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Centre name: Ros Aoibhinn Nursing Home 
 
Centre ID: 0276 

Centre address: 

 
Irish Street 
 
Bunclody 
 
Co Wexford 

 
Telephone number:  053-9377850 
 
Email address: aidansawyer@hotmail.com 
 
Type of centre:   Private       Voluntary       Public 

Registered provider: Aidan Sawyer and Una Sawyer 

Person authorised to act on 
behalf of the provider: Aidan Sawyer and Una Sawyer 
 
Person in charge: Jeanette Robinson 

Date of inspection: 
 

Day 1: 10 September 2012 
Day 2: 11 September 2012 
Day 3: 12 September 2012 

Time inspection took place: 
Day 1-Start: 19:00hrs  Completion: 22:15hrs 
Day 2-Start: 08:45hrs  Completion: 17:00hrs 
Day 3-Start: 07:45hrs  Completion: 14:00hrs 

 
Lead inspector: Geraldine Ryan 

Purpose of this inspection visit: 

  to inform a registration/renewal decision 
  to monitor ongoing regulatory compliance  
  following an application to vary conditions 
  following a notification 
  following information received  

Type of inspection  
  

 announced               unannounced           

   
Health Information and Quality Authority 
Social Services Inspectorate 
 
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 Social Services Inspectorate 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 18 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 unannounced and took place over three days. 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.  
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This was the designated centre’s seventh inspection by the Authority. The most recent 
inspection was for the purpose of registration and this was carried out on 14 September 
2011. There was no outstanding action generated from the registration inspection of 14 
September 2011. 
 
A new person in charge was in post since 1 September 2012. The Person in Charge (PIC) 
commenced employment as a staff nurse in the designated centre in June 2012. At the 
time of writing all relevant documentation in relation to the appointment of the PIC had 
not yet been received. 
 
The centre was warm and comfortable. Residents appeared well cared for and spoke in a 
positive manner regarding their experience of living in the designated centre. 
 
Issues arose during the three days of inspection, some of which necessitated the issuing 
of an immediate action plan to the provider. These were related to:  
 
 staffing levels 
 infection control procedures 
 residents’ financial records. 

 
The immediate action plan is described in detail at the end of this report. 
 
The second action plan details improvements required for the provider of the designated 
centre to attend to in order to ensure 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.    
 
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 I reland.   

 
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 1  
There is a written statement of purpose that accurately describes the service that is 
provided in the centre. The services and facilities outlined in the Statement of 
Purpose, and the manner in which care is provided, reflect the diverse needs of 
residents.  
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References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 
Outstanding action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
 

 
Inspection findings 
 
The designated centre had a written statement of purpose that described the services 
provided in the centre. However, the statement of purpose did not include all matters 
listed in Schedule 1. It did not include:  
 
 the current professional registration, relevant qualifications and experience of the 

person in charge 
 the fire precautions and associated emergency procedures in the designated 

centre did not identify a safe placement of residents in the event of evacuation  
 the arrangement for making and dealing with complaints was not consistent with 

the version of the arrangement for making and dealing with complaints displayed 
on the notice board. 

 
Outcome 2 
Each resident has an agreed written contract which includes details of the services to 
be provided for that resident and the fees to be charged. 
 
References: 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
 
Outstanding action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
 

 
Inspection findings 
 
The inspector reviewed 20 contracts of care issued to residents and noted the following: 
 
 not all contracts were agreed within a month of admission. One contract of care 

had no date. The person in charge stated that one contract was with a resident’s 
family 

 no contract had a date on the signatures of the residents/next of kin 
 the contracts of care set out the services to be provided. However, no contract of 

care included details of fees to be charged for services. 
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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  
 
Outstanding action(s) required from previous inspection:  

  
No actions were required from the previous inspection. 
  

 
Inspection findings 
 
The person in charge was in post since 1 September 2012. She stated she commenced 
employment in the designated centre in June 2012 as a staff nurse.  
 
On the day of inspection documentary information was not available to the inspector to 
confirm that the person in charge met the regulatory requirements for the post. The 
person in charge offered assurances that this would be resolved without delay. 
 
Outcome 4 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained 
in a manner so as to ensure completeness, accuracy and ease of retrieval. The 
designated centre is adequately insured against accidents or injury to residents, staff 
and visitors. The designated centre has all of the written operational policies as 
required by Schedule 5 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). 
 
References:   
Regulations 21-25: The records to be kept in a designated centre 
Regulation 26: Insurance Cover  
Regulation 27: Operating Policies and Procedures  
Standard 1: Information 
Standard 29: Management Systems 
Standard 32: Register and Residents’ Records 
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Inspection findings: 
 
*Where “Improvements required” is indicated, full details of actions required are in 
the Action Plan at the end of the report.   
 
Residents’ Guide  
 
Substantial compliance                                             Improvements required*       
 
The Residents’ Guide did not contain:  
 
 a standard form of contract for the provision of services and facilities by the 

registered provider to residents 
 a summary of the complaints procedure provided for in Article 39 
 the address and telephone number of the Chief Inspector. 

 
Records in relation to residents (Schedule 3)  
 
Substantial compliance                                             Improvements required*                      
 
General Records (Schedule 4) 
 
Substantial compliance                                             Improvements required*                      
 
Improvements are required in the following records:  
 
 statement of purpose 
 Residents’ Guide 
 residents’ financial records 
 record of the designated centre’s charges to residents, including any extra 

amounts payable for additional services not covered by those charges, and the 
amounts paid by or in respect of each resident’s record of all money or other 
valuables deposited by a resident for safekeeping or received on the resident’s 
behalf 

 a record of all complaints made 
 records and details of the specific diets of residents  
 a record of all visitors to the designated centre, including the names of visitors. 

 
Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                                             Improvements required*         
 
Improvements are required in the following records: 
 
 the prevention, detection and response to abuse required inclusion of 
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documentation of clear guidelines regarding the what happens after an 
allegation of abuse is made  

 a policy on the recruitment, selection and vetting of staff was available on day 
of inspection 

 the handling and investigation of complaints from any person about any aspect 
of service care and treatment provided in, or on behalf of a designated centre. 

             
Directory of Residents 
 
Substantial compliance                                             Improvements required*                      
 
Staffing Records 
 
Substantial compliance                                             Improvements required*                      
 
The staff records did not include documents to be held in respect of the person in 
charge. 
 
Medical Records 
 
Substantial compliance                                             Improvements required*                      
 
Insurance Cover 
 
Substantial compliance                                             Improvements required*                      
 
The provider had insurance cover in place against loss or damage to the property of 
residents. However, it was not stated clearly that the liability to any resident did not 
exceed 1,000 euro for any one item, except where the property was deposited by or 
on behalf of the resident, expressly for safe custody with the registered provider or 
some servant of them authorised, or appearing to be authorised, if so required by the 
registered provider or that servant, in a container fastened or sealed by the depositor. 
 

 
Outcome 5 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designed centre and the arrangements in place for the management of the 
designated centre during his/her absence.  
 
References:   
Regulation 37: Notification of periods when the Person in Charge is absent from a 
Designated Centre 
Regulation 38: Notification of the procedures and arrangements for periods when the 
person in charge is absent from a Designated Centre 
Standard 27: Operational Management 
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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 confirmed that in the event of her absence, the key senior 
manager (KSM) would act up as person in charge. The inspector spoke with the KSM 
who confirmed the arrangement. 
 
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(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  

 
Inspection findings 
 
Staff spoken with by the inspector had a clear understanding on: 
  
 what constituted abuse and  
 what to do in the event of a disclosure of an allegation/complaint of abuse. 
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Training records examined by the inspector indicated that 20 staff had attended training 
in February 2011 on the prevention, detection and response to abuse.  
  
The inspector examiner the designated centre’s policy on elder abuse and found that it 
did not indicate a clear protocol regarding what happens subsequent to a complaint of 
abuse being made and how the complaint is managed. 
 
