was completed. The audit results indicated that significant interventions 
such as a clear clinical rationale for the use of restraint, the completion of a risk 
assessment, records of appropriate observational checks of the resident while the 
restraint was applied, and the maintenance of a restraint register were not in place in 
November 2011. The audit was completed twelve months after the recommendations 
of the first inspection and nine months after a serious incident involving a resident 
and the use of bedrails. Staff spoken with by the inspector did not have a clear 
rationale to offer for the audit findings.    
  
2. Action required from previous inspection:  
 
The provider shall ensure that the care plan reflects assessment findings and sets out 
in detail the action to be taken by staff. 
 
The care plan is formally re-evaluated by staff in consultation with the resident 
and/or their representative and updated as indicated by the resident’s changing 
needs and circumstances and no less frequently than at three-monthly intervals.  
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This action was met. The inspector reviewed four nursing care plans and was 
satisfied that the care plan reflected the resident’s assessed needs, was appropriately 
evaluated in line with the resident’s changing needs or at a minimum three monthly. 
Each care plan was augmented by a suite of validated assessment tools including the 
Malnutrition Universal Screening Tool (MUST) which had been implemented since the 
last inspection. There was a social dimension to the care plans and evidence of 
consultation with the resident or their representative as appropriate.  
 
3. Action required from previous inspection:  
 
Ensure that accident and incident records are maintained in a manner that ensures 
consistency, completeness, accuracy and ease of retrieval. 
 
Review and utilise data collated as recommended for the purposes of ongoing quality 
monitoring and continuous improvement. Take appropriate action in response to any 
trends identified or findings of concern arising from the data. 
 
 
This action was partially implemented. The inspectors found that there was an 
ongoing duplication of accident and incident records with both hard and soft records 
in place. While staff reported that the records (hard and soft copies) were congruent 
the inspectors found that they were not, and there were inconsistencies between 
both records as to the number and nature of accidents recorded. Notwithstanding 
the inconsistencies noted there was evidence to support that the person in charge 
had not given notice to the Chief Inspector of all accidents and incidents occurring in 
the centre. 
 
There was evidence to support that accidents and incidents were reviewed by the 
person in charge and required improvements; recommendations for improved 
practice were identified. There was evidence of the implementation of some but not 
all of these recommendations. For example, where referral to speech and language 
services was recommended following an incident, the inspector saw that this was 
facilitated and staff spoken with were clear as to the recommended treatment to 
prevent reoccurrence. Staff also told the inspector that a full review of beds and 
bedrails had been conducted and new equipment purchased following a serious 
incident related to the use of bedrails.  
 
The reviews of serious incidents and accidents such as falls, resident smoking or 
medication errors were comprehensive and potentially constructive in terms of 
enhancing clinical and safety outcomes for residents. However, the benefit of the 
reviews was compromised by an evident lack of clarity and consistency in the 
communication and consistency of the implementation of the recommended 
improvements. For example a comprehensive falls audit completed in January 2012 
recommended an increase in the frequency of nightly observational checks on 
residents yet staff spoken with gave conflicting accounts of the frequency of such 
checks. As previously mentioned the findings of the restraint audit suggested that 
recommendations made following a serious incident had not been implemented. 
Therefore while there was evidence of a system of review and learning, the lack of 
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consistency in the implementation of recommendations potentially impacted on its 
effectiveness to reduce risk and prevent reoccurrence.       
 
4. Action required from previous inspection:  
 
Ensure that risk assessments are carried out for every area of work and associated 
work activities. The findings of the risk assessment and the action taken to manage 
identified risks are recorded and communicated to all staff. The risk assessments 
encompass both clinical and non-clinical risks. 
 
Complete risk assessments specifically for:  
 

 the safety and suitability of the outdoor area for use by all residents 
 the safety and suitability of the roller iron in its current context   
 any resident self medicating as outlined in local policy. 

 
 
This action was partially implemented. The inspectors saw that there were systems 
in place for risk assessment, hazard identification and the implementation of required 
controls. The risk assessments reviewed were centre specific, discussed with and 
communicated to staff on an ongoing basis. Risk assessments identified as required 
on the last inspection had been completed. However, very apparent and significant 
risks had not been identified and assessed, such as an assessment of fire safety 
procedures and the risks posed by inadequate storage and poor storage practices; 
this resulted in the issuing of an immediate action plan to the provider. It was not at 
all times clear when a risk was identified what action was to be taken to modify or 
remove that risk where this was possible. For example where uneven external 
surfaces had been identified as a risk to residents, and controls such as staff 
accompaniment had been identified there was no action identified as to the repair 
and maintenance of the uneven surfaces. Likewise as previously mentioned there 
was a lack of clarity in relation to the communication and implementation of 
improvements identified to reduce the risk of falls.  
 