The inspector reviewed the records of the residents’ finances and found the following 
with regard to residents’ financial records: 
 
 the centre had no system in place to demonstrate written acknowledgement of 

all monies paid by residents or their families 
 the centre did not have procedures in place to protect the interests of the 

resident and staff, including residents with cognitive impairment.  
 

An immediate action plan was issued to the provider in relation to this matter. This 
action plan is at the end of this report. 
 
The person in charge stated that there was an incident of suspected financial abuse of 
a resident by their family, in July 2012. The person in charge stated that the incident 
was referred to the relevant social worker in the HSE.  
 
The relevant notification on any allegation, suspected or confirmed abuse of any 
resident was not forwarded to the Authority. The person in charge stated that she 
would forward the required notification immediately. 
 
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 action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  

 
Inspection findings 
 
The designated centre had an up-to-date health and safety policy and health and safety 
statement.  
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While the centre did have a policy for the prevention and control of infection, cleaning 
regimes within the centre were not carried out as per the designated centre’s own policy. 
There was no evidence that staff had signed and read the policy on the prevention and 
control of infection. 
 
The inspector noted that infection control procedures and practices pertaining to 
Methicillin-Resistant Staphylococcus Aureus (MRSA) were not as per the centre’s own 
policy and were inadequate in that:  
 
 hand gels were not located in or outside of a bedroom room of a resident with 

MRSA 
 appropriate gloves were not provided. The gloves provided by the person in 

charge were not appropriate for a healthcare setting in that the gloves had 
perforated holes 

 inadequate supply of clinical waste bins 
 the procedure of transporting clinical waste from the residents’ bedrooms to the 

sluice room and onto the clinical waste collection zone was not carried out 
according to best practice 

 some cleaning mops were stored outside the back door entrance. Some mops 
were hung up and others not. Cleaning buckets located outside were noted to be 
full of water 

 mops were rinsed and not changed between rooms. This was confirmed by staff.  
 there was no colour coding segregation of cleaning equipment in the 

housekeeping department to indicate which mops were used for bathrooms or 
kitchens. 

 
Staff spoken with by the inspector were knowledgeable in hand hygiene washing 
techniques. However, a staff training programme on infection control procedures, which 
would enable staff to provide care in accordance with contemporary evidence-based 
practice, was not available.  
 
Some furnishings, for example bedside lockers, were not maintained in good repair. 
A variety of seating with cloth upholstery, particularly the dining chairs, was visibly 
stained. Carpet flooring, with particular reference to a carpet floor covering in a two-
bedded room, was visibly stained. 
  
The use of carpet flooring in the clinical room was not in keeping with infection control 
guidelines. 
 
There was no policy on the management of spillages of blood and bodily fluids. This was 
confirmed by the person in charge.  
 
An immediate action plan in regard to practices pertaining to prevention and control of 
infection was issued by the Authority and is included in the action plan at the end of this 
report. A policy on infection control was forwarded to the Authority and received on 19 
September 2012. This policy included guidelines on the management of residents with 
MRSA. 
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The inspector noted that while there were a number of vacant bedrooms and unused 
bathrooms/toilets in the centre, there was no clear and managed plan of surveillance of 
such unused rooms in order to eliminate risks including fire, risks associated with 
Legionella, residents with a cognitive impairment and with a tendency to wander.  
 
While there was a centre-specific risk management policy which included identification, 
assessment and management of risks, including specified risks, no staff had signed that 
they had read it. Staff spoken with by the inspector confirmed that they had not read the 
risk management policy. 
 
There was no formal arrangement in place for investigating and learning from serious 
incident/adverse events involving residents.  
 
The person in charge confirmed that staff training in moving and handling was due this 
year as the previous training was in 2010.  
 
The inspector noted that a bed, locker, wardrobe and some electrical items were located 
in the fire exit corridor on the first floor. These items were immediately removed from 
this area by staff.   
 
The centre did have a procedure for the safe evacuation of residents and staff in the 
event of fire and this was prominently displayed. The person in charge stated that in the 
event of an evacuation, there was an arrangement with a local hotel to evacuate 
residents and staff. However, the arrangement for the safe placement of residents and 
staff was not documented in the evacuation procedure.  
 
Staff records indicated that staff had received training in fire safety and attended fire 
drills. Service records indicated that the fire alarm and fire safety equipment were 
serviced annually. There was a record of daily checks of all fire exits by the staff nurse on 
duty. The centre recorded resident occupancy on a daily basis. 
 
Outcome 8 
Each resident is protected by the designated centre’s policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
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Outstanding action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  

 
Inspection findings 
 
The centre had written operational policies relating to the ordering, prescribing, storing 
and administration of medicines to residents. However, the policy did not include 
reference to documentation of the maximum dosage of medications prescribed as 
required (PRN).  
 
The person in charge stated that the current system of medication administration was 
due to be changed to another model of administration by the external pharmacy 
supplier. Training and review would be facilitated by the external pharmacy supplier.  
 
Current medication practices were observed by the inspector during the morning 
medication administration round. Medications were observed being administered in a 
safe manner to the residents. The key senior nursing manager administering the 
medications was knowledgeable and demonstrated an adherence to appropriate 
medication management practice. However, the inspector noted on the medication 
prescription chart, where medications were prescribed as required (PRN) the maximum 
dosage was not documented.  
 
The inspector noted the scheduled controlled drugs being checked by two nurses, one 
from each shift. 
 
The inspector reviewed an audit carried out in 2012 on medication management. The 
audit identified: 
 
 the need for some further training  
 there was no policy on self administration in the designated centre. 

 
The person in charge stated she was aware of this and reiterated her commitment to 
the establishment of a training matrix for staff as there was no evidence of a formal 
training programme in place, for example, for staff nurses in medication management. 
 
Outcome 9 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
 
References:  
Regulation 36: Notification of incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
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Outstanding action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  

 
Inspection findings: 
 
The inspector noted the required notifications were not made, or not made in a timely 
manner, to the Authority. 

 
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 action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  

 
Inspection findings: 
 
The inspector noted that six staff meetings were held in 2012. These were well 
attended by staff who signed they attended the meetings. 
 
The inspector noted that all residents were assessed for their social and recreational 
needs and likes. This concurred with the centre’s policy on the quality of life for 
residents. The person in charge stated that interaction with the local community was 
encouraged and the inspector observed a religious sister, from the local convent, 
visiting the centre. 
 
The inspector observed staff addressing the residents in a respectful manner and 
engaging in lively conversations with the residents.  
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The inspector noted a suggestion box located in an accessible area.  
 
During a review of the residents’ charts the inspector noted that while most residents 
had a satisfaction survey in their chart:  
 
 there was no evidence to indicate that any of the surveys were carried out in 

conjunction with the resident/and or their relative. This was notable on charts of 
residents with a diagnosis of a cognitive impairment 

 none of the surveys were signed by the residents and/or their relative. 
 
The person in charge stated that there was a complaints book in the designated centre. 
However, during the days of inspection, the person in charge was unable to locate the 
complaints book. 
 
There was no plan of audit in the centre. The person in charge stated that she planned 
to design an audit plan for the next six months and that she would forward this to the 
Authority. 
 
Residents’ meetings had not occurred for some time. The person in charge stated that 
the re-establishment of the residents’ meeting was a priority. 
 
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:  
 
No actions were required from the previous inspection.  
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Inspection findings 
 
The inspector noted that all residents had access to general practitioner (GP) services of 
their choice. 
 
A key-worker system was in place where staff nurses and care assistants were allocated 
to residents and provided all care required to those residents. 
 
All residents had up-to-date assessments with regard to: 
 
 waterlow pressure-sore risk assessment 
 Mental Test Score (MTS) assessment 
 Malnutrition Universal Screening Tool (MUST) 
 temperature, pulse, blood pressure 
 regular weight monitoring 
 bedrail risk assessment 
 assessment of capacity to participate in activities  
 falls risk assessment. 

 
The inspector reviewed the care plan of a resident with a leg ulcer and noted a 
comprehensive assessment of the wound and a treatment programme in place.  
 
There was evidence that all care plans were reviewed on a monthly basis and that care 
plans were updated in consultation with residents and/or relatives. 
 
The designated centre has an up-to-date policy on challenging behaviour.  
 
The person in charge confirmed that bedrails were the only form of restraint in use. It 
was evident that this was subject to assessment and on going review. There was a 
documented system of checks in place.  
 
Medical records reviewed were up to date and indicated that the residents were 
frequently seen by their GP and in a timely manner.   
 
One resident had wide ranging medical and nursing care requirements. The resident’s 
care plan clearly indicated the resident’s requirements. Annual multidisciplinary care 
meetings were documented. The resident had regular access to a range of allied 
services including physiotherapy, speech and language therapy and the dietician. The 
resident also had access to assistive technology. 
 
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. 
 



Page 17 of 56 
 

References: 
Regulation 19: Premises 
Standard 25: Physical Environment  
 
Outstanding action(s) required from previous inspection:  
  
No actions were required from the previous inspection. 
  

 
Inspection findings 
 
The building is a detached two-storey premises, on a two and a half acre site. It was 
established as a nursing home in 1986 and is registered to provide for the care of 31 
residents. There were 21 residents residing at the centre on the days of inspection. 
 
Residential accommodation was located on the ground floor and the first floor.  Access 
to the first floor was facilitated by stairs and/or a stair lift. 
 
Considering the profile of residents accommodated in the designated centre, signage as 
assisting way-finding was inadequate. The person in charge agreed with this.  
 
Screening in the two-bedded rooms was inadequate in that the screening was in place 
around only one of the beds in the bedroom. This did not preserve the privacy and 
dignity of residents accommodated in two-bedded rooms.  
 
The sluice room was not locked in a secure manner. The sluice room did not have a 
locked cupboard for detergents and other solutions. This posed a risk for those 
residents with a cognitive impairment and a tendency to wander. 
 
Some radiators located in the centre were hot to touch and the person in charge stated 
that she had noted this and had asked the provider to erect covers over the radiators. 
 
The inspector noted in some residents’ bedrooms televisions not in use were stored on 
top of movable wardrobes. This posed a risk to residents. Before close of inspection, 
the person in charge organised the safe storage of unused televisions.  
 
The door to the staff changing room had no locking facility. This posed a risk for those 
residents with a cognitive impairment and a tendency to wander. This room had no 
ventilation. 
 
Some furnishings provided at the designated centre for use by residents were not 
maintained in good repair, with particular regard to: 
 
 seating provided, with a cloth upholstery, was visibly stained  
 carpet flooring was visibly stained.  

 
Some bedroom lockers were in a poor condition in that they were visibly marked. 
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There was one five-bedded room in the centre, occupied by five residents. However, 
the inspector noted: 
 
 the availability of one bedside chair in a bedroom accommodating five residents 
 the paper light shades were dusty 
 lighting within the room was poor 
 water pipes were exposed  
 due to the constraints of space, three of the beds were up against the wall, 

resulting in no room between three of the beds for the resident to sit in an 
armchair by their bed, should they choose to 

 no room between the beds to apply safe manual handling techniques to the two 
residents who required the aid of a hoist 

 the window curtaining was not maintained in good order in that it was hanging 
in a dishevelled manner. 

 
The inspector walked the external grounds with the person in charge and noted the 
following: 
 
 uneven paving which posed a risk to residents 
 a bed and seating stored in an inappropriate manner outside a resident’s 

bedroom window. 
 

The person in charge was asked about a programme of planned decoration for the 
centre. She stated that she would discuss it with the maintenance person and when 
available, submit it to the Authority. 
 
Service records reviewed by the inspector indicated that mattresses and beds were 
regularly serviced. 
 
Oxygen was readily available and there was an up-to-date policy on oxygen 
administration. However, no staff nurse had signed as having read it.  
  
Theme: Person-centred care and support 
Person-centered 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-centered care and support promotes kindness, 
consideration and respect for service users’ dignity, privacy and autonomy.  

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

 
Inspection findings 
 
The inspector noted that while the designated centre had a complaints policy, there 
were a number of versions of the policy located in different areas within the centre. All 
versions contained differing or missing information; for example different information 
pertaining to timelines and the person identified as the independent appeals person. 
This was brought to the attention of the person in charge and she stated that it would 
be a priority to issue one policy complete with all information required. A copy of this 
policy was subsequently submitted to the Authority. 
 
The person in charge stated that there was a complaints book, but she was unable to 
find it on the days of inspection. 
 
The person in charge confirmed that verbal complaints were not documented and 
added that she operated an open culture which encouraged residents and staff to bring 
a concern or a complaint to her attention. 
 
Outcome 14 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
 
References: 
Regulation 14: End of Life Care 
Standard 16: End of Life Care 
 

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

 
Inspection findings 
 
The inspector reviewed the designated centre’s policy on end-of-life care. The policy 
included the care practices and facilities in place so that residents receive end-of-life 
care in a way that meets their individual needs and wishes and respects their dignity 
and autonomy. 
 



Page 20 of 56 
 

The policy included arrangements to ensure: 
 
 the facilitation of religious and cultural practices 
 facilitation of the family and friends to be with the resident at this time. 

Residents had a choice to the place of death, including the option of a single 
room. 
 

Access to specialist palliative services was included in the policy. 
 
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:  
 
No actions were required from the previous inspection. 
  

 
Inspection findings 
 
The inspector noted that meals were served in an appetising manner. Dining tables were 
set out in an attractive way with tablecloths and serviettes. Staff provided help to 
residents in a respectful way. However, the inspector observed a chef adding gravy to 
some residents’ dinner and not serving the gravy separately. The chef stated that as she 
knew which residents liked gravy, she added the gravy to their meal. This did not enable 
the resident to choose if he/she wanted gravy/or not with their food and did not promote 
the residents’ dignity at mealtime. 
 
The inspector met with the chefs during the days of inspection.  
 
Staff were observed by the inspector accessing the main kitchen. However, they were not 
properly attired with protective clothing when entering the main kitchen area.  
 
Fresh drinking water and juices were readily available to residents. 
  
The menu offered choice and was run over a two-week period. Residents’ dietary 
requirements were recorded in a notebook. This information was not recorded in a 
satisfactory manner in that there was no indication that the: 
 
 dietary requirements were updated on a regular basis by the dietician  
 no date of review on the special diets of residents 
 no documented information regarding residents’ likes or dislikes. 
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While residents’ notes indicated that there was a review by the dietician, the information 
was not documented in a clear manner for the staff in the kitchen. There was a 
requirement to put a robust structure in place in order to accurately inform the kitchen 
staff of the updated dietary requirements of the residents.  
 
Outcome 16 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. 
He/she is facilitated to communicate and enabled to exercise choice and control over 
his/her life and to maximise his/her independence.  
 
References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
Standard 5: Civil, Political, Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts    
 
Outstanding action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  

 
Inspection findings 
 
At the time of inspection, residents were not consulted about how the centre was 
planned and run. This was confirmed by the person in charge. The person in charge 
stated that the residents’ meetings ‘fell by the wayside’. She stated that it was a priority 
for her to re-establish the residents’ meeting and she had approached some relatives to 
enquire if they would be interested in becoming members of the committee. 
 
Residents were able to and enabled to make choices about how they lived their lives in 
the designated centre. Residents had a choice of when they wished to get up in the 
mornings, when to have their meals, if they wanted to attend activities, if they wished 
to rest or walk in the garden.  
  