The inspectors saw that all windows including first floor windows were unrestricted. 
 
While residents had access to a call bell system, the inspectors saw and staff 
confirmed that the system was not addressable; the control panel did not identify for 
staff which call bell had been activated by a resident.    
 
The inspectors saw nursing documentation and accident and incident records of 
challenging behaviours exhibited by residents with resultant risk and physical injury 
to staff. Staff spoken with were concerned for their personal safety but also very 
person-centred in their approach to such residents. The inspector saw that a risk 
assessment had been completed in May 2012 but the action plan was generic. The 
inspector did not see and staff spoken with confirmed that behaviour monitoring 
charts as recommended in best practice, to record behaviours so as to identify 
patterns, possible antecedents/triggers to the behaviour and identify appropriate 
resident and context specific interventions, were not in use. The use of such charts 
would have allowed for the objective documentation and evaluation of the 
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behaviours, the formulation of a resident-specific action plan, including if required 
and justified, the use of appropriate medication where preventable causes had been 
ruled out and the risks and benefits of the use of medication had been objectively 
evaluated in relation to the ongoing risk of distress and potential harm to both 
residents and staff. 
 
5. Action required from previous inspection:  
 
The provider shall ensure that suitable and sufficient care and all appropriate 
healthcare is provided and facilitated in line with the residents’ assessed needs and 
no less frequently than at three-monthly intervals.  
 
Ensure that residents’ medical records are maintained in a manner that ensures 
completeness, accuracy and evidence of regular and timely consultation. 
 
Each resident is assessed as to their requirement for any other services as may be 
required and access to such service is facilitated so that each resident is supported 
on an individual basis to achieve and maintain the best possible health. 
 
 
This action was met. The inspector reviewed the medical records of the current 
residents and saw that equitable and timely medical review as appropriate to the 
needs of the residents was facilitated. Medical records also indicated that residents 
were medically reviewed in a timely manner following their admission to the centre. 
 
Medical records reviewed also indicated that residents had access to other healthcare 
services such as speech and language, dietetic and dental services. The inhouse 
physiotherapy service continued and the physiotherapist attended the centre twice 
weekly. The delivery of the programme was structured and based on a three-
monthly assessment of each resident’s needs and the formulation of an individual 
treatment programme in line with the assessment findings. Mobility aids and 
protective devices such as hip-protectors were available to the residents as part of 
their care plan. 
 
6. Action required from previous inspection:  
 
Provide full and satisfactory information in relation to all staff in respect of the 
matters listed in the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). 
 
Provide a copy of the certificate of current registration with their professional 
regulatory body in respect of all nursing staff employed.  
 
 
This action was not met. A sample of staff files reviewed by the inspector was not 
congruent with the requirements of Article 18 and schedule 2 of the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) Regulations 
2009 (as amended). Omissions noted included lack of confirmation of Garda 
Síochána vetting; three written references including a reference from the person’s 
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most recent employer as indicated in their CV were not in place; and there was no 
evidence of mental and physical fitness. References were largely of a testimonial 
type and there was no evidence to indicate that the provider had satisfied itself as to 
the authenticity of the references provided. 
 
Evidence of current registration with An Bord Altranais 2012 was available for all 
nursing staff employed.  
 
7. Action required from previous inspection:  
 
Review existing documentation and ensure clarity of terminology, policy and 
procedure in relation to complaints so that practice is standardised and consistent 
and facilitates best practice in complaint management.    
 
Ensure that a record is maintained of all matters relating to the management of 
complaints and that such records are in addition to and distinct from the residents’ 
individual care plans. 
 
The person in charge will ensure that complaints and comments are explored with 
staff for feedback and future learning. Measures required for improvement are put in 
place and there is clear evidence of this. 
 
 
This action was not met. The inspector saw that there was duplication, inconsistency 
and a lack of clarity in complaints management policy and procedure. Two 
complaints policies and a displayed complaints procedure were in place; there were 
inconsistencies between all three. Differing appeals procedures were also in place; 
the independence and operation of the appeals procedure was not clear. 
 