The inspector noted that residents had access to telephone facilities in private, were 
able to receive visitors in private other than their bedroom, and had access to television 
and radio and access to an external garden. 
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Outcome 17 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
 
Outstanding action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
 

 
Inspection findings 
 
Residents had adequate space provided for their clothing and personal possessions and 
laundry facilities were provided. The inspector reviewed practices in the laundry and 
noted that it was organised and the work flow pattern was in keeping with infection 
control practices and guidelines. A separate hand-washing facility was available for 
staff. There were two washing machines, one for residents’ clothing and one for 
housekeeping. A supply of appropriate bags was available for washing of segregated 
laundry. There was ample shelving available for the storage of laundered clothing ready 
for return to the residents. Residents’ clothing was labelled. 
 
The inspector noted with regard to residents’ personal property and possessions that:  
 
 personal inventories of residents’ belongings were not up-to-date  
 some residents did not have an inventory carried out on admission 
 no signature of residents and/or their relative on the personal property 

inventory. 
 

This practice did not concur with the designated centre’s policy pertaining to residents’ 
personal property and possessions. 
 
Both the person in charge and the key senior nurse manager agreed that the records 
were not kept up to date and both stated that this would be attended to immediately. 
 
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. 
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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:  
 
No actions were required from the previous inspection. 
 

 
Inspection findings 
 
The inspector noted that the numbers of staff and skill mix of the staff on duty, 
particularly during the time from 20:30hrs to 22:30hrs, were not adequate to meet the 
assessed needs of residents and the size and layout of the designated centre.  
 
The inspector noted that the dependency levels were as follows: 
 
 ten residents were assessed as a maximum dependency 
 eight residents were assessed as a high dependency  
 two residents were assessed as a low dependency 
 ten of the twenty one residents had a diagnosis of dementia and required close 

supervision, as indicated in their care plans.   
 
The inspector observed that the time from 20:30hrs to 22:30hrs was a particularly busy 
time of the evening in that one staff nurse and one care assistant attended to:  
 
 the provision of evening drinks/snacks 
 toileting  
 attending to residents getting ready to retire for the night  
 administration of medications 
 answering the telephones and opening the front door to visitors or staff. 

 
An immediate action plan was issued to the provider with regard to staffing levels 
between the times of 20:30hrs to 22:30hrs. The person in charge stated she agreed 
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with this assessment of staffing levels and voiced that she, too, had a concern 
regarding the staffing levels at this time. 
 
The duty roster indicated that there was a staff nurse on duty at all times. Following the 
inspection the provider forwarded to the Authority a staff roster indicating that staffing 
levels had been increased between the hours of 20:30hrs to 22:30hrs. This was 
implemented on 17 September 2012.  
 
The person in charge stated that she was in the process of establishing a training 
matrix for all staff based on a training needs analysis.  
 
It was evident that staff had not read all the designated centre’s policies and 
procedures. The person in charge stated she was aware of this and intended to address 
it by locating the policies and procedures in an accessible place for staff to read and 
asking staff to sign when they had read the policies and procedures. 
 
The person in charge informed the inspector that there was no recruitment policy in the 
centre. The inspector saw draft job descriptions for various posts and these had yet to 
be signed off by the provider. 
 
The inspector examined six staff records and not all contained documents as described 
in Schedule 2 of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). Garda vetting was 
outstanding in one staff record. At the time of writing all relevant documentation in 
relation to the appointment of the PIC had not yet been received. 
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Closing the visit  

 
At the close of the inspection visit a feedback meeting was held with the person in 
charge, to report on the inspector’s findings, which highlighted both good practice and 
where improvements were needed.  
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Provider’s response to immediate Action Plan∗

 
 

Centre: Ros Aoibhinn Nursing Home 

Centre ID: 0276 

Date of inspection: 
Day 1: 10 September 2012 
Day 2: 11 September 2012 
Day 3: 12 September 2012 

Date of response: 
 
17 September 2012 

 
Requirements 
 
These requirements set out what the registered provider must do as a matter of urgency 
to meet the Health Act 2007 (as amended), 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.  
  
The timeframes are set by the Chief Inspector due to the immediacy of the actions 
required. 
 
1. The person in charge has failed to comply with a regulatory requirement in 

the following respect: 
 
Not ensuring at all times that the number and skill mix of staff are appropriate to the 
assessed needs of residents, and the size and layout of the designated centre particularly 
during the time from 20:30hrs to 22:30hrs. 
 
Not ensuring suitable and sufficient care to maintain the residents’ welfare and wellbeing, 
having regard to the nature and extent of the residents’ dependency and needs as set 
out in their care plan.  

                                                 
∗ 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 
 
 
Immediate Action Plan 
Designated centres for older people 



Page 27 of 56 
 

Action required:  
 
Ensure that at all times the number and skill mix of staff are appropriate to the assessed 
needs of residents and the size and layout of the designated centre, particularly during 
the time from 20:30hrs to 22:30hrs. 
 
Action required:  
 
Ensure suitable and sufficient care to maintain the residents’ welfare and wellbeing, 
having regard to the nature and extent of the residents’ dependency and needs as set 
out in their care plan.  
 
Reference:  

Health Act 2007  
Regulation 6: General Welfare and Protection 
Regulation 16: Staffing 
Standard 23: Staffing 
Standard 26: Health and Safety 

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

Timescale: 
 

Provider’s response: 
 
New staffing hours from 20:30hrs to 22:30hrs have been 
implemented commencing 17 September 2012. The skill mix was 
considered when the new roster was designed. 
 

 
 
17 September 
2012 

 
2. The person in charge has failed to comply with a regulatory requirement in 

the following respect: 
 
Best practice was not evident with regard to residents’ financial records in that the centre 
had no system in place to demonstrate written acknowledgement of all monies paid by 
residents or their families or procedures in place to protect the interests of the resident 
and staff, including residents with cognitive impairment. 
 
Action required:  
 
Ensure residents’ finances are safeguarded by implementing a system to demonstrate: 
 
 records of all monies and valuables held on behalf of or received on the residents 

behalf 
 records of invoices to residents  
 records of invoices paid by residents or representatives 
 evidence of residents’ signatures on their financial records 
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 evidence of co-signatories on the residents’ financial records 
 evidence of a clear policy and procedures on the management of residents’ 

accounts and personal property in accordance with national guidelines 
 procedures in place to protect the interests of the resident and staff, including 

residents with cognitive impairment 
 evidence of a statement of accounts furnished to residents at regular intervals 
 evidence that records shall contain all of the documentary requirements as listed in 

Schedule 4 of the Health Act 2007 (Care and Welfare of Residents in 
DesignatedCentres for Older People) Regulations 2009 (as amended).  

 
Reference:  

Health Act 2007 
                   Regulation 7: Residents’ Personal Property and Possessions  

Standard 9: The Resident’s Finances  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
New computerised records, for example spreadsheets, are at present 
being devised. These will be operational from 24 September 2012. 
Each resident will have their own spreadsheet and invoices will be 
generated and itemised. At present we have no cash or valuables 
held within the building as relatives are advised to take these home, 
as per home policy. 
 

 
 
17 September 
2012 

 
3. The person in charge has failed to comply with a regulatory requirement in 

the following respect: 
 
Not ensuring that cleaning regimes within the centre are evidence-based and compliant 
with best practice. 
 
Not ensuring that infection control procedures pertaining to Methicillin-Resistant 
Staphylococcus Aureus (MRSA) are adequate. 
 
Not ensuring staff have access to education and training, particularly in infection control 
procedures, to enable then to provide care in accordance with contemporary evidenced-
based practice. 
 
Not ensuring furnishings provided at the designated centre for use by residents are 
maintained in good repair, with particular regard to ensuring that:  
 
 seating provided within the centre with a cloth upholstery, is clean  
 carpet flooring is clean.  
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Action required:  
 
Ensure that cleaning regimes within the centre are evidence based and compliant with 
best practice. 
 
Provide appropriate protective clothing and equipment. 
 
Action required: 
 
Ensure that infection control procedures and guidelines are implemented and adhered to, 
with particular regard to infection control practices regarding Methicillin-Resistant 
Staphylococcus Aureus (MRSA). 
 
Action required: 
 
Training of staff on infection control issues. 
 
Action required: 
 
Ensure furnishings provided at the designated centre for use by residents are maintained 
in good repair, with particular regard to ensuring that:  
 
 seating provided within the centre with a cloth upholstery is clean  
 carpet flooring is clean.  

 
Reference:  

Health Act 2007 
Regulation 6: General Welfare and Protection 
Regulation 9: Health Care 
Regulation 19: Premises 
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: 
 
New colour-coded mopping systems are now in place; all cleaning 
equipment has been replaced and is now kept inside the building. All 
staff have been updated into the new system and notices to 
reinforce the system are in place. Separate protective clothing is 
being sourced immediately. MRSA procedures are being adhered to 
at present but this in not always evident as protective clothing is 
kept in the resident’s room but in a drawer to protect privacy and 
dignity of the resident. New small yellow clinical waste bins for 

 
 
17 September 
2012 
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individual rooms have been ordered. GPs have been contacted with 
regard to re-swabbing of residents and this is to take place within 
one month. 
 
An infection control course was last carried out with all staff on an 
external basis in 2009 and 2011. An update is to be arranged 
immediately and date to be confirmed. Staff are advised on a daily 
basis by nursing staff as to the care of residents with MRSA. All staff 
have received the opportunity to attend both external and internal 
training in the past. Care staff completed FETAC level 5 Care of the 
Older Person in August 2012. A new training plan is to commence 
when the expiry dates on the old training system elapse. Training 
schedule for previous years is available, if required. 
 
Deep cleaning of soft furnishings and carpets are completed on a 
regular basis and records are kept in the nursing home. Plans to 
replace the remaining carpets are in progress, with resident areas 
having priority. 
 
 
 
Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
Supporting documentation to be faxed separately. 
 
Provider’s name: A Sawyer 
 
Date: 17 September 2012 
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Provider’s response to inspection report 
 

Centre: 
 
Ros Aoibhinn Nursing Home 

Centre ID: 
 
0276 

Dates of inspection: 
 

Day 1: 10 September 2012 
Day 2: 11 September 2012 
Day 3: 12 September 2012 

 
Date of response: 

 
14 October 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: Governance, Leadership and Management 
 
Outcome 1: Statement of purpose and quality management 
1. The provider is failing to comply with a regulatory requirement in the 

following respect:  
 
The statement of purpose did not include all matters listed in Schedule 1.  
 
Action required:  
 
Ensure the statement of purpose includes all matters listed in Schedule 1. 
 
Action required:  
 
Provide a copy of the statement of purpose to the Chief Inspector and make a copy of it 
available on request to residents. 
 

   
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 
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Action required: 
 
Ensure the statement of purpose is kept under review. 
 
References: 

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

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

Timescale: 
 

Provider’s response: 
 
Due to the transition period relating to the person in charge being 
such a short time before inspection, the statement of purpose will 
be updated and a copy sent to the inspectorate. This will include all 
the relevant changed data. Statement of purpose will be reviewed 
annually and updated where necessary.    
 

 
 
30 November 2012 
 

 
Outcome 2: Contract for the provision of services  
2. The provider is failing to comply with a regulatory requirement in the 

following respect:  
 
Not agreeing a contract with each resident within one month of admission to the 
designated centre.  
 
Not ensuring each resident’s contract deals with the care and welfare of the resident in 
the designated centre and includes details of the services to be provided for that resident 
and the fees to be charged. 
 
Action required:  
 
Agree a contract with each resident within one month of admission to the designated 
centre.  
 
Action required:  
 
Ensure each resident’s contract deals with the care and welfare of the resident in the 
designated centre and includes details of the services to be provided for that resident and 
the fees to be charged. 
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Reference:  

Health Act, 2007 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 

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

Timescale: 
 

Provider’s response: 
 
The contract of care that was outstanding during the inspection is 
now signed. 
 
All other contracts will be checked to ensure they are dated by the 
relevant persons involved. Outside services provided to residents 
are charged at a variable rate and this cost is negotiated between 
resident, families and that service provider. However, we will obtain 
guide prices for each service and attach same to the contract.   

 
 
Completed 
 
 
30 November 2012 
 
 
 
 
 

  
Outcome 3: Suitable person in charge  
3. The provider is failing to comply with a regulatory requirement in the 

following respect:  
 
Not having in place written policies and procedures relating to the recruitment, selection 
and vetting of staff. 
 
Not having 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. 
 
Not having in place recruitment procedures to ensure the authenticity of the staff 
references referred to in Schedule 2. 
 
Not putting in place recruitment procedures to ensure that no staff members are 
employed in the designated centre unless they are of integrity and good character.   
 
Not putting in place recruitment procedures to ensure that no staff members are 
employed in the designated centre unless they have qualifications suitable to the work 
that they are to perform. 
 
Not putting in place recruitment procedures to ensure that no staff members are 
employed in the designated centre unless they have the skills and experience necessary 
for such work. 
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Action required:  
 
Put in place written policies and procedures relating to the recruitment, selection and 
vetting of staff. 
 
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. 
 
Action required:  
 
Put in place recruitment procedures to ensure that no staff members are employed in the 
designated centre unless they are of integrity and good character.  
  
Action required:  
 
Put in place recruitment procedures to ensure that no staff members are employed in the 
designated centre unless they have qualifications suitable to the work that they are to 
perform. 
 
Action required:  
 
Put in place recruitment procedures to ensure that no staff members are employed in the 
designated centre unless they have the skills and experience necessary for such work. 
 
Reference:  

Health Act, 2007 
Regulation 15: Person in charge 
Regulation 18: Recruitment 
Standard 27: Operational Management  
 

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

Timescale: 
 

Provider’s response: 
 
Our recruitment policy is at present being updated and will include 
all of the above requirements. This will be adhered to in future 
recruitment. 

 
 
30 November 2012 
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All staff sign a declaration form whilst garda vetting is away for 
verification. Staff are informed that full employment is dependent 
on this.  
 
A reference form is to be sent to previous employers and two other 
referees immediately following interview.  
 
All staff are employed on three months trial basis to allow for return 
of all relevant documentation.  
 
Certificates are checked and copied to be kept in staff records. 
 
Qualifications are to be checked to ensure they are relevant to work 
area such as NMC pin numbers. 
 
All the above relevant documentation will be available in staff files. 

 
Completed 
 
 
 
30 November 2012 
 
 
Completed 
 
 
30 November 2012 
 
30 November 2012 
 
 
30 November 2012 
 

 
Outcome 4: Records and documentation to be kept at a designated centre 
4. The provider is failing to comply with a regulatory requirement in the 

following respect:  
 
Not ensuring the records listed in Parts 6, 7, 8, and 9 of the Health Act 2007 (Care and 
Welfare of Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) are maintained in a manner so as to ensure completeness, accuracy and ease 
of retrieval. 
    
Action required:  
 
Ensure the records listed in Part 6, 7, 8, and 9 of the Health Act 2007 (Care and Welfare 
of Residents in Designated Centres for Older People) Regulations 2009 (as amended) are 
maintained in a manner so as to ensure completeness, accuracy and ease of retrieval.   
 
Action required:  
 
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) in a manner so as to ensure completeness, accuracy and 
ease of retrieval with particular reference to:  
 
 residents’ financial records  
 the complaints procedure   
 records of the food provided for residents in sufficient detail to enable any person 

inspection the record to determine whether the diet is satisfactory 
 a record of all visitors to the designated centre, including the names of visitors. 
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Action required: 
 
Put insurance cover in place against loss or damage to the property of residents including 
liability as specified in Regulation 26 (2). 
 
Action required: 
 
Put in place all of the written and operational policies listed in Schedule 5. 
 
Action required: 
 
Maintain, in a safe and accessible place, documents, as listed in Schedule 2, to be held in 
respect of persons managing or working at a designated centre.  
 