The inspector reviewed one complaint logged in 2011. While the record indicated 
that the person in charge took action in response to the complaint there was no 
evident follow-up or evaluation of complainant satisfaction to demonstrate that the 
matters raised had been satisfactorily resolved.  
 
8. Action required from previous inspection:  
 
Update the written statement of purpose to include all of the information as listed in 
Schedule 1 of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). 
 
 
This action was met. A revised statement of purpose was submitted to the Authority 
in January 2011. 
 

9. Action required from previous inspection:  
 
Provide a laundry that contains at a minimum suitable and sufficient space to safely 
segregate clean and soiled linen, adequate worktop space and racking for the sorting, 
drying and storage of linen and adequate space to accommodate the roller iron that is 
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currently sited in the staff changing facilities. 
 
 
This action was met. The inspector saw that an extension to the laundry had been 
completed. The newly acquired space allowed for the safe segregation and 
management of clean and soiled linen; adequate worktop space and shelving for the 
sorting, drying and storage of linen was also provided for. The inspector saw that the 
roller iron that had been sited in the staff changing facilities had been relocated to 
the laundry extension. 
 
However, on inspection the inspector saw that the newly acquired shelving and 
storage space was inappropriately used to store incontinence wear; this is addressed 
in the action pertaining to the provision of adequate, safe storage.  
 

10. Action required from previous inspection:  
 
Provide changing, shower, toilet and storage facilities for staff in accordance with 
legislation and best practice for infection control and prevention. 
 
 
This action was partially implemented. The inspectors saw that additional facilities for 
staff had been provided. However, on the day of inspection the general standard of 
housekeeping of these facilities was poor and the facility was also used for the 
storage of incontinence wear. Staff spoken with told the inspectors that they rarely 
used this facility and they continued to use the staff facilities available on the ground 
floor of the centre for the storage of their personal belongings. This ground floor 
room was very compact and extremely cluttered and hazardous with equipment and 
goods such as a wheelchair, seated weighing scales, mobility aids and stocks of 
personal protective equipment stored in it. This is again addressed in the action 
pertaining to the provision of adequate, safe storage. 
   

11. Action required from previous inspection:  
 
Ensure that the arrangements for the operation of the designated centre, including 
the communication of care, treatment and personal needs are conducted with due 
regard to the privacy and dignity of each resident. 
 
 
This action was not met. Inspectors saw that information pertaining to the care, 
treatment and personal care requirements of residents was prominently displayed in 
some bedrooms. Staff spoken with told the inspector that the motivation of the 
practice was to ensure that all staff were aware of and adhered to prescribed care 
requirements. Notwithstanding the motivation the practice and the terminology used 
were not congruent with the principles of person-centred care, or implemented with 
due regard for the privacy and dignity of each resident. Likewise the practice of 
prominently displayed toilet roll dispensers in bedrooms requires review. 
    

12. Action required from previous inspection:  
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The person in charge will ensure that staff are familiar with and implement all policies 
and procedures in practice so as to guide and inform a high standard of evidence-
based nursing practice.  
 
 
This action was met. The inspectors saw that policies and policy implementation 
were regularly discussed with staff; records were maintained of each discussion and 
staff signed each policy that they had familiarised themselves with. However, the 
follow-through into practice of this process was not at all times clear resulting in 
duplication or fragmented record keeping and gaps in practice as outlined in the 
report in relation to complaints management, risk management and the recording 
and review of accidents and incidents; these are dealt with in the relevant section of 
the action plan.  
  

13. Action required from previous inspection:  
 
Maintain a record of all completed staff training and development that informs the 
staff training and development programme and facilitates the monitoring and 
updating of minimum mandatory training requirements for all staff. 
 
 
This action was not met. The maintenance of staff training records was fragmented 
and did not confirm or facilitate the monitoring and updating of minimum mandatory 
training requirements for all staff.  
 
The records reviewed by the inspector indicated that staff access to ongoing training 
was facilitated and that the training accessed reflected the assessed needs and 
clinical profile of the current residents; this information, however, was difficult to 
retrieve and establish. The inspector saw in individual staff files certificates of 
attendance at education and training on elder abuse, manual handling, medication 
management, falls management, health and safety awareness, restraint, dysphagia 
and hand-hygiene technique. The inspector saw documentation and staff spoken 
with confirmed that a dementia-specific programme was currently being delivered to 
staff. Notwithstanding this good practice, given the findings on fire precautions and 
records, it was of concern to the inspector that a cohesive collective record of staff 
training was not in place to ensure that each staff member had access to and 
attended as requested education and training to enable them to provide safe, quality 
care to residents at all times.    
 