These documents include the following:  
 
 proof  of person’s identity, including a recent photograph 
 copy of the person’s birth certificate 
 evidence of garda vetting 
 details of any criminal offence 
 detail and documentary evidence of any relevant qualifications or accredited 

training of the person 
 relevant current registration status with professional bodies 
 a full employment history together with a satisfactory history of any gaps in 

employment 
 details of any previous experience (if any) of carrying on the business of a 

designated centre 
 three written references including a reference from a person’s most recent 

employer( if any) in a format specified by the Chief Inspector 
 evidence that the person is physically and mentally fit for the purposes of the work 

that they are to perform at the designated centre. 
 
Reference:  

Health Act, 2007 
Regulation 21: Provision of Information to Residents  
Regulation 22: Maintenance of records 
Regulation 24: Staffing Records 
Regulation 26: Insurance cover 
Regulation 27: Operating Policies and Procedures 
Standard 1: Information  
Standard 22: Recruitment 
Standard 29: Management Systems  
Standard 32: Register and Residents’ Records 
Standard 23: Staffing Levels and Qualifications 
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Please state the actions you have taken or are planning to 
take  with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Resident information guides will be updated and relevant 
information such as updated copy of contract, new complaints 
policy/procedure and address of Chief Inspector will be added. 
 
New computerised spreadsheets regarding residents’ finances have 
been designed and are in use from September. Residents and 
families have been informed of this and are in the process of signing 
hard copies of the document to agree with the system and relevant 
charges. 
 
New complaints policy including flow charts are being designed and 
will be added to all relevant documentation. 
 
New dietary records for all residents are being designed and 
procedures to relay information to chefs are in progress. This is 
being designed using information already in use in residents’ food 
diaries, nutritional assessment and evaluations. 
 
All kitchen supplies are recorded in the kitchen at present but new 
documentation is being implemented. Residents are given daily 
choices in menu at present; an alternative is always available if the 
menu is not to their choice. These records are available within the 
kitchen area. 
 
The current visitors’ book is kept in the reception area near the 
front entrance. However, we do have residents who remove this 
from its normal position. This will now be secured to the wall to 
prevent removal. 
 
Current insurance policy will be checked re required information. 
 
All Schedule 5 policies signed off by staff were available on the day 
of inspection, but we are currently updating all our home policies 
and all staff will be required to read and document they understand 
same. 
 
The person in charge documentation was available in the home on 
day of inspection. All information stated was in file for review. 
However Authority documentation had been sent to the Authority at 
time of inspection.    
 

 
 
30 November 2012 
 
 
 
Commenced - to be 
completed by 30 
November 2012 
 
 
 
30 December 2012 
 
 
30 December 2012 
 
 
 
 
Completed 
 
 
 
 
 
30 November 2012 
 
 
 
 
30 November 2012 
 
30 December 2012 
 
 
 
 
Completed 
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Theme: Safe care and support  
 
Outcome 6: Safeguarding and safety 
5. The provider is failing to comply with a regulatory requirement in the 

following respect: 
 
Not having a comprehensive policy on and procedures for the prevention, detection and 
response to abuse. 
 
Not ensuring that all staff are aware of protocols in place for managing allegations of 
abuse.  
  
Not maintaining a record of all incidences where a resident is harmed or suffers abuse. 
 
Failing to notify the Authority of any allegation of suspected or confirmed abuse of any 
resident. 
 
Action required: 
 
Put in place a policy on and procedures for the prevention, detection and response to 
abuse. 
 
Action required: 
 
Make all necessary arrangements, by training staff or by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm or 
abuse. 
 
Action required: 
 
Maintain a record of all incidences where a resident is harmed or suffers abuse. 
 
Action required: 
 
Notify the Authority of any allegation suspected or confirmed abuse of any resident. 
 
Reference: 

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
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Please state the actions you have taken or are planning to 
take  with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A new policy on abuse is at present being designed. Same will be 
given to staff to read and sign they have understood the policy. 
 
All staff have received abuse training in 2011. Updates in training 
are scheduled for 2012 in the new individualised training plan. 
 
Records of any allegations or suspected abuse will be maintained 
within the nursing home  
 
Notification of suspected financial abuse has been forwarded to the 
inspectorate; however, this suspected abuse occurred when the 
individual was not a resident of the nursing home. All relevant 
persons were contacted and documented. The social worker dealing 
with the individual indicated that she was happy that no abuse had 
taken place. 
 
Notifications will be forwarded to the inspectorate in a timely 
manner. 
 

 
 
31 December 2012 
 
 
31 December 2012 
 
 
31 December 2012 
 
 
Completed 
 
 
 
 
 
 
30 November 2012 
 

 
Outcome 7: Health and safety and risk management  

6. The provider/person in charge is failing to comply with a regulatory 
requirement in the following respect:  

 
Not ensuring that the risk management policy covers arrangements for the identification, 
recording, investigation and learning from serious or untoward incidents or adverse events 
involving residents. 
 
Not taking all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 
Not documenting the identified location for the safe placement of residents, in the event 
of evacuation of residents from the designated centre.  
 
Not ensuring hand gels are located in or outside the bedroom of a resident with MRSA. 
 
Not providing appropriate protective clothing for staff, which is suitable for use in a 
healthcare setting. 
 
Not providing an adequate supply of clinical waste bins. 
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Not ensuring the procedure of transporting clinical waste from the residents’ bedrooms to 
the sluice room and onto the clinical waste collection zone is carried out according to best 
practice. 
 
Not ensuring cleaning mops are stored in accordance with best practice. 
 
Not provide appropriate training for staff in infection control procedures, which would 
enable staff to provide care in accordance with contemporary evidence-based practice. 
 
Not ensuring that furnishings, including bedside lockers, provided at the designated centre 
for use by residents, are maintained in good repair. 
 
Not having a cleaning regime for all carpet and cloth upholstery within the designated 
centre, and not ensuring floor covering used in the clinical room is in accordance with 
infection-control prevention and practices. 
 
No risk assessment of vacant bedrooms and unused bathrooms/toilets in the centre. 
 
Action required:  
 
Ensure that the risk management policy covers arrangements for the identification, 
recording, investigation and learning from serious or untoward incidents or adverse events 
involving residents. 
 
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:  
 
Document the identified location for the safe placement of residents, in the event of 
evacuation of residents from the designated centre.  
 
Action required:  
 
Ensure hand gels are located in or outside the bedroom of a resident with MRSA. 
 
Action required:  
 
Provide and appropriate protective clothing for staff, which is suitable for use in a 
healthcare setting. 
 
Action required:  
 
Provide an adequate supply of clinical waste bins. 
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Action required:  
 
Ensure the procedure of transporting clinical waste from the residents’ bedrooms to the 
sluice room and onto the clinical waste collection zone is carried out according to best 
practice. 
 
Action required:  
 
Ensure cleaning mops are stored in accordance with best practice.  
 
Action required:  
 
Provide appropriate training for staff in infection control procedures, which would enable 
staff to provide care in accordance with contemporary evidence-based practice. 
 
Action required:  
 
Ensure furnishings, including bedside lockers, provided at the designated centre for use by 
residents, are maintained in good repair. 
 
Action required:  
 
Maintain a cleaning regime for all carpet and cloth upholstery within the designated centre 
and ensure floor covering used in the clinical room is in accordance with infection control 
prevention and practices. 
 
Action required:  
 
Risk assessment of vacant bedrooms and unused bathrooms/toilets in the centre. 
 
Reference:  

Health Act, 2007 
Regulation 19: Premises 
Regulation 31: Risk Management Procedures 
Standard 25:Physical Environment 
Standard 26: Health and Safety  
Standard 29: Management Systems  

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

Timescale: 
 

Provider’s response: 
 
The risk management policy is being updated. When completed, all 
staff will be required to read and sign relevant documentation to 
state they understand policy. 

 
 
31 December 2012 
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All uneven surfaces to courtyard will be corrected to maintain 
safety. 
 
Statement of purpose, policies and relevant documentation will 
include the name of the hotel to be used in evacuation purposes. All 
staff will be made aware of same. 
 
Hand gel dispensers are located at various points around the 
nursing home. Extra dispensers have been ordered and one will be 
located outside the room of the MRSA-infected resident. 
 
Correct protective clothing such as aprons and gloves are readily 
available in the home. However, they are stored in residents’ lockers 
when MRSA is confirmed, to promote residents’ privacy and dignity. 
Staff and visitors are all informed of their location. 
 
Removal of clinical waste procedure is now changed; a large clinical 
waste bin has been relocated in the sluice room and small yellow 
bins are in situ in relevant resident rooms. These are removed from 
the building via non-resident areas. 
 
A coded mop system is now in place, new mops and buckets 
purchased and training has been given to staff, with new signage in 
situ. 
 
Updating course on infection control sourced and to be presented to 
all staff on 23 October 2012 in two separate sessions to ensure all 
staff attend. A registration sheet will be available in training record 
and individual staff training record updated. 
 
All furniture is being checked and repaired/replaced as necessary. 
 
Clinical room flooring has been changed to a more appropriate 
material. 
 
All soft furnishings are steam cleaned on a regular basis; however, 
records of this are to be updated to indicate same. Carpets in 
residents’ rooms are to be replaced; alternatives are already 
ordered and will be laid as soon as they arrive. 
 
Vacant rooms are checked on a weekly basis, all taps are run and 
toilets flushed on a daily basis. New documentation to record this 
will be implemented. 
 

 
February 2013  
weather dependant 
 
30 November 2012 
 
 
 
30 November 2012 
 
 
 
Completed 
 
 
 
 
Completed 
 
 
 
 
Completed 
 
 
 
24 October 2012 
 
 
 
 
31 December 2012 
 
Completed 
 
 
31 December 2012 
 
 
 
 
Completed 
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Outcome 8: Medication management 
7. The provider is failing to comply with a regulatory requirement in the 

following respect:  
 
Not ensuring the maximum dosage of medication as required (PRN) is documented in the 
medication prescription charts. 
 
Not ensuring that the designated centre’s policy on medication management includes 
reference to ensuring that the maximum dosage of medication as required (PRN), is 
documented in the medication prescription charts. 
 
Action required:  
 
Ensure the maximum dosage of medication as required (PRN) is documented in the 
medication prescription charts. 
 
Action required: 
 
Ensure the designated centre’s policy on medication management includes reference to 
ensuring that the maximum dosage of PRN medication is documented in the medication 
prescription charts. 
 
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: 
 
GPs contacted and will add these to all central prescriptions on next 
visit. 
 
Medications management policy to be updated and signed by all 
staff nurses.   
 

 
 
30 October 2012 
 
 
30 November 2012 
 

 
Outcome 9: Notification of incidents 

8. The person in charge is failing to comply with a regulatory requirement in 
the following respect:  

 
Not ensuring that notifications are confirmed in writing and submitted to the Authority in a 
timely manner. 
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Action required:  
 
Make sure that any notice given orally to the Authority is confirmed in writing within the 
required time frame.  
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
Notification forms downloaded and will be forwarded in timely 
manner. 
 

 
 
30 November 2012 
 

 
Theme: Effective care and support 
 
Outcome 10: Review ing and improving the quality and safety of care  
9. The provider is failing to comply with a regulatory requirement in the 

following respect: 
  
Not establishing and maintaining 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. 
 
Not making a report in respect of any review conducted by the registered provider for the 
purposes of Regulation 35(1), and not making a copy of the report available to residents 
and, if requested, to the Chief Inspector.  
 
Not consulting 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:  
 
Establish and maintain a system for improving the quality of care provided at, and the 
quality of life of residents in, the designated centre. 
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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.  
 
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: 
 
Feedback surveys to be repeated with residents and families. These 
will be signed and dated by relevant person completing the forms 
and stored in resident files. These will be completed on an annual 
basis. 
 
Residents’ committee to be recommenced. Residents and family 
members already approached by person in charge, date to be 
arranged. Minutes from meeting will be recorded and audited on a 
regular basis. 
 

 
 
31 December 2012 
 
 
 
 
31 December 2012 
 

 
Outcome 12: Safe and suitable premises 
10.The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Not ensuring the physical design and layout of the premises to be used as the designated 
centre meets the needs of each resident. 
  
Action required:  
 
Ensure the provision of appropriate signage which would encourage and aid independence 
of residents, particular residents with a cognitive impairment. 
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Action required:  
 
Provide adequate screening around residents’ beds, particularly in shared bedrooms. 
 
Action required: 
 
Make sure the door to the sluice room is locked at all times. 
 
Action required:  
 
Ensure the safe and secure storage of detergents located in the sluice room. 
 
Action required:  
 
Risk-assess the temperature of radiators located within the designated centre. 
 
Action required:  
 
Ensure all furniture and equipment including electrical equipment and furniture no longer 
in use is stored in a safe manner. 
 
Action required:  
 
Ensure the door to the staff changing room is locked in a secure manner. 
 
Action required:  
 
Keep all parts of the designated centre clean and suitably decorated. 
 
Action required:  
 
Ensure the size and layout of rooms occupied or used by residents are suitable for their 
needs. 
 
Action required:  
 
Provide adequate seating for residents’ in their bedrooms, particularly in the five-bedded 
room. 
 
Action required:  
 
Ensure light fittings, for example ceiling light shades, are addressed by a suitably qualified 
person. 
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Action required: 
 
Ensure uncovered water pipes, particularly in the five-bedded room, are maintained in a 
manner so as not to pose a risk to residents accommodated in the room and are 
addressed by a suitably qualified person.   
 
Action required:  
 
Provide sufficient space in the five-bedded room to ensure each resident can sit in an 
armchair beside their bed, if they so choose. 
 
Action required:  
 
Provide and maintain external grounds which are suitable for, and safe for use by 
residents. 
 
Action required:  
 
Provide lighting suitable for residents in all parts of the designated centre which are used 
by residents. 
 
Action required:  
 
Put in place adequate arrangements for the proper disposal of swabs, soiled dressings, 
instruments, disposable syringes and sheets, incontinence wear and other similar 
substances and materials. 
 
Action required:  
 
Put in place adequate arrangements for the proper disposal of sheets. 
 
Action required:  
 
Submit to the Authority a schedule of planned decoration for the centre.   
 
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: 
 
New signage to be sourced and include picturegrams. 

 
 
31 December 2012 
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Double bedrooms that require extra screening will be altered to add 
same. 
 
New lock to sluice door fitted 10 October 2012. 
 
All chemicals are locked in secure storage in the laundry room. Staff 
are aware of same and further training will be given. 
 
All radiators are thermostatically controlled same will be locked to a 
fixed temperature. Maintenance can alter this temperature as 
weather varies.   
 
All unused equipment removed and stored off site.  
 
New lock fitted to changing room.  
 
New cleaning policy to be implemented and adhered to. New 
documentation to be commenced with monthly check/audit on 
environment to be carried out. Any repairs or decorating needed will 
become part of the work schedule for that month. 
 
Multi-bedded rooms will be reconfigured as previously indicated 
within the time frame allowed as per standards. 
 
Extra seating is being sourced and will be provided when delivered. 
 
New light fittings will be provided and will be fitted.  
 
Exposed pipes to multi-bedded room boxed in.  
 
One bed permanently removed from multi-bedded room, room 
reconfigured for easy access to all beds. 
 
All uneven areas in grounds to be levelled and secured. 
 
All bulbs and light fittings to be checked and replaced by 
maintenance on a regular basis. Maintenance book to be used by all 
staff correctly, same to be discussed at next staff meeting on 15 
December 2012. 
 
Sharps are disposed of as per policy in sharps bin located in clinical 
room and carried around building in appropriate container. 
 
Other clinical waste i.e. swabs, dressings, etc are now disposed of 
as per policy in clinical waste bin in sluice room. 
 