14. Action required from previous inspection:  
 
Provide appropriate, safe and accessible storage facilities for equipment. 
 
Ensure that clinical waste storage is in line with current national guidelines and best 
practice in infection prevention and control systems. 
 
Ensure that floor covering is impermeable, safe, and washable, easily cleaned and 
facilitates best practice in infection prevention and control as in the management of 
blood/body fluid spillages. 
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These actions were not met. This inspection was unannounced and the inspectors 
found the physical environment cluttered with equipment including hoists, 
wheelchairs, commodes and trolleys for the collection of used and dirty linen stored 
in residents’ bedrooms and circulation areas. A fridge and chest-type deep freeze 
were accommodated in the ground floor residents’ dining room. 
 
The risk posed to staff and residents in terms of restricted space, safe access and 
egress and obstructed circulation areas was compounded by the storage of 
combustible products such as incontinence wear in high risk areas such as the 
laundry and an area of the external lift shaft that housed electrical controls. Staff 
were requested by inspectors to remove these products from these areas prior to 
the conclusion of the inspection and an immediate action plan in relation to the 
provision of adequate and appropriate storage was sent to the provider.  
 
The external clinical waste bin was unlocked on both days of inspection. 
 
Residual carpets were in place in circulation areas.   
  

15. Action required from previous inspection:  
 
Provide and maintain a directory of residents in an electronic or manual form that 
consistently contains all of the required information. 
 
 
This action was not met. A hard copy directory of residents was in place. A sample 
of entries reviewed by the inspector were incomplete and a substantial amount of 
the information specified in schedule 3 of the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
was omitted.   
 

16. Action required from previous inspection:  
 
Revise the Residents’ Guide so that it reads as a centre-specific document and 
contains all of the information as required including a summary of the statement of 
purpose and function and a copy of the contract of care. 
 
 
This action was not met. The Residents’ Guide was adapted from a generic 
template and while there had been some revision, the copy presented for the 
purpose of inspection was poorly presented, did not read chronologically or 
correctly as a centre-specific document and did not contain all of the information as 
required including, the terms and conditions in respect of accommodation to be 
provided, a copy of the contract of care and a copy of the most recent inspection 
report. 
 

17. Action required from previous inspection:  
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Prepare and communicate to all staff and any other relevant persons, personal 
emergency evacuation plans (PEEP’s) for all residents, particularly those 
accommodated on the first floor.   
 

 
This action was not met. The inspectors were not satisfied that adequate 
arrangements were in place for preventing and detecting fire or the safe and 
efficient placement and evacuation of residents in the event of fire. The inspectors 
found that: 
 

 high risk areas such as the laundry and a structure housing electrical 
components for the lift were used for the storage of combustible products 
(incontinence wear) 

 there was no visible fire detection system in the laundry 
 while staff undertook a daily inspection of escape routes the inspectors 

saw a hoist, medicine trolley, wheelchair and an armchair all stored in one 
ground floor escape route 

 records indicated that a new fire detection panel had been installed in 
January 2012. However, staff on duty had insufficient information and 
knowledge as to how the panel indicated the location of an activated fire 
detection device to allow them to respond efficiently and effectively in the 
event of a fire  

 displayed fire action notices had not been updated in line with the 
installation of the fire panel and there was no evident diagrammatic alarm 
zone plan displayed 

 the provider had failed to identify as requested by the Authority in October 
2010 those residents at high risk in the event of fire; staff spoken with 
confirmed that the requested Personal Emergency Evacuation Plans were 
not in place 

 the inspector saw and staff confirmed that while fire evacuation ski-sheets 
were available and referenced in the displayed  fire action notices to be  
used for the evacuation of dependent residents in the event of fire, staff 
on duty identified and confirmed that they were not in place for at least 
five residents requiring them 

 staff training including the completion of fire drills was inadequate. While 
the inspector saw documentation indicating that 23 staff had attended fire 
training including an evacuation drill in February 2012; staff spoken with 
had inadequate knowledge of fire evacuation procedures and confirmed 
that they had not participated in a practical fire evacuation exercise. While 
two evacuation chairs were available staff were not familiar with them, had 
not received training in their use and the inspector saw that the chairs 
were unsafe for use as the safety belts had been removed from them 

 it was of significant concern to inspectors that staff spoken with articulated 
a clear lack of confidence in their ability to adequately manage the safe 
evacuation of residents if required to do so. 

 
Given the significant risk identified by the inspectors as outlined above the provider 
was issued with an immediate fire safety action and timeframes set by the 
Authority, outlining the required fire safety improvements.  
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18. Action required from previous inspection:  
 
Ensure that there is a planned and actual staff rota maintained clearly showing staff 
on duty at any time during the day and night and from which individual and 
collective staffing details can be easily retrieved. 
 
 
This action was met. The staff roster reviewed by the inspector was clearly 
presented and allowed for information to be easily retrieved by the inspector in 
relation to the deployment of staff, maintenance of staffing levels and planned and 
actual hours worked by individual employees. Staff spoken with confirmed that a 
planned 15-day roster was in place.  

 
 
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 25: 
Physical 
Environment  
 
  

 
Provide a separate dedicated room with facilities in place to 
accommodate the services of allied health professionals, clinical 
examinations and therapies.  
 
This recommendation was not met. 
 
Additional toilet facilities are provided which are wheelchair accessible 
and identified for use by visitors. 
 
This recommendation was not met. 
 

 
Standard 29: 
Management 
Systems  
 

 
Facilitate and keep records of regular staff meetings as part of effective 
management systems that support and promote the delivery of quality 
care services. 
 
This recommendation was met. The inspector reviewed minutes of 
regular staff meetings convened with all staff. 
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Report compiled by: 
 
Mary Moore 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
3 July 2012  
 

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

 
 
23 September 2009 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
19 October 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Provider’s response to inspection report ∗ 
 

 
Centre: 

 
Cottage Nursing Home 

 
Centre ID: 

 
0217 

 
Date of inspection: 

 
25 June 2012 and 26 June 2012 

 
Date of response: 

 
6 July 2012 and 8 August 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: 
 
Adequate arrangements were not in place for: 

 precautions against the risk of fire 
 giving warning of fire 
 the safe and effective evacuation of residents in the event of fire 
 the provision of suitable and adequate fire training to persons working in the 

designated centre 
 the completion at suitable intervals of fire drills and practices.  

  
Action required: 
 
Devise, implement and review at appropriate intervals personal emergency 
evacuation plans for all residents. 
 

                                                 
∗ 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:  
 
Provide equipment for the safe and effective evacuation of dependent residents. 
Ensure that such equipment is maintained in good safe working order, is at all times 
in place and staff have knowledge of and are competent in the use of such 
equipment. 
  
Action required:  
 
Implement and continue until all staff employed have attended a suitable and 
comprehensive training programme on the prevention and management of fire. 
Personal emergency evacuation plans and the use of assistive evacuation equipment 
are integrated into the staff training programme. On completion of training 
undertake an evaluation of staff comprehension and competency.  
 
Action required:  
 
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. 
 
Action required: 
 
Provide from a competent person written confirmation to the Chief Inspector as to 
the fire detection status of the fire detection system and confirmation that it has 
been commissioned.  
 
Action required: 
 
Provide written confirmation from a competent person that there is provided 
throughout the centre and all ancillary work areas, specifically the laundry, adequate 
precautions against the risk of fire and the detection of fire. 
 
Action required:  
 
Maintain, in a safe and accessible place, a record of all fire practices which take place 
at the designated centre.  
 
Reference:  

Health Act 2007 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety  
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Authorities  
Timescale: 
 

Provider’s response 4 July 2012: 
 
Inventory of evacuation equipment undertaken; more fire ski-
sheets were ordered to comply with the safe evacuation of 
residents. The evacuation chairs have previously been used for 
transfers so they are in good order. The fire evacuation drill on 9 
July 2012 will use these chairs and fire sheets. The fire prevention 
consultant in the centre today, 4 July 2012, all staff on duty given 
training as to their application on bed and method of using them. 
 
Following a visit to another nursing home re fire training I have 
now engaged an outside fire safety consultant to put in to place 
fire safety evacuation procedures. All staff to be trained in fire risk 
management and fire drills to commence immediately until all staff 
are competent in safe evacuation procedures; training beginning 9 
July 2012. My ADON and I have sat down and discussed all issues 
found on inspection and we will deal with these. 
 