 
31 December 2012 
 
 
Completed 
 
Completed 
 
 
31 December 2012 
 
 
 
Completed 
 
Completed 
 
31 December 2012 
 
 
 
 
As per scheduled 
time frame 
 
31 December 2012 
 
30 November 2012 
 
Completed 
 
Completed 
 
 
February 2013 
weather dependant 
30 December 2012 
 
 
 
 
Completed 
 
 
Completed 
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Infected bed linen is removed from resident rooms in alginate bags 
available in residents’ rooms and laundered separately as per policy. 
 
Marked bed linen is transported in separate laundry bag and all 
linen is washed separate to clothing. 
 
Schedule for redecorating to be devised and will be forwarded when 
devised. 
 

Completed 
 
 
Completed 
 
 
February 2013 
 

 
Theme: Person-centred care and support                                                                 
 
Outcome 13: Complaints procedures 
10. The provider is failing to comply with a regulatory requirement in the 

following respect:  
 
Not providing an updated written operational policy 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. 
 
Not maintaining a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
Not recording all complaints and the results of any investigations into the matters 
complained about. Ensure these records are in addition to and distinct from a resident’s 
individual care plan. 
 
Not retaining records kept under Regulation 39 for a period of not less than seven years 
after the complaint has been investigated and the complainant is informed of the outcome 
of, and of the outcome of any appeal arising from, an investigation, or seven years after 
the resident(s) to whom they relate cease(s) to be resident in the home, whichever is the 
longer. 
 
Action required:  
 
Provide an updated written operational policy 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:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
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Action required:  
 
Record all complaints and the results of any investigations into the matters complained 
about. Ensure these records are in addition to and distinct from a resident’s individual care 
plan. 
 
Action required:  
 
Retain records kept under Regulation 39 for a period of not less than seven years after 
the complaint has been investigated and the complainant is informed of the outcome of, 
and of the outcome of any appeal arising from, an investigation, or seven years after the 
resident(s) to whom they relate cease(s) to be resident in the home, whichever is the 
longer. 
 
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: 
 
Complaints policy to be updated with relevant flow charts; same to 
be added to relevant documentation within the home environment. 
 
New complaints record commenced and will be audited with 
outcomes noted and signed off by complainant and person in 
charge. Open-door policy known by all staff, residents and families. 
 
All complaints will be audited and acted upon. 
 
 
Records are maintained and will be kept in a secure area. Records 
for the current year are archived in the building and previous years’ 
records will be stored for the specified period. 
 

 
 
30 November 2012 
 
 
Completed 
 
 
 
Ongoing from 30 
October 2012 
 
Completed 
 

 
Outcome 15: Food and nutrit ion  
12.The provider/person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
Not implementing a comprehensive policy and guidelines for the monitoring and 
documentation of residents’ nutritional intake. 
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Not providing appropriate protective equipment for staff who have a requirement to 
access the main kitchen. 
 
Not ensuring up-to-date records of residents’ nutritional requirement are maintained.  
 
Action required:  
 
Implement a comprehensive policy and guidelines for the monitoring and documentation 
of residents’ nutritional intake. 
 
Action required:  
 
Provide appropriate protective equipment for staff who have a requirement to access the 
main kitchen. 
 
Action required: 
  
Implement a protocol to inform staff with regard to accessing the main kitchen. 
 
Action required: 
  
Ensure that up-to-date records of residents’ nutritional requirements are maintained.  
 
Action required: 
  
Put in place a robust structure to accurately inform the kitchen staff of updated dietary 
requirements of residents. 
 
Reference:  

Health Act, 2007 
Regulation 10: Residents’ Rights , Dignity and Consultation 
Regulation 20: Food and nutrition 
Standard 17: Autonomy and Independence 
Standard 19: Meals and Mealtimes   

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

Timescale: 
 

Provider’s response: 
 
Policy re nutritional intake will be updated; however, food diaries, 
swallow care plans/assessments and dietician assessments are all 
evident in residents’ notes. A new system of relaying this 
information to the kitchen is to be devised and implemented.  
 
White coats and hats are now available at the door of the kitchen. 

 
 
30 December 2012 
 
 
 
 
Completed 
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Staff have been trained in the rationale of using same. Protocol for 
entering the kitchen has been revised and all staff advised of same. 
Minimal staff entry to kitchen is now in use and staff aware of using 
appropriate protective clothing. 
 
New kitchen dietary forms to be designed and implemented 
following staff training with all records being updated on a weekly 
basis. 
 
Weekly meetings with person in charge to be commenced and 
changes to diets discussed and implemented. 
 
Due to the safety aspect gravy and hot sauces are added to 
residents’ meals by care staff. 

 
 
 
 
 
31 December 2012 
 
 
 
30 November 2012 
 
 
Immediate 
 
 

 
Outcome 16: Residents’ rights, dignity and consultation 
13.The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Not having in place arrangements to facilitate residents’ consultation and participation in 
the organisation of the designated centre. 
            
Action required:  
 
Put in place arrangements to facilitate residents’ consultation and participation in the 
organisation of the designated centre. 
            
Reference:  

Health Act, 2007 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Standard 2: Consultation and Participation 

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

Timescale: 
 

Provider’s response: 
 
Previous attempts to enlist families and residents in a resident 
committee have failed. New residents and their families have been 
approached and are agreeable to establishing a new committee. 
Initial meeting to be arranged, minutes will be taken and acted 
upon. 
 

 
 
30 December 2012 
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Outcome 17: Residents’ clothing and personal property and possessions 
14.The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Not maintaining an up-to-date record of each resident’s personal property that is signed 
by the resident. 
 
Action required: 
  
Maintain an up-to-date record of each resident’s personal property that is signed by the 
resident or his/her representative. 
 
Reference: 

Health Act, 2007 
Regulation 7: Residents’ Personal Property and Possessions 
Standard 4: Privacy and Dignity  
Standard 17: Autonomy and Independence  

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

Timescale: 
 

Provider’s response: 
 
All residents’ property logs have been recommenced and recorded 
within their files. New residents will have property logged on 
admission. 
 

 
 
30 October 2012 
 

 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
15.The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Not having in place written policies and procedures relating to the recruitment, selection 
and vetting of staff. 
 
Not putting 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. 
 
Not putting in place recruitment procedures to ensure that no staff members are 
employed in the designated centre unless they have qualifications suitable to the work 
that they are to perform. 
 
Not putting in place recruitment procedures to ensure that no staff members are 
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employed in the designated centre unless they have the skills and experience necessary 
for such work. 
 
Not putting 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. 
 
Action required:  
 
Put in place written policies and procedures relating to the recruitment, selection and 
vetting of staff. 
 
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. 
 
Action required: 
 
Put in place recruitment procedures to ensure that no staff members are employed in the 
designated centre unless they are of integrity and good character.   
 
Action required:  
 
Put in place recruitment procedures to ensure that no staff members are employed in the 
designated centre unless they have qualifications suitable to the work that they are to 
perform. 
 
Action required:  
 
Put in place recruitment procedures to ensure that no staff members are employed in the 
designated centre unless they have the skills and experience necessary for such work. 
 
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. 
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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: 
 
Recruitment policy to be updated as previously stated. 
 
Reference requests will be sent out to referees for all new 
employees as per policy. 
 
Garda Vetting is applied for following interview, and declaration 
form signed for each new employee whilst awaiting garda clearance 
form return. 
 
A copy of all certificates are to be kept in staff files. Individual 
training files are to be commenced on employment. 
 
New individual training records to be implemented. 
 
Staff files will have a GP declaration stating they are fit for the 
duties they perform. 
 

 
 
30 December 2012 
 
Immediate 
 
 
Immediate 
 
 
 
30 December 2012 
 
 
30 December 2012 
 
30 December 2012 
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Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
None given. 
 
Provider’s name: Aidan Sawyer 
 
Date: 18 October 2012 
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