The person who installed the fire detection system has on three 
occasions instructed day and night staff on procedure and also 
instructed staff again this morning; a record of same is in the new 
fire register. 
 
Document faxed to the Authority regarding the new fire detection 
system, the scope of which is to detect fumes/smoke/fire that may 
occur anywhere in the building by way of electronic display on the 
fire panel; fire detectors are positioned throughout the building to 
detect smoke etc and these are relayed on panel. New fire 
detection system to be put in to the laundry week commencing 9 
July 2012 and into the staff quarters at the rear of the centre. 
 
All written findings of fire drill, checks etc will be kept in the new 
up-to-date fire register (as provided by the fire officer). 
 

 
 
Immediate with 
all actions to be 
completed by 27 
July 2012 

 
2. The provider has failed to comply with a regulatory requirement in the 

following respect: 
 
Safe and suitable provision was not made for storage with resultant potential risk to: 
 

 the health and safety of staff, residents and other persons 
 precautions against the risk of fire 
 the safe and effective evacuation of the centre in the event of fire or any 

other emergency. 
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Action required:  
 
Remove all equipment from designated escape routes and exits. 
 
Action required:  
 
Remove all equipment and any other goods from areas where there is a high risk of 
combustion and fire.  
 
Action required:  
 
Ensure that the staff facilities on the ground floor are used solely for the storage of 
staff personal belongings. 
 
Action required:  
 
Ensure that circulation areas and residents private accommodation are not used for 
storage and allow for safe access and egress and adequate space for movement by 
staff and residents. 
 
Action required:  
 
Identify and provide adequate, safe suitable storage space to ensure that equipment 
and assistive devices are stored in a safe and discreet manner. 
 
Reference:  

Health Act 2007  
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Regulation 19: Premises 
Standard 26: Health and Safety  
Standard 29: Management Systems  

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

Authorities 
Timescale: 
 

Provider’s response 4 July 2012: 
 
All equipment has been removed from escape routes and exits; 
same now clear. Staff trained in the importance of this practice. 
 
Non-personal items have been moved to an outside shed. 
 
All residents’ rooms have in them only items required for their 
personal use. 
 
All combustible materials removed and placed in a designated 
area. 
 

 
 
Immediate with 
all actions to be 
completed by 27 
July 2012 
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New lockable lockers on order for staff personal belongings. 
 
 
3. The person in charge  has failed to comply with a regulatory 
requirement in the following respect: 
 
There was duplication and inconsistencies in accident and incident records. 
 
There was evidence of a system of review and learning; however, the lack of 
consistency in the implementation of recommendations potentially impacted on its 
effectiveness in reducing risk and preventing reoccurrence. 
 
Action required:  
 
Ensure that accident and incident records are maintained in a manner that ensures 
consistency, completeness, accuracy and ease of retrieval. 
 
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. Ensure that the recommendations of all such reviews are implemented and 
reviewed at appropriate intervals. 
 
Reference:  

Health Act, 2007 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 29: Management Systems 
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: 
 
The inconsistencies noted by the inspector have been corrected 
and only the computerised system is now in use for recording 
incidents and accidents in the centre. 
 
A six-monthly audit system is in place. We shall re-visit the 
auditing system and endeavour to improve on this.   
 

 
 
Completed 
 
 
 
12 October 2012 
 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Risk management procedures failed to identify significant risks as identified on 
inspection. 
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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. The findings of the risk 
assessment and the action taken to manage identified risks are recorded and 
communicated to all staff.  
 
Action required:  
 
Conduct a review of all window openings and implement the required controls/ 
restrictions to ensure that openings do not pose a risk to vulnerable residents. 
 
Action required:  
 
Ensure that the call bell system allows for the efficient identification by staff of 
residents requiring assistance so that such assistance is provided in a safe and timely 
manner.  
 
Action required:  
 
Ensure that the needs of each resident exhibiting behaviour that is challenging, 
including behaviour that poses a high risk to staff are objectively recorded and 
managed and reviewed regularly to assess the effectiveness of care and 
interventions. Reviews take place in a spirit of staff support and respect for the 
resident’s right to self determine but strive to strike a reasonable and safe balance 
between both.  
 
Reference:  

Health Act, 2007 
Regulation 31: Risk Management Procedures 
Regulation 10: Residents’ Rights, dignity and Consultation 
Standard 26: Health and Safety 
Standard 21: Responding to Behaviour that is Challenging  
Standard 29: Management Systems  
 

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

Timescale: 
 

Provider’s response: 
 
We have reviewed our risk assessments, identified corrective 
actions and these actions will be completed in one month's time. 
All staff have been informed of all improvements made.  
We have risk assessed the window openings and will put controls 
in place to prevent injury to residents. 
 
The call bell system panel will have each room clearly marked on 
it to assist staff to correctly identify which room's bell is ringing to 

 
 
31 August 2012 
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enable them provide assistance to residents in an accurate and 
timely manner. 
 
The ABC functional analysis chart is now in use and all staff have 
received training in managing challenging behaviour (part of 
dementia course).  
 
 
5. Person in charge  has failed to comply with a regulatory requirement in 
the following respect: 
 
The person in charge had not given notice to the Chief Inspector of all accidents and 
incidents occurring in the centre. 
 
Action required:  
 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of any or all of the incidents outlined in Article 36 of the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) Regulations 
2009 (as amended). 
 
Action required:  
 
Provide a written report to the Chief Inspector at the end of each quarter of the 
occurrence in the designated centre any incident that the Chief Inspector may 
prescribe. 
 
Reference:  

Health Act, 2007 
Regulation 36: Notification of Incidents 
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement  
Standard 32: Register and Residents’ Records 

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

Timescale: 
 

Provider’s response: 
 
We will ensure that all notifiable incidents and accidents occuring 
in the Cottage will be reported within the specified time frame.   
 

 
 
Immediate 
 

 
6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The assessment tool for the use of restraint did not demonstrate how it computed or 
informed a balance of risk. 
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Action required:  
 
Ensure that the assessment tool for the use of restraint is evidence based and clearly 
demonstrates how it supports clinical judgement when assessing the risk of using or 
not using restraint. 
 
Action required:  
 
Ensure that there are systems in place to monitor that accurate documentation is 
consistently maintained of assessment, consent, the nature of the restraint, review, 
removal of, and opportunity for motion and exercise and all other matters as 
prescribed so as to comply with best practice, policy and regulatory requirements in 
relation to restraint. There is clear evidence of this. 
 
Reference:  

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Regulation 10: Residents’ Rights, Dignity and Consultation 

                   Regulation 25: Medical Records 
                   Standard 3: Consent 
                   Standard 29: Management Systems 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A new more comprehensive restraint assessment tool has been 
implemented.   
 

 
 
Immediate 
 

 
7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The provider had failed to obtain in respect of each person employed, the 
information and documents specified in Article 18 and Schedule 2 of the regulations.  
 
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:  
 
Put in place recruitment procedures to ensure the authenticity of the staff references 
referred to in Schedule 2. 
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Action required:  
 
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. There is clear evidence of this. 
 
Reference:  

Health Act, 2007 
Regulation 18: Recruitment 
Standards 22: Recruitment 

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

Timescale: 
 

Provider’s response: 
 
All current staff have been informed to provide all missing items 
in their personnel files. 
 
A system will be put in place to ensure that all new staff 
employed by Cottage provide the necessary documentation 
before commencement of employment.   
 

 
 
31 October 2012 
 

 
8. The person in charge has failed to comply with a regulatory requirement 
in the following respect:  
 
The maintenance of staff training records was fragmented and did not confirm or 
facilitate the monitoring and updating of minimum mandatory training requirements 
for all staff.  
 
Action required:  
 
Maintain an accurate and complete record of all staff training and development. The 
record ensures that information is easily retrieved and facilitates the monitoring and 
updating of minimum mandatory training requirements for all staff.  
  
Action required:  
 
Ensure that each staff member has access to education and training to enable them 
to provide care in accordance with all relevant legislative requirements and 
contemporary evidence-based practice. 
 
Reference:  

Health Act, 2007 
Regulation 17: Training and Staff Development 
Regulation 22: Maintenance of Records 

                   Standard 24: Training and Supervision 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A training matrix has been developed and all records of staff 
training will be transferred to it.  
 

 
 
31 September 
2012 
 

 
9. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was duplication, inconsistency and a lack of clarity in complaints management 
policy and procedure.  
 
Differing appeals procedures were also in place; the independence and operation of 
the appeals procedure was not clear. 
 
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. Complaints policy 
and procedure is standardised and consistent. 
 
Action required:  
 
Ensure the complaints procedure contains an independent appeals process, the clear 
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: 
 
We will review and update our complaints policy. A record of all 
complaints detailing the investigation and outcome will be 
maintained in the computerised care planning system.  

 
 
31 September 
2012 
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10. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Information pertaining to the care, treatment and personal care requirements of 
residents was prominently displayed in some bedrooms. 
 
Action required:  
 
Ensure that the arrangements for the operation of the designated centre, including 
the manner in which residents’ care requirements, recommended treatments and 
personal needs are communicated to staff, are conducted with due regard to the 
privacy and dignity of each resident. 
 
Reference:  

Health Act, 2007 
                   Regulation 10: Residents’ Rights, Dignity and Consultation 
                   Standard 4: Privacy and Dignity  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All displayed information has been removed. 
 
Toilet roll dispensers in resident's bedrooms are currently under 
review and due action will be taken.  
 

 
 
Immediate 
 
1 September 
2012 
 

 
11. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The directory of residents was not maintained to ensure ongoing accuracy, 
consistency and completeness of all detail as required in Schedule 3 of the Health Act 
2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended).   
 
Action required:  
 
Establish and maintain an up-to-date directory of residents in relation to every 
resident in the designated centre in an electronic or manual format. 
 
Action required:  
 
Ensure that the directory of residents includes the information specified in Schedule 3 
paragraph (3) of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 as amended. 
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Reference:  
Health Act, 2007 
Regulation 23: Directory of Residents 
Standard 32: Register and Residents’ Records 

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

Timescale: 
 

Provider’s response: 
 
The directory in relation to every resident in the Cottage has 
been transferred and will be maintained in the computerised care 
planning system.  
 

 
 
Immediate 
 

 
12. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The external clinical waste bin was unlocked. 
 
Residual carpets in circulation areas were not conducive to effective cleaning in line 
with hygiene and infection prevention and control systems.  
 
Action required:  
 
Ensure that the storage of clinical waste is in line with current national guidelines and 
best practice in infection prevention and control systems. 
 
Action required:  
 
Ensure that floor coverings are impermeable, safe, and washable, easily cleaned and 
facilitate best practice in infection prevention and control as in the management of 
blood/body fluid spillages. 
 
Reference:  

Health Act, 2007 
Regulation 19: Premises 
Regulation 31: Risk Management Procedures 
Standard 25: Physical Environment 
Standard 26: Health and Safety  

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

Timescale: 
 

Provider’s response: 
 
The external clinical waste bin has been locked and same will be 
kept locked at all times. All staff informed. 
 

 
 
Immediate 
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The residual carpet in the circulation areas will be replaced with 
washable floor covering in six months time.  
 

30 January 2012 
 

 
13. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The Residents’ Guide did not contain all the information required by the Health Act 
2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended). 
 
Action required:  
 
Produce a Residents’ Guide which includes a summary of the statement of purpose; 
the terms and conditions in respect of accommodation to be provided for residents; a 
standard form of contract for the provision of services and facilities to residents; the 
most recent inspection report; a summary of the complaints procedure provided for 
in Regulation 39; and the address and telephone number of the Chief Inspector. 
 
Reference:  

Health Act, 2007 
Regulation 21: Provision of Information to Residents 
Standard 1: Information  

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

Timescale: 
 

Provider’s response: 
 
The Residents' Guide is being reviewed and will be updated to 
include all the required information. This will be forwarded to 
your office.  
 

 
 
31 August 2012 
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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 25: 
Physical 
Environment  
 

 
Provide a separate dedicated room with facilities in place to 
accommodate the services of allied health professionals, clinical 
examinations and therapies.  
 
Additional toilet facilities are provided which are wheelchair 
accessible and identified for use by visitors. 
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Any comments the provider may wish to make: 
 
 
Provider’s response 4 July 2012:   
 
I do now realise our fire safety needs to be a lot more robust and we will with the 
help of our new fire safety consultant make fire safety one of our top priorities. 
 
Provider’s name: Siobain Lovell, Director of Nursing Services 
Date:  4 July 2012 
 
 
Provider’s response 8 August 2012:  
 
On further inspection by our fire consultant it was decided to dispose of the fire 
evacuation chairs. All beds have now been fitted with evacuation ski-sheets. 
  
Provider’s name: Siobain Lovell, Director of Nursing Services 
Date: 8 August 2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


